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Sally's  back  in  sew  biz! 
After  an  arthritic  flare-up. 


mt  Note  This  drug  is  not  a simple  analgesic  Do 
linister  casually.  Carefully  evaluate  patients  be- 
rtmg  treatment  and  keep  them  under  close  su- 
■n  Obtain  a detailed  history,  and  complete 
I and  laboratory  examination  (complete  hemo- 
rinalysis.  etc.)  before  prescribing  and  at  fre- 
itervals  thereafter  Carefully  select  patients, 

3 those  responsive  to  routine  measures,  contra- 
id  patients  or  those  who  cannot  be  observed  fre- 
Warn  patients  not  to  exceed  recommended 
Short-term  relief  of  severe  symptoms  with  the 
t possible  dosage  is  the  goal  of  therapy  Dosage 
oe  taken  with  meals  or  a full  glass  of  milk  Sub- 
ilka  capsules  for  tablets  if  dyspeptic  symptoms 
5atients  should  discontinue  the  drug  and  report 
ately  any  sign  of : fever,  sore  throat,  oral  lesions 
oms  of  blood  dyscrasia);  dyspepsia,  epigastric 
'mptoms  of  anemia,  black  or  tarry  stools  or  other 
;e  of  intestinal  ulceration  or  hemorrhage,  skin  re- 
, significant  weight  gam  or  edema  A one-week 
■iod  is  adequate  Discontinue  in  the  absence  of  a 
tie  response  Restrict  treatment  periods  to  one 
i patients  over  sixty 

ons  Acute  gouty  arthritis,  rheumatoid  arthritis, 
itoid  spondylitis 

ndications  Children  14  years  or  less;  senile  pa- 
listory  or  symptoms  of  G.l.  inflammation  or  ul- 
a including  severe,  recurrent  or  persistent  dys- 
history  or  presence  of  drug  allergy,  blood 
lias;  renal,  hepatic  or  cardiac  dysfunction;  hy- 
lion;  thyroid  disease,  systemic  edema, 
tis  and  salivary  gland  enlargement  due  to  the 
olymyalgia  rheumatica  and  temporal  arteritis, 

> receiving  other  potent  chemotherapeutic 
or  long-term  anticoagulant  therapy 
gs  Age,  weight,  dosage,  duration  of  therapy,  ex- 
of  concomitant  diseases,  and  concurrent  potent 
herapy  affect  incidence  of  toxic  reactions  Care- 
truct  and  observe  the  individual  patient,  espe- 
e aging  (forty  years  and  over)  who  have 
eri  susceptibility  to  the  toxicity  of  the  drug.  Use 
effective  dosage  Weigh  initially  unpredictable 
against  potential  risk  of  severe,  even  fatal,  re- 
The  disease  condition  itself  is  unaltered  by  the 
se  with  caution  in  first  trimester  of  pregnancy 
ursing  mothers  Drug  may  appear  in  cord  blood 
ast  milk  Serious,  even  fatal,  blood  dyscrasias. 


Butaxolidin  alka  Gcigy 

Each  capsule  contains 

100  mg  phenylbutazone  USP 

100  mg  dried  aluminum  hydroxide  gel  USP 

150  mg.  magnesium  trisilicate  USP 

If  it  doesn’t  work  in  a week,  forget  it. 


including  aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest  days  or 
weeks  after  cessation  of  drug  Any  significant  change 
in  total  white  count,  relative  decrease  in  granulocytes, 
appearance  of  immature  forms,  or  fall  in  hematocrit 
should  signal  immediate  cessation  of  tfferapy  and  com- 
plete hematologic  investigation  Unexplained  bleeding 
involving  CNS,  adrenals,  and  G.l.  tract  has  occurred 
The  drug  may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces  iodine 
uptake  by  the  thyroid)  Blurred  vision  can  be  a signifi- 
cant toxic  symptom  worthy  of  a complete  ophthalmo- 
logical  examination.  Swelling  of  ankles  or  face  in  patients 
under  sixty  may  be  prevented  by  reducing  dosage  If 
edema  occurs  in  patients  over  sixty,  discontinue  drug 
Precautions  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of  adverse 
reactions;  complete  physical  examination  including 
check  of  patient's  weight;  complete  weekly  (especially 
for  the  aging)  or  an  every  two  week  blood  check;  perti- 
nent laboratory  studies  Caution  patients  about  partic- 
ipating in  activity  requiring  alertness  and  coordination, 
as  driving  a car,  etc.  Cases  of  leukemia  have  been  re- 
ported in  patients  with  a history  of  short-  and  long-term 
therapy  The  majority  of  these  patients  were  over  forty 
Remember  that  arthritic-type  pains  can  be  the  present- 
ing symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse  can 
lead  to  serious  results.  Review  detailed  information  be- 
fore beginning  therapy.  Ulcerative  esophagitis,  acute 
and  reactivated  gastric  and  duodenal  ulcer  with  per- 
foration and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia,  gastritis. 


epigastric  pain,  hematemesis,  dyspepsia,  nausea,  vomit- 
ing and  diarrhea,  abdominal  distention,  agranulocytosis, 
aplastic  anemia,  hemolytic  anemia,  anemia  due  to  blood 
loss  including  occult  G.l  bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone  marrow  de- 
pression, sodium  and  chloride  retention,  water  reten- 
tion and  edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepatitis  (choles- 
tasis may  or  may  not  be  prominent),  petechiae,  purpura 
without  thrombocytopenia,  toxic  pruritus,  erythema 
nodosum,  erythema  multiforme,  Stevens-Johnson  syn- 
drome, Lyell's  syndrome  (toxic  necrotizing  epidermol- 
ysis), exfoliative  dermatitis,  serum  sickness, 
hypersensitivity  angiitis  (polyarteritis),  anaphylactic 
shock,  urticaria,  arthralgia,  fever,  rashes  (all  allergic  re- 
actions require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria,  anuria,  renal 
failure  with  azotemia,  glomerulonephritis,  acute  tubular 
necrosis,  nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug,  impaired 
renal  function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  muscle 
necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheumat- 
ica, optic  neuritis,  blurred  vision,  retinal  hemorrhage, 
toxic  amblyopia,  retinal  detachment,  hearing  loss,  hy- 
perglycemia, thyroid  hyperplasia,  toxic  goiter,  associa- 
tion of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  confusional 
states,  lethargy;  CNS  reactions  associated  with  over- 
dosage, including  convulsions,  euphoria,  psychosis,  de- 
pression, headaches,  hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia;  ulcerative  stomatitis, 
salivary  gland  enlargement  (B)98-1 46-070-G 

Serious  side  effects  do  occur.  Select  patients 
carefully  (particularly  the  elderly)  and  follow  them 
closely  in  line  with  the  drug's  precautions, 
warnings,  contraindications  and  adverse  reactions. 

For  complete  details,  including  dosage,  please  see  full 
prescribing  information 

GEIGY  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 
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He  won’t  resist 
feeling  better  witl 

Mylanta 

Because  the  taste  is  good . 

□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 

□ non-constipating 
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MEDICAL  ASSISTANCE  FEES  INCREASED  Increased  reimbursements  for 

services  rendered  to  Medical 

Assistance  recipients  became  effective  January  1.  Physicians’  fees 
for  an  office  visit  have  been  increased  from  $4.00  to  $6.00,  and 
for  a house  call  from  $5.00  to  $7.00.  Fees  for  clinic  visits  have 
been  raised  from  $4.00  to  $6.00.  In  addition  the  state  will  pay 
selected  laboratory  fees  for  routine  tests  related  to  outpatients-- 
a new  element  in  the  Medical  Assistance  program.  For  the  first 
time  the  program  will  pay  physicians  for  minor  surgery  on  an  out- 
patient basis  for  procedures  that  do  not  require  hospitalization. 

A fee  schedule  is  being  developed  by  the  state  for  outpatient  sur- 
gery as  are  new,  increased  fee  schedules  covering  dental  care  and 
selected  prosthetic  fees.  The  per  diem  rate  for  intermediate 
care  facilities  was  raised  from  $10.00  to  $11.00.  Ambulance  fees 
were  increased  with  the  minimum  per  trip  being  raised  from  $10.00 
to  $15.00.  Further  information  on  new  fee  schedules  will  appear 
in  a future  issue. 


DRUG  ABUSE  INSTITUTES  SLATED  The  State  Society  is  cosponsoring 

nine  drug  abuse  training  institutes 
in  locations  throughout  the  Commonwealth  during  February  and  March. 
Designed  primarily  for  physicians,  the  day  long  sessions  offer  the 
latest  statistics  on  the  drug  abuse  problem  in  Pennsylvania  and 
newest  treatment  methods.  Among  the  speakers  are  Catherine  Hess, 
M.D.,  narcotics  advisor  to  the  secretary  of  health;  Harold  Trigg, 
M.D.,  associate  director  of  psychiatry  for  addiction  at  Beth  Israel 
Medical  Center,  New  York  City;  Leo  C.  Eddinger,  M.D.,  family  phy- 
sician, Allentown;  and  Frederick  D.  Glaser,  M.D.,  director  of  the 
Addiction  Sciences  Center,  Philadelphia.  The  institute  is  approved 
for  Category  One  credit  toward  the  AMA  Physician's  Recognition 
Award  and  the  education  requirement  for  membership  in  the  State 
Society.  The  $10  registration  fee  includes  luncheon  and  informa- 
tion packet.  Further  information  is  available  from:  Drug  Abuse 
Institute,  Pennsylvania  Medical  Society,  20  Erford  Road,  Lemoyne 
17043.  Locations  and  dates  are  as  follows: 

M.S.  Hershey  Medical  Center,  Hershey,  FEBRUARY  1 
Holiday  Inn,  Allentown,  FEBRUARY  l4 
Holiday  Inn,  King  of  Prussia,  FEBRUARY  15 
Sheraton  Inn,  Scranton,  FEBRUARY  28 
Williamsport  Hospital,  Williamsport,  MARCH  1 
Mount  View  Inn,  Greensburg,  MARCH  7 
Holiday  Inn,  Altoona,  MARCH  8 
Holiday  Inn,  Butler,  MARCH  21 
Ramada  Inn,  Erie,  MARCH  22 

WELFARE  NEGOTIATIONS  CONTINUE  The  PMS  Board  of  Trustees  in  a 

telephone  conference  reviewed  the 
status  of  negotiations  with  the  Pennsylvania  Department  of  Public 
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Welfare  concerning  medicaid  changes  approved  by  the  House  of  Delegat< 
The  Board  said  it  was  satisfied  that  it  has  gained  the  attention  of 
and  access  to  key  administration  officials  and  postponed  any  additioi 
State  Society  action.  It  asked  the  secretary  of  welfare  to  provide, 
the  Society  with  a report  on  the  status  of  the  recommended  changes  ii 
time  for  Board  consideration  at  its  regular  January  meeting.  The 
changes  recommended  included  payment  for  benefits  on  a reasonable 
cost  basis;  expansion  of  benefits  so  that  they  are  reasonably  compre 
hensive;  transfer  of  administrative  responsibility  to  Blue  Cross  and 
Blue  Shield;  giving  a meaningful  voice  to  representatives  of  the  poo: 
giving  utilization  review  responsibility  to  medical  society-sponsoret 
PSRO's  as  outlined  in  the  Bennett  Amendment;  and  accepting  alterna- 
tive methods  for  the  delivery  of  health  services. 

M.D.  FEE  RISE  MINOR  Physicians’  fees  rose  only  2.29  percent  during 

the  first  year  of  the  Economic  Stabilization 
program  while  the  all-service  component  of  the  Consumer  Price  Index 
increased  3*4-0  percent*  the  U.S.  Bureau  of  Labor  Statistics  has  re- 
ported. Dental  fees  in  the  same  period*  ending  August  1*  1972*  rose 
3.83  percent  and  the  index  for  semi -private  hospital  rooms  increased 
5.73  percent.  The  entire  Consumer  Price  Index  rose  2.95  percent. 

RUSH  NOMINATIONS  DUE  Deadline  for  nominations  for  the  State  Socie' 

Benjamin  Rush  Awards*  both  group  and  individ 
ual*  is  February  1*  1973*  County  medical  societies  may  submit  their 
current  county  winners  or  resubmit  winners  from  previous  years.  The 
selections  committee  will  meet  in  March.  Awards  will  be  presented 
during  the  Annual  Session  of  the  House  of  Delegates  in  October. 

ENTRIES  SOUGHT  FOR  DONALDSON  AWARDS  The  annual  Walter  Donaldson 

Awards  of  the  State  Society 

for  outstanding  reporting  by  newspapers  and  radio  and  TV  stations  on 
health  and  medical  subjects  has  a March  1 deadline  for  entries.  The 
newsmen  themselves  submit  the  entries  for  judging  by  a panel  of  two 
media  representatives  and  one  physician.  Letters  inviting  newsmen 
to  submit  entries  have  been  mailed  to  all  newspapers  and  radio  and 
television  stations  in  the  state.  Entry  blanks  are  available  from 
the  Council  on  Public  Service. 

HEALTH  CARE  IN  CRISIS?  In  a public  opinion  sampling*  three  out 

of  four  people  indicate  they  believe 
there  is  a crisis  in  health  care*  but  when  they  describe  what  they 
feel  is  wrong*  it  doesn’t  meet  most  persons’  definition  of  a crisis. 
Copies  of  the  reports  published  by  the  Health  Insurance  Council  are 
available  on  request  from  the  State  Society. 

ARE  YOU  INCORPORATING?  More  and  more  physicians  in  the  Common- 
wealth are  incorporating  their  practices. 
Since  county  medical  society  and  PMS  approval  of  a corporation’s 
name  is  a prerequisite*  the  State  Society  has  compiled  instructions* 
PMS  Guidelines  on  Names  of  Professional  Associations/Corporations, 
which  is  available  on  request  by  writing  to:  Professional  Corpora- 
tion  Guidelines*  Raymond  C.  Grandon*  M.D.*  Secretary*  Pennsylvania 
Medical  Society*  20  Erford  Road*  Lemoyne*  Pa.  17043. 
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PROFESSIONAL  LIABILITY 
INSURANCE 

PENNSYLVANIA  MEDICAL  SOCIETY 
(Sponsor) 


lRGONAUT  INSURANCE 
COMPANY 

(Underwriter) 


PARKER  & COMPANY  INC. 
OF  PENNSYLVANIA 

(Administrator) 


A long-term,  physician-oriented  insurance  partnership...designed  for  today  with 

tomorrow  in  mind! 

Check  the  Program’s  key  features— each  of  significant  value  to  you... 

★ No  member’s  application  can  be  rejected  without  the  applicant  having  the  right  to  request 
the  State  Society’s  review  and  concurrence... 

★ Five  year  coverage  cannot  be  canceled  or  non-renewed  (except  for  non-payment  of 
premium)  without  consent  of  the  State  Society  following  the  insured’s  appeal  for  review... 

★ State  Society  "peer  review”  of  individual  claim  or  suit  settlement  disputes... 

★ Primary  coverage  available  up  to  and  including  limits  of  $1,000,000... 

★ Physicians  previously  insured  under  Lloyds’  “claims  made”  policy  have  the  option  of 
purchasing  retroactive  “drop-back”  coverage  ... 


★ Extensive  involvement  by  State  Society  in  underwriting,  claims,  classification  statistics  and 
rate-making  developments... 

★ Planned  program  of  continuing  education  in  malpractice  claims  avoidance  and  preven- 
tion... 


Plan  now  on  participating...  with  the  State  Society  acting  as  the  physician’s  “Ombudsman,” 
it’s  like  having  your  own  insurance  company...  only  better! 


Use  this  coupon  to  secure  an  application 

Name  

Office  Address  _ 

City  

relephone  

Medical  Specialty 
Date  your  professional  liability 

insurance  expires  Present  Carrier 


Mail  to: 

Parker  & Company  Inc.  of  Pennsylvania 
1616  Walnut  Street.  Philadelphia,  Pa.  19103 
Attention:  A.  John  Smither,  Vice-President 

□ 1 am  interested  in  participating  in  the  PMS  Lia- 
bility Insurance  Program.  Please  send  me  an 
application. 
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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
iazepam)  part  of  your  treatment 
an,  check  on  whether  or  not  the 
itient  is  presently  taking  drugs 
id,  if  so,  what  his  response  has 
ben.  Along  with  the  medical  and 
dal  history,  this  information  can 
pip  you  determine  initial  dosage, 
le  possibility  of  side  effects  and 
le  ultimate  prospects  of  success 
* failure. 

\\  hile  Valium  can  be  a most 
dpful  adjunct  to  your  counseling, 
should  be  prescribed  only  as  long 
excessiv  e psychic  tension  per- 
>ts  and  should  be  discontinued 
hen  you  decide  it  has  accom- 
ishcd  its  therapeutic  task.  In 
ineral,  when  dosage  guidelines 
e followed,  Valium  is  well 
lerated  (see  Dosage).  For  con- 
gruence it  is  available  in  2-mg,  5-mg 
id  10-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
ive  been  the  most  commonly  re- 
irted  side  effects. 

Until  response  is  determined, 
ments  receiving  Valium  should 
i cautioned  against  engaging  in 
izardous  occupations  requiring 
•mplete  mental  alertness,  such 
driving  or  operating  machinery. 


Roche  Laboratories 

Division  ot  Hoffmann-La  Roche  Inc 

Nutley,  N.J.  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Iension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAC)  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  sVin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  sucb 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  ana  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b-id.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2 Vi  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 
i to  2 Vi  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  1000. 


\filiun! 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 


In  serious  gram-negative  infections 

Simplified 
dosage  guideline: 


WARNING 

Patients  treated  with  GARAMYCIN  Inject- 
able should  be  under  close  clinical  obser- 
vation because  of  the  potential  toxicity 
associated  with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory, 
can  occur  in  patients,  primarily  those  with 
pre-existing  renal  damage,  treated  with 
GARAMYCIN  Injectable,  usually  for  longer 
periods  or  with  higher  doses  than  recom- 
mended. 


GARAMYCIN  Injectable  is  potentially 
nephrotoxic,  and  this  should  be  kept  in 
mind  when  it  is  used  in  patients  with  pre- 
existing renal  impairment. 

Monitoring  of  renal  and  eighth  nerve 
function  is  recommended  during  therapy  of 
patients  with  known  impairment  of  renal 
function.  This  testing  is  also  recommended 
in  patients  with  normal  renal  function  at  on- 
set of  therapy  who  develop  evidence  of 
nitrogen  retention  (increasing  BUN,  NPN, 


creatinine  or  oliguria).  Evidence  of  o 
icity  requires  dosage  adjustments 
continuance  of  the  drug. 

In  event  of  overdose  or  toxic 
peritoneal  dialysis  or  hemodialysis 
in  removal  of  gentamicin  from  the 
Serum  concentrations  should  be 
ed  when  feasible  and  prolonged 
tions  above  12  meg. /ml.  should  be 
Concurrent  use  of  other 
or  nephrotoxic  drugs,  particularly 


patients  with 


Over  132  lbs. 


2cc.  (80  mg.) 
every  8 hours 


Usual  adult  dosage  and  I.V.--in 

normal  renal  function 


132  lbs.  or  less 


1.5cc.  (60  mg.) 
every  8 hours 


Serious  Infections:  The  recommended 
dosage  of  GARAMYCIN  Injectable  in 
patients  with  normal  renal  function  is 
3 mg. /kg. /day  administered  in  three  equal 
doses  every  8 hours. 

Life-Threatening  Infections:  Dosages  of 
up  to  5 mg. /kg. /day  may  be  administered 
in  three  or  four  equal  doses.  This  dosage 
should  be  reduced  to  3 mg. /kg. /day  as 
soon  as  clinically  indicated. 


Children’s  Dosage— I.M.  and  I.V. 

3 to  5 mg. /kg. /day  in  three  equal  doses 
every  8 hours. 


*Due  to  susceptible  organisms 


200 
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In  adults  with 
impaired  renal  function 


40  mg.  per  cc. 

Each  cc.  contains  gentamicin  sulfate 
equivalent  to  40  mg.  gentamicin 


Duration  of 
therapy-I.M.  and  I.V. 

The  usual  duration  of  treatment  is  7 to  1 0 days.  In 
difficult  and  complicated  infections,  a longer  course 
of  therapy  may  be  necessary. 

Instructions  for  I.V.  use 

Dilution— A single  dose  is  diluted  in  1 00  or  200  cc.  Of 
sterile  normal  saline  or  in  a sterile  solution  of  dextrose 
5%  in  water;  in  infants  and  children,  the  volume  of 
diluent  should  be  less.  The  concentration  of  gentamicin 
in  solution  should  not  exceed  1 mg./cc.  (0.1  %). 

Infusion  time— The  solution  is  infused  over  a period  of 
1 to  2 hours. 

Premixing— GARAMYCIN  Injectable  should  not  be 
physically  premixed  with  other  drugs  but  should  be 
administered  separately  in  accordance  with  the 
recommended  route  of  administration  and  dosage 
schedule. 


Garamycin 

gentamicin  I imectat* 

sulfate 


injectable 

LM./LV.I 


eomycin,  kanamycin,  cephaloridine, 
l,  polymyxin  B,  and  polymyxin  E 
),  should  be  avoided, 
sncurrent  use  of  gentamicin  with  po- 
etics should  beavoided,  since  certain 
i by  themselves  may  cause  ototoxic- 
edition,  when  administered  intrave- 
iiuretics  may  cause  a rise  in  gentami- 
m level  and  potentiate  neurotoxicity. 
IN  PREGNANCY  Safety  for  use 
lancy  has  not  been  established. 


The  single  dose  of  GARAMYCIN  Injectable  given  by 
patient  weight  remains  the  same;  however,  the  interval 
between  doses  must  be  extended. 

This  interval  may  be  approximated  by  multiplying  the 
serum  creatinine  by  eight  as  follows: 

Serum  creatinine  X 8 = frequency  of  administration 
(mg. /100  ml.)  (in  hours) 

This  dosage  schedule  is  not  intended  as  a rigid 
recommendation,  but  is  provided  as  a guide  to  dosage 
when  the  measurement  of  gentamicin  serum  levels  is 
not  feasible. 


See  Clinical  Considerations  section  which  follows . . . 


Garamycin®  Injectable 

brand  of  gentamicin  sulfate  U.S.P.,  injection,  40  mg./cc. 

Each  cc.  contains  gentamicin  sulfate  equivalent  to  40  mg.  gentamicin 
For  Parenteral  Administration 


WARNING:  Patients  treated  with  GARAMYCIN  Injectable  should  be 
under  close  clinical  observation  because  of  the  potential  toxicity 
associated  with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory,  can  occur  in  patients, 
primarily  those  with  pre-existing  renal  damage,  treated  with  GARA- 
MYCIN  Injectable,  usually  for  longer  periods  or  with  higher  doses 
than  recommended. 

GARAMYCIN  Injectable  is  potentially  nephrotoxic,  and  this  should 
be  kept  in  mind  when  it  is  used  in  patients  with  pre-existing  renal 
impairment. 

Monitoring  of  renal  and  eighth  nerve  function  is  recommended 
during  therapy  of  patients  with  known  impairment  of  renal  function. 
This  testing  is  also  recommended  in  patients  with  normal  renal  func- 
tion at  onset  of  therapy  who  develop  evidence  of  nitrogen  retention 
(increasing  BUN,  NPN,  creatinine  or  oliguria).  Evidence  of  ototoxicity 
requires  dosage  adjustments  or  discontinuance  of  the  drug. 

In  event  of  overdose  or  toxic  reactions,  peritoneal  dialysis  or 
hemodialysis  will  aid  in  removal  of  gentamicin  from  the  blood. 

Serum  concentrations  should  be  monitored  when  feasible  and 
prolonged  concentrations  above  12  mcg./ml.  should  be  avoided. 

Concurrent  use  of  other  neurotoxic  and/or  nephrotoxic  drugs,  par- 
ticularly streptomycin,  neomycin,  kanamycin,  cephaloridine,  vio- 
mycin,  polymyxin  B,  and  polymyxin  E (colistin),  should  be  avoided. 

The  concurrent  use  of  gentamicin  with  potent  diuretics  should  be 
avoided,  since  certain  diuretics  by  themselves  may  cause  toxicity. 
In  addition,  when  administered  intravenously,  diuretics  may  cause 
a rise  in  gentamicin  serum  level  and  potentiate  neurotoxicity. 
USAGE  IN  PREGNANCY  Safety  for  use  in  pregnancy  has  not  been 
established. 


INDICATIONS  GARAMYCIN  Injectable  is  indicated,  with  due  regard  for 
relative  toxicity  of  antibiotics,  in  the  treatment  of  serious  infections 
caused  by  susceptible  strains  of  the  following  microorganisms: 

Pseudomonas  aeruginosa,  Proteus  species  (indole-positive  and  indole- 
negative), Escherichia  coli  and  Klebsiella-Enterobacter-Serratia  species. 

Clinical  studies  have  shown  GARAMYCIN  Injectable  to  be  effective  in 
septicemia  and  serious  infections  of  the  central  nervous  system  (menin- 
gitis), urinary  tract,  respiratory  tract,  gastrointestinal  tract,  skin  and 
soft  tissue  (including  burns). 

Bacteriologic  tests  to  determine  the  causative  organisms  and  their  sus- 
ceptibility to  gentamicin  should  be  performed. 

Bacterial  resistance  to  gentamicin  develops  slowly  in  stepwise  fashion; 
there  have  been  no  one-step  mutations  to  high  resistance. 

In  suspected  or  documented  gram-negative  sepsis,  GARAMYCIN  may  be 
considered  as  initial  therapy.  The  decision  to  continue  therapy  with  this 
drug  should  be  based  on  the  results  of  susceptibility  tests,  the  severity  of 
the  infection,  and  the  important  additional  concepts  contained  in  the 
Warning  Box.  In  the  neonate  with  suspected  sepsis  or  staphylococcal 
pneumonia,  a penicillin  type  drug  is  usually  indicated  as  concomitant 
antimicrobial  therapy. 

GARAMYCIN  Injectable  has  been  shown  to  be  effective  in  serious  staph- 
ylococcal infections.  It  may  be  considered  in  those  infections  when  peni- 
cillins or  other  less  potentially  toxic  drugs  are  contraindicated  and 
bacterial  susceptibility  testing  and  clinical  judgment  indicate  its  use. 

CONTRAINDICATIONS  A history  of  hypersensitivity  to  gentamicin  is  a 
contraindication  to  its  use. 

WARNINGS  See  Warning  Box. 

PRECAUTIONS  Neuromuscular  blockade  and  respiratory  paralysis  have 
been  reported  in  the  cat  receiving  high  doses  (40  mg./kg.)  of  gentamicin 
The  possibility  of  these  phenomena  occurring  in  man  should  be  considered 
if  gentamicin  is  administered  to  patients  receiving  neuromuscular  block- 
ing agents  such  as  succinylcholine  and  tubocurarine. 

Treatment  with  gentamicin  may  result  in  overgrowth  of  nonsusceptible 


organisms.  If  this  occurs,  appropriate  therapy  is  indicated. 

ADVERSE  REACTIONS 

Nephrotoxicity:  Adverse  renal  effects,  as  demonstrated  by  rising  BUN, 
NPN,  serum  creatinine  and  oliguria,  have  been  reported.  They  occur  more 
frequently  in  patients  with  a history  of  renal  impairment  treated  with 
larger  than  recommended  dosage. 

Neurotoxicity:  Adverse  effects  on  both  vestibular  and  auditory  branches 
of  the  eighth  nerve  have  been  reported  in  patients  on  high  dosage  and/or 
prolonged  therapy.  Symptoms  include  dizziness,  vertigo,  tinnitus,  roaring 
in  the  ears  and  hearing  loss. 

Numbness,  skin  tingling,  muscle  twitching,  and  convulsions  have  also 
been  reported. 

Note:  The  risk  of  toxic  reactions  is  low  in  patients  with  normal  renal 
function  who  do  not  receive  GARAMYCIN  Injectable  at  higher  doses  or  for 
longer  periods  of  time  than  recommended. 

Other  reported  adverse  reactions,  possibly  related  to  gentamicin,  in- 
clude increased  serum  transaminase  (SGOT,  SGPT),  increased  serum  bili- 
rubin, transient  hepatomegaly,  decreased  serum  calcium;  splenomegaly, 
anemia,  increased  and  decreased  reticulocyte  counts,  granulocytopenia, 
thrombocytopenia,  purpura;  fever,  rash,  itching,  urticaria,  generalized 
burning,  joint  pain,  laryngeal  edema;  nausea,  vomiting,  headache,  increased 
salivation,  lethargy  and  decreased  appetite,  weight  loss,  pulmonary  fibro- 
sis, hypotension  and  hypertension. 

DOSAGE  AND  ADMINISTRATION  GARAMYCIN  Injectable  may  be  given 
intramuscularly  or  intravenously. 

For  Intramuscular  Administration: 

PATIENTS  WITH  NORMAL  RENAL  FUNCTION* 

Adults:  The  recommended  dosage  for  GARAMYCIN  Injectable  for  pa- 
tients with  serious  infections  and  normal  renal  function  is  3 mg. /kg. /day, 
administered  in  three  equal  doses  every  8 hours. 

For  patients  weighing  over  60  kg.  (132  lb.),  the  usual  dosage  is  80  mg. 
(2  cc.)  three  times  daily.  For  patients  weighing  60  kg.  (132  lb.)  or  less, 
the  usual  dose  is  60  mg.  (1.5  cc.)  three  times  daily. 

In  patients  with  life-threatening  infections,  dosages  up  to  5 mg./kg./ 
day  may  be  administered  in  three  or  four  equal  doses.  This  dosage  should 
be  reduced  to  3 mg. /kg. /day  as  soon  as  clinically  indicated. 

*ln  children  and  infants,  the  newborn,  and  patients  with  impaired  renal 
function,  dosage  must  be  adjusted  in  accordance  with  instructions  set 
forth  in  the  Package  Insert. 

For  Intravenous  Administration: 

The  intravenous  administration  of  GARAMYCIN  Injectable  is  recom- 
mended in  those  circumstances  when  the  intramuscular  route  is  not  feasi- 
ble (e.g.,  patients  in  shock,  with  hematologic  disorders,  with  severe 
burns,  or  with  reduced  muscle  mass). 

For  intravenous  administration,  in  adults,  a single  dose  of  GARAMYCIN 
Injectable  may  be  diluted  in  100  or  200  cc.  of  sterile  normal  saline  or  in 
a sterile  solution  of  dextrose  5%  in  water;  in  infants  and  children,  the 
volume  of  diluent  should  be  less.  The  concentration  of  gentamicin  in  solu- 
tion, in  both  instances  should  normally  not  exceed  1 mg./cc.  (0.1%).  The 
solution  is  infused  over  a period  of  1 to  2 hours. 

The  recommended  dose  for  intravenous  administration  is  identical  to 
that  recommended  for  intramuscular  use. 

GARAMYCIN  Injectable  should  not  be  physically  pre-mixed  with  other 
drugs,  but  should  be  administered  separately  in  accordance  with  the 
recommended  route  of  administration  and  dosage  schedule. 

HOW  SUPPLIED  GARAMYCIN  Injectable,  40  mg.  per  cc.,  2 cc.  multiple- 
dose  vials  for  parenteral  administration. 

Also  available,  GARAMYCIN  Pediatric  Injectable,  10  mg.  per  cc.,  2 cc. 
multiple-dose  vials  for  parenteral  administration.  APRIL,  1972 

AHFS  Category  8:12.28 

For  more  complete  prescribing  details,  consult  Package  Insert  or  Physi- 
cians’ Desk  Reference.  Schering  literature  is  also  available  from  your 
Schering  Representative  or  Professional  Services  Department,  Schering 
Corporation,  Kenilworth,  New  Jersey  07033.  SUR  ,92 
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(potassium  phenoxy methyl  penicillin,  Upjohn) 


Available  in  250  and  500  mg  tablets; 

250  mg/5  ml  and  125  mg/5  ml  flavored  granules 
for  oral  suspension 


Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 
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Laszlo  Ispanky  captures 
the  sea  you  cant  see. 


"FOR  THE  ART  INVESTORS" 


E.G.  HOOVER  COMPANY 

Proudly  Presents  one  of  Laszlo  Ispanky’s  Newest  Creations 

“The  Spirit  of  the  Sea” 

LIMITED  EDITION  OF  450  PIECES  $500. 


36  N.  Third  St. 


Harrisburg,  Pa. 


PENNSYLVANIA 

MEDICINE 


newsfronts 


ASSEMBLED  to  answer  reporters'  questions  on  the  report  of  the  Society’s  Blue 
Ribbon  Panel  are  (left  to  right)  LeRoy  C.  Erickson,  director  of  educational  activi- 
ties for  the  State  Society;  J.  Finton  Speller,  M.D.,  secretary  of  health;  Hartwell  G. 
Thompson,  M.D.,  of  the  Deans’  Committee  and  Leonard  Bachman,  M.D.,  Governor 
Shapp's  adviser  on  health  affairs. 

Hershey  announces  initiation 
of  MEDEX  training  program 


Society  presents 
Blue  Ribbon 
report  to  state 

The  recommendations  of  the  Soci- 
:ty’s  Blue  Ribbon  Panel  became  public 
>roperty  at  a recent  news  conference 
■vhen  A.  Reynolds  Crane,  M.D..  Soci- 
:ty  vice-president,  presented  the  report 
o Leonard  Bachman,  M.D.,  Governor 
Vlilton  J.  Shapp's  adviser  on  health  af- 
airs.  The  full  text  of  the  report  appears 
n this  issue  on  page  56. 

In  his  remarks  Dr.  Crane  pointed  out 
hat  the  state  is  called  on  to  assist 
>hysicians  in  achieving  the  immediate 
;oal:  extending  the  availability  of  the 
>hysicians  practicing  presently  by  im- 
jrovement  of  management  effec- 
iveness  and  delegation  of  duties. 
Decentralization  of  postgraduate  medi- 
al education  and  use  of  the  approach 
)f  the  federal  government  in  the 
finding  of  medical  education  were 
:ited  by  Dr.  Crane  as  long-term  solu- 
ions  to  the  physician  shortage  which 
he  state  government  might  help  to 
olve. 

Dr.  Bachman  said  he  was  happy  to 
iccept  the  report  of  the  Blue  Ribbon 
5anel,  which  was  adopted  by  Governor 
ihapp  as  his  special  committee  on 
jroviding  medical  services  to  the  peo- 
ple of  Pennsylvania.  Dr.  Bachman  said 
he  recommendations  in  the  report 
■ :ould  be  implemented  through  the 
Departments  of  Health  and  Education. 
'We  will  emphasize  most  strongly  that 
here  will  be  no  new  money  available  to 
mplement  changes,  but  that  the  imagi- 
tative  use  of  $21  million  already 
illocated  for  medical  education  can  ef- 
ect  the  changes  necessary  to  strengthen 
he  effectiveness  of  medical  manpower 
n Pennsylvania." 

A new  medical  practices  act,  es- 
ablishment  of  area  health  education 
:enters,  reversal  of  the  trend  toward 
nedical  specialization, and  acceptance 
}f  the  physician's  assistant  as  a member 
af  the  health  care  team  were  cited  by 
Dr.  Bachman  as  means  to  alleviate  the 
nedical  manpower  shortage  in  Penn- 
sylvania. 


The  Department  of  Family  and 
Community  Medicine  of  the  Pennsyl- 
vania State  University  School  of  Medi- 
cine, Hershey,  has  developed  and  will 
initiate  in  1973  a program  to  train 
former  military  medical  corpsmen  as 
physician's  assistants,  Thomas  G. 
Leaman,  M.D.,  department  chairman, 
has  announced. 

The  first  group  of  students  for  the 
MEDEX  Program,  fashioned  after  that 
established  at  the  University  of  Wash- 
ington, Seattle,  will  begin  training  late 
in  March. 

Approximately  three  months  of  full- 
time classroom  and  clinical  study  will 
be  conducted  at  the  Hershey  medical 
center  to  be  followed  by  twelve  months 
of  preceptor  training,  leading  to 
MEDEX  certification. 

Primary  care  physicians  who  are  in- 
terested in  increasing  their  capacity  to 
provide  medical  services,  providing 
task  performance  training  to  an  assist- 
ant during  the  twelve  months  precep- 
torship,  and  who  are  willing  to  employ 
a physician's  assistant  upon  completion 
of  the  training  if  economics  and  com- 
patibility are  favorable  are  now  being 
selected. 

Detailed  information  on  the  role  of 
preceptor  in  the  physician  assistant 
training  program  for  military  medical 
corpsmen  is  available.  Please  contact: 
Director,  MEDEX  Program,  Depart- 


ment of  Family  and  Community  Medi- 
cine, M.S.  Hershey  Medical  Center. 
Pennsylvania  State  University,  Her- 
shey. Pa.  17033. 

Penn  to  train 
practitioners 

An  educational  program  to  prepare 
nurses  for  the  responsibilities  of  a fam- 
ily nurse  practitioner  is  being  devel- 
oped by  the  University  of  Pennsyl- 
vania School  of  Nursing  in  collabo- 
ration with  the  Community  Nursing 
Service  of  Philadelphia. 

Project  director  will  be  Martha  M. 
Lamberton,  R.N.,  former  director  of 
the  Lankenau  Hospital  Home  Care 
Department. 

The  educational  focus  of  the  new 
program  will  be  on  the  maintenance 
and  promotion  of  health,  thus  comple- 
menting the  current  medical  focus  on 
the  diagnosis  and  treatment  of  illness. 

The  program  will  be  four  academic 
semesters  in  length,  will  require  a 
Bachelor  of  Science  degree  in  nursing 
for  admission,  and  will  lead  to  a 
Master  of  Science  degree  in  nursing. 
The  first  group  of  candidates  will  be 
admitted  in  September  1973.  Funding 
for  three  years  has  been  provided  by 
the  Bureau  of  Health  Manpower. 
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new  Hershey  dean  and  provost 


Dr.  Prystowsky 

Harry  Prystowsky,  M.D.,  nationally 
known  medical  educator,  has  been 
named  dean  of  the  College  of  Medicine 
of  Pennsylvania  State  University  and 
provost  of  the  Milton  S.  Hershey  Medi- 
cal Center,  President  John  W.  Oswald 
has  announced. 

Dr.  Prystowsky  is  professor  and 
chairman  of  the  department  of  obstet- 
rics and  gynecology  of  the  University  of 
Florida  College  of  Medicine,  Gaines- 
ville. He  will  take  up  his  new  duties  at 
Hershey  in  the  summer  of  1973. 

"Dr.  Prystowsky's  demonstrated 
qualities  of  leadership  in  medical 
research,  teaching  and  administration 
strongly  qualify  him  to  take  the  leader- 
ship of  the  University's  Medical 
Center,”  President  Oswald  said.  “Of 
particular  significance  to  the  Hershey 
program  is  his  special  interest  and  con- 
cern for  the  delivery  of  health  care  in 
rural  areas.  He  has  developed  outstand- 
ing programs  in  obstetrical  care  in  rural 
sections  of  Florida.  Education  for 
health  care  for  rural  areas  in  Pennsyl- 
vania will  be  a principle  thrust  of  the 
Hershey  program,"  he  continued. 

"Dr.  Prystowsky's  equally  distin- 
guished record  of  research  in  his 
specialties  of  obstetrics  and  gynecology 
provide  assurance  that  Hershey  will 
maintain  a base  of  excellence  in 
research  as  well  as  teaching  in  the 
preparation  of  physicians,"  he  said. 

Dr.  Oswald  said  the  appointment  was 
made  at  the  "strong  recommendation" 
of  the  broadly  representative  search 
committee  named  to  recommend  can- 
didates for  the  Hershey  post.  The  new 
provost  and  dean  will  report  directly  to 
President  Oswald.  His  acceptance  of 
the  post  followed  an  earlier  approval  by 
the  Board  of  Trustees. 

In  the  interim  period  before  Dr. 
Prystowsky  arrives,  John  A.  Wald- 
hausen.  M.D.,  professor  and  chairman 
of  the  department  of  surgery  at 
Hershey,  will  continue  to  serve  as  in- 
terim provost  and  dean.  He  has  filled 
these  positions  since  last  July  when 
George  T.  Harrell,  Jr.,  M.D.,  the  origi- 
nal provost  and  dean,  was  named  vice- 
president  for  medical  sciences. 

“1  am  especially  grateful  to  Drs.  Har- 
rell and  Waldhausen  and  the  faculty 
and  staff  at  Hershey  for  bringing  the 
Medical  Center  to  its  present  high  state 
of  development,”  Dr.  Oswald  said.  “We 


believe  it  has  an  exceptional  potential 
for  leadership  in  medical  education  and 
the  improvement  of  health  care.  In  Dr. 
Prystowsky  we  believe  we  have  a 
provost  and  dean  who  can  realize  this 
full  potential.  It  is  of  interest  to  note 
that  Dr.  Harrell,  in  his  role  as  the  devel- 
oper of  the  University  of  Florida 
College  of  Medicine,  recruited  Dr. 
Prystowsky  to  that  school  as  the  first 
professor  and  chairman  of  the  depart- 
ment of  obstetrics  and  gynecology.  " 

The  47-year-old  Dr.  Prystowsky  is 
the  author  or  co-author  of  more  than 
150  research  papers  in  obstetrics  and 
gynecology.  For  the  past  three  years  he 
has  led  a pioneering  program  to 
improve  the  delivery  of  health  care  in 
obstetrics  and  gynecology. 

Dr.  Prystowsky's  research  efforts 
have  covered  many  aspects  of  obstetrics 
and  gynecology.  His  work  on  fetal 
blood  supply  is  the  subject  of  more  than 
a dozen  papers  in  the  medical  literature. 
A second  major  research  field  is  the  ef- 
fect of  altitude  on  pregnancy.  He  has 
also  conducted  research  on  the  effects 
of  anesthetics  on  delivery  toxemias  in 
pregnancy.  His  research  papers  in  the 
delivery  of  medical  care  also  represent 
more  than  a dozen  papers  in  the  litera- 
ture. 

Dr.  Prystowsky's  entire  career  has 
been  spent  in  medical  research, 
teaching  and  administration.  Prior  to 
taking  his  present  post  at  the  University 
of  Florida  in  1958.  he  was  instructor 
and  assistant  professor  of  obstetrics  at 
the  Johns  Hopkins  University  and  Hos- 

M.D.’s  in  new  posts 

James  M.  Delaplane,  M.D.,  has  been 
named  medical  director  at  Friends  Hos- 
pital, Philadelphia,  to  succeed  Ulysses 
E.  Watson,  M.D.,  who  has  moved  to  a 
post  in  the  Commonwealth’s  Depart- 
ment of  Public  Welfare. 

Dr.  Delaplane  previously  served  as  a 
senior  staff  psychiatrist  and  director  of 
the  geropsychiatry  unit,  a 26-bed  facili- 
ty which  he  established  at  Friends  Hos- 
pital for  treating  the  emotional 
problems  of  the  aged. 

Dr.  Watson  will  serve  as  assistant 
deputy  secretary  for  mental  health 
research  and  training  in  the  department 
of  public  welfare  and  as  superintendent 
of  Eastern  Pennsylvania  Psychiatric  In- 
stitute. 


pital.  Earlier,  he  had  been  a research  as- 
sistant in  the  department  of  physiology 
at  Yale  Medical  School. 

A native  of  Charleston.  South 
Carolina,  Dr.  Prystowsky  received  his 
medical  degree  from  the  Medica 
College  of  South  Carolina  in  1948. 

From  1948-50  he  was  an  intern  anc, 
assistant  resident  in  obstetrics  and  gy 
necology  at  Johns  Hopkins  Hospital 
and  during  a six-month  leave  in  1951 
he  was  a research  associate  in  the 
department  of  obstetrics  at  Cincinnat 
General  Hospital.  He  returned  to  John' 
Hopkins  briefly  and  then  served  fronj 
1951-53  in  the  department  of  obstetric  | 
and  gynecology  of  the  U.S.  Army  Med  f 
ical  Corps.  Fort  Benning.  Georgia.  He! 
returned  to  Hopkins  as  assistant  resi 
dent  and  later  as  chief  resident  in  gyne 
cology  and  obstetrics  and  was  named  ti 
the  faculty  in  1 954. 

107  family  practice 
residencies  reported 

The  American  Academy  of  Family 
Physicians  has  released  the  results  ol 
its  annual  survey  of  family  residency 
programs. 

The  number  of  graduates  training  tc 
be  family  physicians  has  doubled  since 
last  year  to  1,015.  This  represents  < 
threefold  increase  since  1970. 

The  survey  also  indicates  that  81 
percent  of  the  available  first-year  fami 
ly  practice  residency  positions  anj 
filled,  bettering  the  figure  in  1971  b; 
10  percent.  The  number  of  approver 
programs  in  medical  schools  ha 
increased  from  twenty  programs  threi 
years  ago  to  107  this  year. 

Microsurgery  course  a 
Temple  announced 

The  department  of  neurosurgery  o 
Temple  University  Health  Science 
Center  will  sponsor  a two-hour  presen 
tation  on  the  "Neurological  Aspects  c 
Microsurgery"  in  the  Erny  An 
phitheatre  at  3401  N.  Broad  St.  o 
Friday.  January  19,  from  3-5  p.m. 

Interested  physicians,  house  staf 
and  medical  students  are  invited  to  a I 
tend.  This  continuing  medical  edued 
tion  activity  is  acceptable  for  two  cred  j 
hours  in  Catagory  I toward  the  AM,j 
Physicians  Recognition  Award  and  th! 
PMS  membership  requirement. 


14 


PENNSYLVANIA  MEDICIN1 


Emergency  room  training  program  slated  for  May 


French  surgeons  demonstrate  technique 


MEMBERS  of  a French-American  surgical  team  appeared  at  a press  conference 
following  a corrective  surgery  demonstration  for  massive  craniofacial  anomolies 
at  Children's  Hospital,  Philadelphia.  (See  story  on  this  page).  Physicians  are  (left 
to  right):  Dr.  Linton  A.  Whitaker,  assistant  surgeon,  Children’s  Hospital;  Dr.  Hans 
Peter  Freihofor,  Jr.,  department  of  maxillo-facial  surgery,  Dental  Institute,  Univer- 
sity of  Zurich;  Dr.  Paul  Tessier,  chief  of  plastic  surgery,  Foch  Hospital,  Paris;  and 
Dr.  Peter  Randall,  senior  surgeon  and  director  of  the  cleft  palate  clinic,  Children's 
Hospital. 

Medical  writers  schedule  symposium 


William  F.  Bouzarth,  M.D.,  chairman 
of  the  Commission  on  Emergency 
Medical  Services,  Pennsylvania  Medi- 
cal Society,  20  Erford  Rd.,  Lemoyne, 
Pa.  17043.  Telephone:  (717)  238-1635. 


three  from  more  than  twenty-seven  po- 
tential patients.  Neurosurgical,  dental, 
pediatric,  ophthalmologic,  otolaryngo- 
logic and  plastic  surgery  problems  were 
considered  and  psychiatric  and  psy- 
chological considerations  were  as- 
sessed. 

Some  eighty  people  were  involved  in 
the  team  caring  for  these  patients. 
Visiting  surgeons  were  able  to  view  the 
procedure  on  closed  circuit  television 
monitors. 


An  emergency  room  training  course 
for  physicians  desiring  a second  career 
3r  an  emergency  refresher  course  will 
be  offered  at  Temple  University  Plealth 
Sciences  Center  during  the  three  week 
period  from  April  30-May  17,  1973. 

The  curriculum  has  been  prepared 
by  a joint  committee  comprised  of  rep- 
resentatives of  the  seven  Pennsylvania 
medical  schools.  Harvard  University 
and  other  emergency  department 
procedure  experts. 

The  course,  cosponsored  by  the  of- 
fice of  continuing  medical  education  of 
Temple  University  and  the  Pennsyl- 
vania Medical  Society,  will  consist  of 
25  percent  didactic  and  75  percent 
practical  preceptorship  training.  The 
first  week  will  concentrate  on  life  sup- 
port, the  second  on  surgery  and  trauma 
and  the  third  on  medical  emergencies. 
Endotracheal  intubation,  wound  care 
and  defibrillation,  will  be  included. 

Total  credit  of  1 50  hours  in  Category 
I have  been  approved,  which  fulfills  the 
complete  requirement  for  the  AM  A 
Physician's  Recognition  Award  and  the 
PMS  membership  requirement  for 
1972-75. 

The  fee  is  $200  per  week.  Special  ar- 
rangements can  be  made  for  a physician 

VICP  to  survey 
iddiction  centers 

The  Medical  College  of  Pennsyl- 
vania (MCP)  has  been  awarded  a 
5200,000  grant  from  the  Pennsylvania 
Department  of  Public  Welfare  to  be 
jsed  by  the  college’s  new  section  on 
drug  and  alcohol  abuse  located  at  the 
Eastern  Pennsylvania  Psychiatric  Insti- 
:ute,  Philadelphia. 

The  unit  will  conduct  a survey  on  al- 
:oholism  treatment  facilities  in  Penn- 
sylvania. This  survey,  together  with  a 
survey  on  drug  abuse  treatment  by 
Governor  Milton  J.  Shapp's  Council  on 
Drug  and  Alcohol  Abuse,  will  form  the 
?ase  for  the  planning  of  future  clinics 
throughout  the  state  to  reduce  alcoholic 
and  drug  abuse. 

The  new  unit  is  part  of  MCP's 
department  of  psychiatry  headed  by 
Leo  Madow,  M.D.,  professor  and 
:hairman  of  the  department.  Frederick 
Glaser,  M.D.,  Bala  Cynwyd,  associate 
professor  of  psychiatry  at  MCP.  will 
direct  the  unit  and  its  research  team. 


to  complete  one  or  two  weeks  of  the 
course,  picking  up  the  third  week  at  a 
future  time.  Enrollment  is  limited  to  six 
to  eight  physicians. 

For  application  blanks,  contact 


A combined  French-American 
plastic  surgical  and  neurosurgical  team 
performed  corrective  surgery  for  mas- 
sive facial  anomalies  on  three  young- 
sters between  the  ages  of  three  and  six 
at  Children's  Hospital  in  Philadelphia 
recently. 

Dr.  Paul  Tessier,  Hospital  Foch. 
Paris,  headed  the  team.  He  is  credited 
with  having  perfected  the  procedure. 

About  eighteen  consultations  were 
required  to  evaluate  and  select  these 


A one-day  workshop  to  learn  the 
techniques  of  medical  writing  will  be 
presented  on  Saturday,  January  20  by 
the  Delaware  Valley  Chapter,  Ameri- 
can Medical  Writers  Association. 

Alan  Wachter,  AMWA  president, 
said  the  event  will  be  held  at  the 
Philadelphia  County  Medical  Society, 
2100  Spring  Garden  St.,  Philadelphia. 
Registration  will  begin  at  8 a.m.  The 
program,  which  will  feature  prominent 
physicians  and  medical  editors,  will 
start  at  9 a.m.  and  continue  through  5 
p.m.  Speakers  include  Jonathan  E. 
Rhoads,  M.D.,  professor  of  surgery. 
University  of  Pennsylvania,  and 


chairman  of  the  editorial  board  of 
Annals  of  Surgery;  and  William  Likoff, 
M.D.,  clinical  professor  of  cardiology, 
Hahnemann  Medical  College  and  Hos- 
pital and  co-author  of  “Your  Heart,”  a 
book  on  heart  problems. 

The  workshop  is  open  to  interns, 
residents,  medical  students,  physicians, 
health  care  public  relations  personnel 
and  aspiring  medical  writers.  Appli- 
cants may  register  by  sending  their 
names,  addresses  and  $25  for  registra- 
tion to  the  Public  Relations  Depart- 
ment, Children's  Hospital  of  Philadel- 
phia, 1740  Bainbridge  St.,  Philadel- 
phia 19146. 
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Health  Department  lists  reportable  diseases 


The  Division  of  Communicable 
Diseases  of  the  Pennsylvania  Depart- 
ment of  Health  has  released  its  revised 
listing  of  reportable  diseases  and  condi- 
tions, William  D.  Schrack,  Jr.,  M.D., 
director  of  the  Division  of  Communica- 
ble Diseases,  has  announced. 

Circulation  of  25,000  cards  con- 


taining the  revised  listing  to  physicians 
throughout  the  state  has  been 
completed  by  the  division.  Dr.  Schrack 
said  it  is  the  hope  of  the  Department  of 
Health  that  more  complete  and  accu- 
rate reporting  of  the  diseases  and  condi- 


tions listed  will  result  from  the  effort  to 
make  the  list  readily  available  to 
physicians  and  other  health  personnel. 
The  list  is  reproduced  on  the  facing 
page  (page  17)  of  this  issue  of  Penn- 


sylvania Medicine. 


Medical  record 
course  listed 

A workshop  on  the  Problem 
Oriented  Medical  Record,  sponsored 
by  the  University  of  Maryland  School 
of  Medicine,  will  be  held  at  the  Bal- 
timore Veterans  Administration  Hospi- 
tal March  1-3,  1973. 

Category  I credit  for  15  hours  has 
been  approved  by  the  American  Acade- 
my of  Family  Practice,  the  AMA 
Physician’s  Recognition  Award  and  the 
PMS  membership  requirement. 

For  further  information  contact: 
University  of  Maryland  School  of  Med- 
icine, Committee  on  Continuing  Medi- 
cal Education,  Baltimore,  Maryland 
21201.  Telephone:  (301 ) 528-7346. 

ABFP  announces  exam 

The  American  Board  of  Family 
Practice  has  announced  that  its  next 
two-day  written  certification  examina- 
tion will  be  held  on  October  20-21, 
1973,  in  various  centers  throughout 
the  country. 

A physician  desiring  to  take  the  ex- 
amination should  file  a completed 
application  by  August  I,  1973. 

Information  regarding  the  examina- 
tion may  be  obtained  by  contacting: 
Nicholas  J.  Pisacano,  M.D..  secretary, 
American  Board  of  Family  Practice, 
Inc.,  University  of  Kentucky  Medical 
Center,  Annex  No.  2,  Room  229,  Lex- 
ington, Kentucky  40506. 


The  Pennsylvania  Department  of 
Health  has  released  findings  of  a recent 
report  by  George  K.  Tokuhata.  Ph.D.. 
director  of  the  division  of  research  and 
biostatistics,  in  which  he  concludes  that 
lung  cancer  tends  to  run  in  families 
regardless  of  whether  the  individuals 
are  smokers  or  nonsmokers. 

The  study  included  270  lung  cancer 
patients  together  with  2.1  10  blood  rela- 
tives of  these  patients  in  comparison 
with  270  controls  along  with  1.995  of 
their  blood  relatives. 

He  hypothesized  that  if  a biological 
predisposition  to  develop  lung  cancer 
and  the  smoking  habit  are  inherited, 
different  but  possibly  related  genetic 
mechanisms  may  be  involved.  The 
theory  could  help  explain  why  many 
smokers  do  not  develop  lung  cancer, 
while  many  nonsmokers  do. 

Other  conclusions  follow: 

• The  smoking  hahit  tends  to  run  in 
families,  regardless  of  the  familial  in- 
cidence of  lung  cancer. 


• Those  with  a family  history  oil 
lung  cancer  who  also  smoke  have  a| 
fourteen  times  greater  risk  ot  dying! 
from  lung  cancer  than  those  without  I 
the  family  history  or  smoking  hahit.  1 

• Those  without  the  family  historyfl 
who  smoke  have  a five-fold  risk  j| 


whereas  those  with  the  family  histon 
who  do  not  smoke  have  a four-foil 
risk,  when  compared  with  those  who  di 
not  have  either  of  the  two  factors. 

Dr.  Tokuhata  cautioned  that  hi: 
findings  cannot  be  considered  fina 
proof  of  a genetic  factor  in  lung  cancel 
and  the  smoking  habit,  as  both  experi 
mental  and  clinical  observations  wouk 
be  required  to  support  the  statist ica 
evidence. 

Our  study  has  indicated  that  th 
importance  of  inherent  biologica 
predisposition  to  lung  cancer  is  nearl 
equal  to  that  of  smoking,”  he  said. 

The  complete  report  will  b 
published  in  a forthcoming  book 
Cancer  Genetics. 


N.J.  invites  exhibits 

The  Medical  Society  of  New  Jersey 
will  hold  its  annual  meeting  May  12-15, 
1973  at  Haddon  Hall,  Atlantic  City. 

Pennsylvania  Medical  Society 
members  are  invited  to  submit  applica- 
tions for  space  in  the  scientific  exhibits. 
Application  forms  may  be  obtained  by 
writing  to  the  Executive  Office,  Medi- 
cal Society  of  New  Jersey,  3 1 5 W.  State 
Street.  Trenton.  N.J.  Applications  must 
be  submitted  by  January  I,  1973. 


LAIRD  G.  JACKSON,  M.D.,  of  Thomas  Jefferson  University  takes  a blood  sample 
from  Mrs.  Norma  Schechtman  of  Langhorne  as  her  husband,  Stanley,  watches. 
They  were  among  the  2,400  young  Jewish  adults  at  Philadelphia's  Beth  Emeth 
Synagogue  recently  screened  by  a Jefferson  volunteer  team  to  detect  carriers  of 
fatal  Tay-Sachs  disease.  Dr.  Jackson,  head  of  the  genetic  counseling  unit  at  Jef- 
ferson, estimates  that  there  are  about  11,000  unsuspecting  carriers  in  the  Jef- 
ferson testing  area  including  the  Delaware  Valley,  South  Jersey  and  the  Lehigh 
Valley  areas.  Further  test  dates  will  be  announced  in  the  spring. 
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COMMONWEALTH  OF  PENNSYLVANIA 
DEPARTMENT  OF  HEALTH 
COMMUNICABLE  DISEASE  CONTROL 


REPORTABLE  DISEASES 


The  Advisory  Health  Board  declares  the  following  communicable  diseases,  unusual  outbreaks  of  illness,  non-com- 
municable diseases  and  conditions  to  be  reportable.  (1) 


Actinomycosis 

Amebiasis  (Amebic  Dysentery) 

* Anthrax 
Brucellosis 
Chancroid 
Chickenpox  - 

only  if  occurring  in  persons 
15  years  of  age  and  older 

* Cholera 

* Diarrhea  of  the  Newborn 

* Diphtheria,  Cases  and  Carriers 
Encephalitis 

a.  Primary 

(1)  Arthropod-Borne  Viral 

(2)  Other  Infections  - identified  by 
name  of  etiologic  agent 

b.  Secondary,  as  a complication  of 
other  infections 

* Food  Poisoning 

* a.  Salmonellosis 

* b.  Staphylococcal  Intoxication 

* c.  Clostridium  Perfringens 

* d.  Botulism 

German  Measles  (Rubella) 

Gonococcal  Infection 

a.  Gonococcal  Urethritis  (Gonorrhea) 

b.  Gonococcal  Vulvovaginitis  of  Children 

c.  Ophthalmia  Neonatorum,  Gonococcal 

d.  Gonococcal  conjunctivitis 
Granuloma  Inguinale 
Hepatitis,  Viral 

a.  Infectious  (Acute  Catarrhal  Jaundice) 

b.  Serum  (Homologous  Serum  Jaundice) 
Histoplasmosis 

Lead  Poisoning,  Childhood 

a.  Cases  - blood  lead  level  of  80  micro- 
grams%  or  higher 

b.  Suspected  - blood  lead  level  of  40 
micrograms%  to  79  micrograms% 

Leptospirosis  (Weil's  Disease) 
Lymphocytic  Choriomeningitis 
Lymphogranuloma  Venereum 


Malaria 

Measles  (Rubeola) 

Meningococcal  Infection 
A.  Meningitis 
b.  Meningococcemia 
Mononucleosis,  Infectious 
Mumps 

Ophthalmia  Neonatorum,  Gonococcal 
Pertussis  (Whooping  Cough) 

* Plague 
Poliomyelitis 

a.  Paralytic 

b.  Non-Paralytic 

* Psittacosis 
“Q”  Fever 

* Rabies 

* Relapsing  Fever,  Louse-Borne 
Rickettsialpox 

Rocky  Mountain  Spotted  Fever 
Rubella  (German  Measles) 

Rubeola  (Measles) 

Salmonellosis,  Cases,  Carriers  or 
Asymptomatic  Infections 
Shigellosis  (Bacillary  Dysentery) 

* Smallpox 

Streptococcal  Disease,  Hemolytic 

a.  Streptococcal  Sore  Throat  with  Rash 

b.  Streptococcal  Sore  Throat  without  Rash 

c.  Puerperal  Infections 

d.  Erysipelas 
Syphilis,  All  Stages 
Tetanus 
Toxoplasmosis 
Trachoma 
Trichinosis 

Tuberculosis,  All  Forms 
Tularemia 

Typhoid  Fever,  Cases,  Carriers  or 
Asymptomatic  Infections 
Typhus  Fever,  Endemic,  Flea-Borne 
"Typus  Fever,  Epidemic,  Louse-Borne 

* Yellow  Fever 


* For  these  diseases,  telephone  your  report  to  the  local  health  authority  immediately. 


UNUSUAL  OR  ILL-DEFINED  DISEASES,  ILLNESSES  OR  OUTBREAKS  — The  occurrence  of  any  unusual  disease  or  group 
expression  of  illness  which  may  be  of  public  concern  whether  or  not  it  is  known  to  be  of  a communicable  nature  should  be 
reported  to  the  local  health  officer  of  the  municipality  in  which  it  occurs;  in  areas  which  have  no  local  health  officer,  reports 
should  be  made  to  the  representative  of  the  Secretary  of  Health  (Regional  Medical  Director).  Included  among  such  diseases 
or  illnesses  are:  fevers  of  unknown  origin,  unusual  incidence  of  respiratory  illness  such  as  pneumonia  or  influenza  and  the  in- 
fections due  to  adenoviruses,  Coxsackie  viruses  and  ECHO  viruses;  epidemic  gastroenteritis  (non-bacterial),  epidemic  kera- 
toconjunctivitis, and  pleurodynia.  Individual  cases  of  diseases  of  public  concern  are:  aseptic  meningitis,  cat  scratch  fever, 
complications  of  smallpox  vaccination,  cryptococcosis,  herpangina,  listeriosis  and  varicella  penumonia. 

ANIMAL  BITE  OR  OTHER  TRAUMA  — Any  bite  or  injury  resulting  in  laceration  or  puncture  of  the  skin  and  inflicted  by  an 
animal  susceptible  to  rabies  shall  be  reported  to  the  local  health  authority. 

(1)  Rules  and  Regulations,  Commonwealth  of  Pennsylvania,  Department  of  Health,  Chapter  3,  Article  355,  Regulations  for 
Communicable  and  Non-communicable  Diseases,  Section  2,  Reportable  Diseases,  Paragraphs  A,  B and  C. 

See  also  Section  3,  Paragraphs  A,  B,  C and  D. 
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To  practice  good  medicine 

These  facts  important  too 

LEIF  C.  BECK,  LL.B. 

Mr.  Beck  is  President  of  Management  Consulting  for 
Professionals.  Inc.  of  Bala  Cynwyd. 


While  the  practice  of  medicine  is  ob- 
viously a profession  providing  the 
greatest  of  service  to  people,  it  is  also  a 
business.  Each  physician  looks  to  his 
work  as  a means  of  supporting  himself 
and  his  family,  whether  his  work  direct- 
ly produces  fees  for  his  services  or  a sal- 
ary. In  either  case,  he  and/or  his  em- 
ployer must  be  concerned  with  the  fi- 
nances of  the  practice  providing  his 
support.  Even  non-profit  providers  of 
medical  care  are  subject  to  this  stress  on 
economics,  for  these  providers  must 
stay  solvent,  report  to  supervisory  and 
governmental  boards  and  the  like. 

Despite  the  obvious  financial  aspects 
of  medicine,  many  privately  practicing 
doctors  give  little  or  no  interest  to  even 
the  most  basic  accounting  information 
about  their  practices.  Were  it  not  for 
the  need  to  file  annual  income  tax  re- 
turns, I suspect  some  doctors  would 
maintain  no  financial  records  at  all. 
Perhaps  the  reason  for  this  lack  of  at- 
tention is  that  medicine  is  a high-in- 
come profession,  from  which  earning  a 
disproportionately  comfortable  living 
is  routine.  Under  such  circumstances, 
perhaps,  some  physicians  feel  no  need 
to  pay  attention  to  the  economics  of 
their  work. 

The  goal  of  every  doctor's  practice 
should,  however,  be  to  provide  the  best 
possible  medical  care  as  efficiently  and 
profitably  as  his  circumstances  permit. 
Even  though  maximum  financial  gain 
is  not  his  prime  motivating  factor,  his 
practice  should  not  be  inefficient.  Fur- 
thermore, since  physicians  cannot  be 
certain  the  same  income  levels  will  con- 
tinue indefinitely,  they  should  be  con- 
cerned that  the  returns  of  their  efforts 
are  satisfactory. 

These  financial  considerations  make 
it  important  that  each  practicing 
physician  have  timely  and  accurate  in- 
formation on  his  practice.  The  informa- 
tion should  be  as  concise  as  possible  so 
he  will  in  fact  be  able  to  consider  it 


within  the  limited  time  he  can  devote  to 
management.  Vet  it  should  contain  a 
variety  of  items  that  will  help  him  make 
his  decisions. 

Because  of  these  requirements,  so 
often  disregarded,  this  article  will 
review  what  accounting  information  a 
well  managed  medical  practice  should 
have  readily  available. 

How  Often? 

I believe  the  average  practice  should 
produce  a financial  statement  each 
month.  The  statement  need  not  be 
elaborate,  and  it  might  simply  be 
prepared  by  one  of  the  aides  who  is 
responsible  for  the  bookkeeping  duties. 
Monthly  information  is  timely  enough 
to  catch  and  correct  any  troublesome 
trends  that  may  be  developing,  yet  a 
concise  statement  should  enable  the 
doctor  or  doctors  to  spend  only  a few 
minutes  and  grasp  the  developments. 

Most  commercial  businesses  with 
gross  income  equal  to  that  of  an 
average  medical  practice  produce  and 
review  financial  statements  at  least 
monthly.  There  is  as  much  reason  for 
doctors  to  do  the  same,  so  long  as  the 
review  is  made  simple  and  under- 
standable enough  to  assure  attention. 
For  these  reasons,  my  own  system  of 
reporting  monthly  to  clients  appears 
on  a single  sheet  with  the  primary 
points  of  importance  highlighted  for 


the  doctor-reader’s  attention.  On< 
form  of  my  "Monthly  Financial  State 
ment,”  most  appropriate  for  a two  o 
three  man  partnership,  appears  wit! 
this  article  as  an  example  of  thi 
approach. 

Patient  Charges 

I believe  every  medical  practice1 
bookkeeping  system  should  record  the 
dollar  value  of  work  actually  per 
formed  (charges),  whether  or  not  tha 
work  has  yet  been  paid  for.  Thi  ! 
record  of  patient  charges  helps  shov 
the  doctor  the  level  of  his  activity  ir 
the  just  completed  month  and  help: 
him  predict  what  income  he  will  actu 
ally  receive  in  succeeding  months. 

The  record  also  makes  it  extremeh 
simple  to  calculate  the  practice’: 
"collection  ratio,”  which  is  simply  th< 
percentage  of  cash  received  divided  b\ 
patient  charges  (work  performed)  foi 
the  year.  If  that  ratio  should  be  les: 
than,  perhaps,  92-94  percent  or  if  i 
should  begin  to  decline  over  several 
months  in  a row,  then  immediate  at! 
tention  should  be  given  to  determine 
the  cause  of  the  collection  problem. 

Recording  of  patient  charges  alsc 
enables  continuing  calculation  of  the 
practice’s  outstanding  accounts  receiv 
able.  If  all  open  patient  accounts  art 
tabulated  just  once  (perhaps  at  the  firs 
of  a year),  then  by  simple  logic  the1 
proper  total  any  time  thereafter  is  tha  I 
original  figure  plus  all  charges  anc 
minus  all  receipts  and  write-offs) 
Reasonably  exact  knowledge  of  th»| 
outstanding  receivables  is  valuable! 
both  as  another  indicator  of  collectior 
success  (or  failure)  and  as  informatior 
which  can  be  useful  for  financial  anc 
estate  planning,  preparing  loan  appli 
cations,  negotiating  with  a nevl 
employee-  doctor,  etc. 

If  two  or  more  doctors  are  pracl 


The  State  Society  has  available  to  inter- 
ested members  copies  of  a new  booklet, 
“Practitioners  Informational  Outline  of  the 
Controlled  Substances  Act  of  1970,” 
published  by  the  Bureau  of  Narcotics  and 
Dangerous  Drugs. 

To  receive  a copy  of  the  manual,  write 
to  Raymond  C.  Grandon,  M.D.,  Secretary, 
Pennsylvania  Medical  Society,  20  Erford 
Rd.,  Lemoyne,  Pa.  17043. 
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icing  together,  whether  as  a part- 
lership  or  a corporation,  I urge  that 
heir  bookkeeping  system  indicate  the 
imount  of  patient  charges  generated 
>y  each  doctor.  This  is  so  even  if  the 
ioctors  divide  their  practice  income 
vithout  reference  to  production.  ! 
relieve  the  partners  should  know  their 
dative  performances,  for  this  tends  to 
lead  off  developing  differences  which 
ire  more  often  based  on  supposition 
han  on  fact.  If  one  partner  is  consist- 
:ntly  putting  less  on  the  partnership 
looks,  then  he  and  his  partners  should 
,‘ither  openly  recognize  that  he  con- 
ributes  more  to  the  overall  practice  in 
ither  ways  or  else  they  should  proba- 
ily  change  their  income  division 
'ormula.  Such  a problem  generally  sur- 
aces  sooner  or  later  anyway,  so  the 
larties  are  best  served  to  have  the  facts 
ivailable  to  deal  with  it  promptly  and 
ipenly. 

Charges  may  also  be  broken  down 
nto  any  other  categories  which  might 
irovide  useful  information.  For  in- 
tance,  it  might  compare  the  dollar 
/alue  of  work  performed  in  the  office 
is  opposed  to  work  in  the  hospital,  or 
n each  of  several  hospitals.  Or  it 
night  break  down  between  various 
ypes  of  services,  for  instance  to  show 
ncome  generated  by  EKG’s,  by  injec- 
ions,  by  deliveries,  etc.  A simple  in- 
struction to  the  bookkeeper,  with  an 
:xtra  column  or  two  in  the  day  sheet, 
;hould  suffice  to  enable  this  develop- 
nent  of  any  such  information  the 
ioctor  thinks  may  be  useful. 


MONTHLY  FINANCIAL  STATEMENT 

OF:  

Month  Ending ,19 


Fees  Charged  to 
Patients 

Month 

Year  To 
Date 

Dr. 

Dr. 

Dr. 

Aides: 

Total 

Receipts  from  Practice: 

By  Mail 

In  Office 

Total 

Practice  Expenses: 

Drugs  & Profl.  Supplies 

Lab  Fees 

Payroll  (net) 

Payroll  taxes 

Rent  & Occupancy  Costs 

Telephone 

Office  Expenses 

Profl.  Insurance 

Dues  & Meetings 

Profl.  Education 

Profl.  Relations  (ent) 

Profl.  Services 

Patient  Refunds 

Charitable  Contributions 

Total 

Net  Profit  from  Practice 

Withdrawals: 

Dr. 

Dr. 

Dr. 

Debt  Services  Payments 

Total  Withdrawn 

MCP,  INC.  Form  24 

Receipts 

Any  financial  statement  must  ob- 
/iously  state  what  income  has  been 
eceived  by  the  practice,  but  1 believe 
hat  figure  should  be  broken  down  into 
wo  components.  It  should  show  how 
nuch  of  the  income  was  received  at 
he  source  and  how  much  by  mail. 

Income  collected  at  the  source  is 
hat  which  a patient  has  paid  to  the  of- 
ice  in  person  when  the  service  was 
lerformed — often  referred  to  as  paid 
'over  the  counter.”  A high  volume 
iractice,  especially  any  primary  care 
iractice,  should  show  a fairly  high  per- 
rentage  of  collections  in  this  manner. 
Collection  at  the  source  reduces  dra- 
natically  the  cost  of  sending  so  many 
lills  for  small  amounts,  while  it  has  an 
Dbvious  100  percent  collection  success. 
Mthough  some  doctors  seem  to  think 


MANAGEMENT  DATA 

Accounts  Receivable 

Opening  $ 

Increase  (or) 

decrease)  

Write-offs  

Closing  $ 

Collection  Ratio — Year  To 

Date  % 

Expense  Ratio: 

This  Month  % 

YearToDate  % 

(Ex  depreciation  & interest) 
SPECIAL  OBSERVATIONS: 

it  is  unprofessional  to  insist  on  imme- 
diate cash  payment,  the  request  can 
easily  be  made  by  the  receptionist  in  a 
manner  that  is  reasonably  successful 
and  still  dignified. 

1 urge  my  primary  care  medical 
clients  to  strive  for  collection  of  50  per- 


cent of  their  total  receipts  at  the  source. 
Having  the  breakdown  on  the  receipts 
enables  us  to  assess  quickly  each 
month's  success  in  seeking  that  goal, 
and  a decrease  in  the  ratio  will  often 
call  for  a reminder  to  the  receptionist. 
Such  surveillance,  coupled  with  initial 
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training  of  the  staff,  is  the  prime 
method  of  maintaining  a successful 
collection  experience. 

Just  as  with  patient  charges,  receipts 
can  also  be  broken  down  in  any  other 
manners  the  doctor(s)  think  will  be 
useful.  Some  joint  practices  allocate 
receipts  according  to  the  doctor  whose 
work  generated  them,  although  I do  not 
think  this  should  be  useful  information 
to  a well-run  practice.  Others  separate 
collections  from  third  party  insurers  or 
other  sources  where  they  think  the  in- 
formation will  help  them  make 
decisions.  So  long  as  the  information 
produced  will  in  fact  be  useful  to  the 
doctor(s)  and  will  be  considered,  any 
such  breakdowns  are  certainly  worth 
the  extra  effort. 

Expenses 

A statement  should  also  break  down 
all  expenses  into  a number  of  catego- 
ries. While  some  accountants  prefer  to 
create  a large  number  of  expense  cate- 
gories, 1 feel  that  a limited  number  of 
perhaps  twelve  to  fifteen  basic  items  is 
sufficient.  The  categories  I have  gener- 
ally found  useful  are: 

Drugs  and  Medical  Supplies 

Laboratory  Fees 

Payroll 

Payroll  Taxes 

Rent  or  Occupancy  Costs 

Telephone 

Office  Expenses 

Professional  Insurance 

Dues,  Meetings,  Subscriptions 

Professional  Education 

Professional  Relations  (entertainment, 

etc.) 

Professional  Services  (accounting, 
legal,  etc.) 

Auto  Expense 

Medical  Assistance  (coverage,  etc.) 

Each  practice  may,  of  course,  have 
several  other  categories,  such  as  Keogh 
Plan  contributions,  fringe  benefits  for 
personnel,  charitable  contributions, 
etc. 

If  the  practice  is  a professional  cor- 
poration, then  several  extra  categories 
should  be  added  for  sensible  interpre- 
tation of  the  statement.  First,  a sepa- 
rate column  should  be  devoted  to  the 
physicians’  salaries,  rather  than  merely 
lumping  them  into  "Payroll.’’  Second, 
a separate  column  or  columns  should 
be  maintained  for  each  corporate  pen- 
sion and/or  profit  sharing  plan  and  for 
other  fringe  benefits  provided  by  the 
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corporate  form  (health  and  disability 
insurance,  group  term  life  insurance, 
medical  expense  reimbursements). 
While  all  of  the  physicians'  salaries,  re- 
tirement plan  and  fringe  benefit 
payments  are  valid  corporate  expenses, 
the  segregation  of  these  items  permits 
a reader  to  more  easily  consider  the 
practice's  profitability  before  pay- 
ments for  the  doctors'  benefit.  Thus,  a 
corporate  statement  can  be  more  com- 
parable to  a normal  unincorporated 
practice's  statement — showing  how 
much  the  practice  is  producing  for  the 
physician-owner  or  owners. 

Net  Income 

The  excess  of  receipts  over  expenses 
is,  of  course,  the  practice's  net  income 
for  the  period.  This  result  (and  all  the 
items  described  above)  should  be 
shown  both  for  the  single  month  in 
question  and  the  entire  year-to-date 
(the  portion  of  the  year  ending  with 
the  month  of  the  report).  The  year-to- 
date  profit  figure  is  especially  useful  in 
determining  the  progress  towards  any 
pre-established  practice  financial  goal 
and  also  in  income  tax  planning. 

It  should  be  noted  that  the  monthly 
statement  figure  may  not  exactly  equal 
the  final  tax  return  profit  figure.  A 
simple  monthly  statement  will  not,  for 
example,  reflect  depreciation  of  equip- 
ment or  expense  items  paid  from  a 
doctor’s  personal  checking  account. 
This  difference  should  not  be  impor- 
tant, however,  so  long  as  the  reader  is 
aware  of  the  fact. 

Management  Data 

Certain  special  mathematical  infor- 
mation might  be  produced  directly  on 
the  monthly  statement  for  information 
and  quick  analysis  by  the  doctor(s). 
First,  accounts  receivable  could  be 
constantly  updated  by  the  method 
previously  described  so  that  the 
month-end  total  of  outstanding  receiv- 
ables appears  right  on  the  form.  Sec- 
ond, the  collection  ratio  for  the  year- 
to-date  could  be  calculated  (dividing 
receipts  by  charges)  and  put  right  onto 
the  form.  These  two  items  reflect  my 
continuing  concern  over  a practice’s 
collection  of  moneys  legitimately  due 
for  services. 

The  statement  could  also  show  an 
"expense  ratio”  for  both  the  single 
month  and  the  year-to-date.  This  is 
simply  the  ratio  of  expenses  to 


receipts.  Various  advisors  may  have 
basic  rules  of  thumb  as  to  acceptable 
overhead  levels,  and  thus  the  informa 
tion  attracts  attention  to  the  practice: 
efficiency.  If  the  practice  is  incorpo 
rated,  I suggest  deleting  the  physician 
owners’  salaries  and  benefits  before 
making  the  calculation  in  order  tc 
present  a meaningful  expense  ratio. 


Special  Observations 


I believe  the  preparer  of  the 
monthly  statement  and/or  the  manag 
ing  partners  should  have  an  opportuni- 
ty to  make  several  comments  directh 
on  the  form.  These  should  be  observa 
tions,  warnings  or  special  interpreta 
tions  which  the  preparer  wants  each 
doctor-reader  to  notice.  I have,  for  in 
stance,  found  that  such  "special  obser 
vations”  often  focus  my  clients'  atten 
tion  on  my  own  conclusions  and  sug 
gestions  in  the  quickest  and  mos 
graphic  manner.  It  also  helps  make  t hi 
entire  financial  statement  more  likeh 
to  be  read  by  a busy  physician,  sino 
the  observations  tend  to  personalize  ai 
otherwise  cold  page  of  numbers. 

I hope  these  ideas  and  the  example 
will  be  helpful  in  showing  how  impor 
tant  information  can  be  gathered  for  ; 
doctor's  attention.  The  prime  purpose 
of  course,  is  to  accomplish  the  dua 
goals  of  providing  enough  current  ac^. 
counting  results  to  permit  decisions 
about  the  practice  while  recognizin^ 
the  limited  time  for  review  of  such  in- 
formation. Finances  are  unfortunatelll 
important  enough  to  medical  practic*- 
to  deserve  at  least  this  emphasis. 


NOW  LEASING 


Harrisburg  Area 


New  five  story 
Medical  Arts  Building 


at  21st  and  Poplar  Church  Road 
Camp  Hill,  Pa. 

Next  to  Holy  Spirit  Hospital. 
Occupancy  January  1973 


Rental  includes  carpeting,  drapes,  all 
utilities  except  telephone.  Plenty  of 
free  parking  on  paved,  lighted  lot, 
good  security.  Excellent  central  loca- 
tion for  you  and  your  patients. 


i 


Call:  William  E.  Ditzler 
(717)  761-4412 


or  Michael  T.  Morris 
(717)  534-2400 
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hSOMLAN 

OCSUPHNE  HCI) 

b compatible  vasodilator 


• no  interference  with  diabetic  control . . . does  not  alter 
carbohydrate  metabolism.1 

• conflicts  have  not  been  reported  with  diuretics, 
corticosteroids,  antihypertensives  or  miotics. 

There  are  no  known  contraindications  in  recommended 
oral  doses  other  than  it  should  not  be  given  in  the  presence 
of  frank  arterial  bleeding  or  immediately  postpartum. 


HCATIONS:  Based  on  a review  of  this  drug  by  the  National 
demy  of  Sciences-National  Research  Council  and/or  other 
■rmation,  the  FDA  has  classified  the  indications  as  follows: 
sibly  Effective: 

:or  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency, 
n peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
hromboangiitis  obliterans  (Buerger’s  disease)  and  Raynaud’s  disease, 
rhreatened  abortion. 

al  classification  of  the  less-than-effective  indications  requires  further 
:stigation. 


OSITION:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 

MEAD  JOHNSON  & COMPANY  . EVANSVILLE,  INDIANA  47721  U.S.A.  10372 


DOSAGE  AND  ADMINISTRATION:  10  to  20  mg.  three  or  four  times  daily. 

CONTRAINDICATIONS  AND  CAUTIONS:  There  are  no  known 
contraindications  to  oral  use  when  administered  in  recommended  doses. 
Should  not  be  given  immediately  postpartum  or  in  the  presence  of  arterial 
bleeding. 

ADVERSE  REACTIONS:  On  rare  occasions,  oral  administration  of  the  drug 
has  been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects  such 
as  transient  palpitation  or  dizziness  are  usually  controlled  by  reducing  the  dose. 


SUPPLIED: 

Tablets,  10  mg. — bottles  of  100,  1000,  5000  and  Unit  Dose 
20  mg. — bottles  of  100,  500  and  Unit  Dose 

REFERENCE:  1.  Samuels,  S.  S.,  and  Shaftel,  H.  E.: 

J.  Indiana  Med.  Ass.  54:1021-1023  (July)  1961. 
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t4  is  the 

PREDICTABLE 
HORMONE  BECAUSE 
IT  LOVES  PROTEIN. 


ALL  THYROID- 
FUNCTION  TESTS  ARE 
USEFUL  IN 
MONITORING 
SYNTHROID  THERAPY 


TWO  GOOD  REASONS 
WHY  THE  ROAD  TO 
NORMALIZED 
THYROID  STATUS  IS 
SO  SMOOTH  FOR  THE 
SYNTHROID  PATIENT. 


SYNTHROID®  (sodium 
levothyroxine)  is  pure  synthetic  T4, 
the  major  circulating  thyroid 
hormone.  It  is  reliable  to  use 
because  of  its  affinity  for  protein- 
binding sites  in  the  blood.  T3  is 
more  fickle.  Sometimes  it  binds. 
Sometimes  it  doesn’t.  T4  more 
predictably  binds  to  protein. 


No  calculations  are  needed,  test 
interpretation  is  simple. 

Any  of  the  commonly  used  T4 
thyroid  function  tests  (P.B.I.,  T4  By 
Column,  Murphy-Pattee,  Free 
Thyroxine)  are  useful  in  monitoring 
patients  on  T4  because  they  all 
measure  T4.  Patients  on 
SYNTHROID  are  thereby  easy  to 
monitor  because  their  results  will 
fall  within  predictable,  elevated 
test  ranges.  Of  course,  clinical 
assessment  is  the  best  criterion  of 
the  thyroid  status  of  the  drug- 
treated  patient. 


(1)  The  onset  of  action  of  T4  is 
gradual.  It  has  a long  in  vivo 
“half-life”  of  over  six  days. 
(Occasional  missed  doses  or 
accidental  double-doses  are  of  les 
concern  because  of  this  factor)1; 

(2)  since  SYNTHROID  contains  onl 
T4,  the  potential  for  metabolic 
surges  traceable  to  more  potent 
iodides  (T3)  is  eliminated. 


AS  WITH  ANY 
THYROID 
PREPARATION, 
CAUTIOUS 

OBSERVATION  OF  THE 
PATIENT  DURING  THE 
BEGINNING  OF 
THERAPY  WILL  ALERT 
THE  PHYSICIAN  TO 
ANY  UNTOWARD 
EFFECTS. 

Side  effects,  when  they  do  occur 
are  related  to  excessive  dosage. 
Caution  should  be  exercised  in 
administering  the  drug  to  patient? 
with  cardiovascular  disease.  Rea 
the  accompanying  prescribing 
information  for  additional  data  o 
write  Flint  Laboratories. 


TEST 

HYPOTHYROID 

SYNTHROID 

THERAPEUTIC 

NORMAL 

P.B.I. 

Less  than  4 meg  % 

6-10  meg  % 

T4  By  Column 

Less  than  3 meg  % 

7-9  meg  % 

Ta  (Resin) 

Less  than  25% 

27-35% 

Ts  (Red  Cell) 

Less  than  11% 

11.5-18% 

Free  Thyroxine 

Less  than  0.7 
nanograms  % 

0.7-2.5 

' nanograms  % 

Murphy-Pattee 

Less  than  2.9 
meg  % 

4-1 1 meg  % 

Gtipose 


tt\e  Smooth 


...to  tfiyroid  replacement  ttferapy 


TOLL 

AHEAD 


LTIENTS  CAN  BE 
JCCESSFULLY 
AINTAINED  ON  A 
*UG  CONTAINING 
IYROXINE  ALONE. 

I roxine  (T4)  is,  as  you  know, 
i major  circulating  hormone 
'duced  by  the  thyroid  gland. 
,salso  produced,  in  smaller 
■)unts,  and  is  active  at  the 
iular  level.  For  years  it  has  been 
orking  hypothesis  among 
ocrinologists  that  T4  is 
: verted  by  the  body  to  T3.  In 
iO  this  process,  called 
:iodination,”  was  demonstrated 
liraverman,  Ingbar,  and  Sterling2. 
,loes  convert  to  T3,  though  the 
i;ise  quantities  are  still  being 
died. 

he  conversion  has  been 
iically  demonstrated  during  the 
ministration  of  T4  to  athyrotic 
ients.  Their  thyroid  status  is 
nalized  on  SYNTHROID  alone, 
ithe  presence  of  T3  in  these 
ents  has  been  clearly  shown. 


WHY  DOES  SYNTHROID 
COST  LESS  THAN 
SYNTHETIC  DRUGS 
CONTAINING  T3  ? 


Very  simple.  T3  costs  more  to  make 
synthetically  than  does  T4.  So  it  is 
economically  necessary  for  a 
synthetic  thyroid  medication 
containing  T3  to  cost  more  than 
one  containing  T4  alone.  Synthetic 
combinations  cost  patients  nearly 
50%  more  than  SYNTHROID3 
because  the  T3  costs  more  to  start 
with;  also  there  is  the  additional 
expense  of  formulating  a tablet 
containing  two  active  ingredients. 


1.  Latiolais,  C.  J.,  and  Berry,  C.  C.:  Misuse  of 
Prescription  Medications  by  Outpatients, 

Drug  Intelligence  & Clin.  Pharm.  3:270-7,’ 1969. 

2.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and 
Sterling,  K.:  Conversion  of  Thyroxine  (T4)  to 
Triiodothyronine  (T3)  in  Athyreotic  Human 
Subjects,  J.  Clin.  Invest.  49:855-64,  1970. 

3.  American  Druggist  BLUEBOOK,  March,  1971. 
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IE  FACTS  ARE 
-EAR  AND  HERE 
OUR  OFFER. 

iTS: 

thetic  thyroid  drugs  are  an 
rovement  over  animal  gland 
ducts.  Patients,  even  athyrotic 
s,  can  be  completely 
ntained  on  SYNTHROID  (T4) 
ie.  Thyroid  function  tests  are 
y to  interpret  since  they  are 
jictably  elevated  when  the 
ent  adheres  to  SYNTHROID. 
lil  synthetic  thyroid  drugs, 
JTHROID  is  the  most 
nomical  to  the  patient. 


1 

OFFER: 

Free  TAB-MINDER  medication 
dispensers  to  start  or  convert  all 
your  hypothyroid  patients  to 
SYNTHROID.  Free  information  to 
physicians  on  role  of  thyroid 
function  tests  in  a new  booklet 
titled:  “Guideposts  to  Thyroid 
Therapy.”  Ask  us. 


Name 


Address 


City  State  Zip 

i ! 


Indications:  SYNTHROID  (sodium  levothyroxine)  is  spe- 
cific replacement  therapy  for  diminished  or  absent 
thyroid  function  resulting  from  primary  or  secondary 
atrophy  of  the  gland,  congenital  defect,  surgery,  ex- 
cessive radiation,  or  antithyroid  drugs.  Indications  for 
SYNTHROID  (sodium  levothyr  -xine)  Tablets  include 
myxedema,  hypothyroidism  without  myxedema,  hypo- 
thyroidism in  pregnancy,  pediatric  and  geriatric  hypo- 
thyroidism, hypopituitary  hypothyroidism,  simple 
(nontoxic)  goiter,  and  reproductive  disorders  asso- 
ciated with  hypothyroidism.  SYNTHROID  (sodium  levo- 
thyroxine) for  Injection  is  indicated  for  intravenous 
use  in  myxedematous  coma  and  other  thyroid  dysfunc- 
tions where  rapid  replacement  of  the  hormone  is  re- 
quired.The  injection  is  also  indicated  for  intramuscular 
use  in  cases  where  the  oral  route  is  suspect  or  con- 
traindicated due  to  existing  conditions  or  to  absorp- 
tion defects,  and  when  a rapid  onset  of  effect  is  not 
desired. 

Precautions:  As  with  other  thyroid  preparations,  an 
overdosage  may  cause  diarrhea  or  cramps,  nervous- 
ness, tremors,  tachycardia,  vomiting  and  continued 
weight  loss.  These  effects  may  begin  after  four  or  five 
days  or  may  not  become  apparent  for  one  to  three 
weeks.  Patients  receiving  the  drug  should  be  observed 
closely  for  signs  of  thyrotoxicosis.  If  indications  of 
overdosage  appear,  discontinue  medication  for  2-6 
days,  then  resume  at  a lower  dosage  level.  In  patients 
with  diabetes  mellitus,  careful  observations  should  be 
made  for  changes  in  insulin  or  other  antidiabetic  drug 
dosage  requirements.  If  hypothyroidism  is  accom- 
panied by  adrenal  insufficiency,  as  Addison’s  Disease 
(chronic  subcortical  insufficiency),  Simmonds’s  Dis- 
ease (panhypopituitarism)  or  Cushing’s  syndrome  (hy- 
peradrenalism),  these  dysfunctions  must  be  corrected 
prior  to  and  during  SYNTHROID  (sodium  levothyroxine) 
administration.  The  drug  should  be  administered  with 
caution  to  patients  with  cardiovascular  disease;  devel- 
opment of  chest  pains  or  other  aggravations  of  cardio- 
vascular disease  requires  a reduction  in  dosage. 
Contraindications:  Thyrotoxicosis,  acute  myocardial 
infarction.  Side  effects:  The  effects  of  SYNTHROID 
(sodium  levothyroxine)  therapy  are  slow  in  being  mani- 
fested. Side  effects,  when  they  do  occur,  are  secondary 
to  increased  rates  of  body  metabolism,-  sweating,  Heart 
palpitations  with  or  without  pain,  leg  cramps,  and 
weight  loss.  Diarrhea,  vomiting,  and  nervousness  have 
also  been  observed.  Myxedematous  patients  with  heart 
disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during 
the  beginning  of  any  thyroid  therapy  will  alert  the 
physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dos- 
age followed  by  a more  gradual  adjustment  upward 
will  result  in  a more  accurate  indication  of  the  pa- 
tient’s dosage  requirements  without  the  appearance 
of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg. 
SYNTHROID  (sodium  levothyroxine)  TABLET  is  equiva- 
lent to  approximately  one  grain  thyroid,  U.S.P.  Admin- 
ister SYNTHROID  tablets  as  a single  daily  dose, 
preferably  after  breakfast.  In  hypothyroidism  without 
myxedema,  the  usual  initial  adult  dose  is  0.1  mg.  daily, 
and  may  be  increased  by  0.1  mg.  every  30  days  until 
proper  metabolic  balance  is  attained.  Clinical  evalua- 
tion should  be  made  monthly  and  PBI  measurements 
about  every  90  days.  Final  maintenance  dosage  will 
usually  range  from  0. 2-0.4  mg.  daily.  In  adult  myx- 
edema, starting  dose  should  be  0.025  mg.  daily.  The 
dose  may  be  increased  to  0.05  mg.  after  two  weeks 
and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The 
daily  dose  may  be  further  increased  at  two-month  in- 
tervals by  0.1  mg.  until  the  optimum  maintenance  dose 
is  reached  (0. 1-1.0  mg.  daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15 
mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded, 
in  bottles  of  100,  500,  and  1000.  Injection:  500  meg. 
lyophilized  active  ingredient  and  10  mg.  of  Mannitol, 
N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  So- 
dium Chloride  Injection,  U.S.P.,  as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  for  Injection  may 
be  administered  intravenously  utilizing  200-400  meg. 
of  a solution  containing  100  meg.  per  ml.  If  significant 
improvement  is  not  shown  the  following  day,  a repeat 
injection  of  100-200  meg.  may  be  given. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 
Morton  Grove,  Illinois  60053 
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E-Mycin 

(erythromycin,  Upjohn) 

Available  in  250  mg  tablets 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


£ 1972  THE  UPJOHN  COMPANY  JA72-2141-6 


All  of  these  mammals,  except  one, 
can  synthesize  vitamin  C. 
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Man  cannot. 


Homo  sapiens  can  neither  synthesize  vitamin 
C nor  store  the  water  soluble  vitamins.  They 
have  to  be  replenished  every  day. 

Normally,  man  accomplishes  this  in  his  daily 
diet.  But  under  conditions  of  illness,  stress,  in 
convalescence  or  following  surgery,  vitamin 
stores  may  be  depleted  or  metabolic  demands 


increased. 

In  such  cases,  Surbex-T  may  be  indicated. 
Each  tablet  provides  500  mg.  of  vitamin  C 
plus  high  potency  B-complex. 

Where  nutritional  status  must  be  preserved, 
Surbex-T  can  help  restore  what  the  body  can 
not  store.  211399 


SURBEX-T® 


500  mg.  of  Vitamin  C with  High  Potency  B-Complex 


Restores  what  the  body  cannot  store— the  water-soluble  vitamins. 


Ampicillin,  Carbenicillin,  Oxacillin... 

IMAGINE  YOUR  PRACTICE 
WITHOUT  THEM 


In  1957  Beecham  scientists  discovered  and 
isolated  6-APA,  the  penicillin  nucleus 
that  opened  the  way  to  a new  generation  of 
semi-synthetic  penicillins.  Over  the 
past  14  years  more  than  3000  different 
semi-synthetic  penicillins  have  been 
synthesized  and  evaluated  by  our  staff  The 
fruits  of  their  work  are  in  your  hands  today. 
Others  will  be  in  your  hands  tomorrow. 

Need  we  say  more? 


Prescribe  the  discoverer’s  brands: 

Totacillin  (ampicillin  trihydrate) 

Pyoperf(disodium  carbenicillin) 

BaCtOClll(sodium  oxacillin) 


and  more  to  come 


Beecham-Massengill 
Pharmaceuticals  QH3 

Div.  of  Beecham  Inc.  Bristol,  Tennessee  37620 


□ Totacillin  (ampicillin  trihydrate)  capsules  equivalent  to  250  mg.  and  500  mg.  ampicillin,  for  oral  suspension 
equivalent  to  125  mg./  5 cc.  and  250  mg./  5 cc.  ampicillin. 

□ Pyopen  (disodium  carbenicillin)  vials  for  injection  equivalent  to  1 gm.  and  5 gm.  of  carbenicillin. 

□ Bactocill  (sodium  oxacillin)  capsules  equivalent  to  250  mg.  and  500  mg.  oxacillin  and  vials  for  injection  equivalent  to 
500  mg.  and  1 gm.  oxacillin. 
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' d prescribe  CEV^B.0. 
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[ SOLID  LINE:  Vitamin  C blood  levels  obtained  with 
i sustained-medication  capsules  (CEVI-BID). 

\ BROKEN  LINE:  Vitamin  C blood  levels  obtained  with  tablets. 

\ 

Samples  on  Request 

GERIATRIC  PHARMACEUTICAL  CORP. 

Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 


+0.1- 


-0.1- 


-0.2- 


Comparison  of  ascorbic  acid  blood  levels  after 
administration  of  1 gram  of  ascorbic  acid  in 
effervescent  tablet  form  and  1 gram  of 
CEVI-BID  (2  capsules).  * Adaptation 


GERIATRIC 


’•  Riccitelli,  M.  L.:  Vitamin  C Therapy  in  Geriatric  Practice, 
J.  Amer.  Geriatrics  Soc.  20:  34,  1972. 


DEVELOPERS  OF  GER-O-FOAM  • GAYSAL  • TESTAND-B 


new  members 


ADAMS  COUNTY: 

Joseph  F.  Alcaro,  M.D.,  Warner  Hospital,  Gettysburg  17325. 

ALLEGHENY  COUNTY: 

Thomas  J.  Antos,  M.D.,  1501  Locust  St.,  Pittsburgh  15219. 

Nicholas  G.  Brahos,  M.D.,  V.A.  Hospital,  Pittsburgh  15206. 

Abraham  A.  Constantino,  Jr.,  M.D.,  Columbia  Hospital,  Pitts- 
burgh 15221 . 

Edgar  Z.  Cosme,  M.D.,  1515  Locust  St.,  Apt.  6D,  Pittsburgh 
15219. 

Jitendra  M.  Desai,  M.D.,  240  Village  in  the  Park,  Pittsburgh 
15214. 

Wayne  L.  Dickason,  M.D.,  West  Penn  Hospital,  Pittsburgh 
15224. 

Roy  L.  Gibson,  Jr.,  M.D.,  Medical  Dept.,  Gulf  Bldg.,  Seventh 
Ave.,  Pittsburgh  15219. 

Leonard  A.R.  Golding,  M.D.,  Department  of  Surgery,  University 
of  Pittsburgh,  Pittsburgh  15213. 

Kobra  Karimkhani,  M.D.,  McKeesport  Hospital,  1500  Fifth  Ave., 
McKeesport  15132. 

Frank  M.  Keller,  M.D.,  5529  Rippey  Place,  Pittsburgh  15206. 

Yu  Tong-Shiang  Kuo,  M.D.,  Mercy  Hospital,  Pittsburgh  15219. 

Jengyih  Lai,  M.D.,  6345  Glenview  Place,  Pittsburgh  15206. 

Jocyline  Ledesma-Medina,  M.D.,  Children’s  Hospital,  Pitts- 
burgh 15213. 

David  B.  Lerberg,  M.D.,  University  of  Pittsburgh,  Department  of 
Surgery,  Pittsburgh  15213. 

George  A.  Liebler,  M.D.,  Suite  265,  1 Allegheny  Center,  Pitts- 
burgh 15212. 

Douglas  A.  MacDonald,  M.D.,  Magee-Womens  Hospital,  Pitts- 
burgh 15213. 

M.  Zafar  Malik,  M.D.,  Frankstown  Rd.,  Pittsburgh  15235. 

Joseph  C.  Maroon,  M.D.,  University  of  Pittsburgh  School  of 
Medicine,  Pittsburgh  15213. 

Robert  A.  Mathews,  M.D.,  125  DeSoto  St.,  Pittsburgh  15213. 

Amando  R.  Medina,  M.D.,  Southside  Hospital,  Pittsburgh 

15203. 

Florante  P.  Paat,  M.D.,  McKeesport  Hospital,  McKeesport 
15135. 

Thomas  A.  Pittman,  M.D.,  St.  Francis  General  Hospital,  Pitts- 
burgh 15201. 

Senan  Pushpendra,  M.D.,  220  Meyran  St.,  Pittsburgh  15213. 

Shashikant  M.  Sane,  M.D.,  Children’s  Hospital,  Pittsburgh 
15213. 

Daljit  Singh,  M.D.,  320  Northeast  Ave.,  Pittsburgh  15212. 

Fred  L.  Tasker,  M.D.,  591  Rolling  Green  Dr.,  Bethel  Park  15102. 

John  E.  Walker,  M.D.,  4815  Liberty  Ave.,  Pittsburgh  15224. 

Anne  L.  Wedemeyer,  M.D.,  Mercy  Health  Center,  Pittsburgh 
15219. 

Arthur  P.  Wolinsky,  M.D.,  5824  Morrowfield  Ave.,  Pittsburgh 
15217. 

ARMSTRONG  COUNTY: 

Hish  S.  Majzoub,  M.D.,  448  Ridge  Ave.,  New  Kensington  15068. 

BEAVER  COUNTY: 

Hassan  Mehrkhah,  M.D.,  709  Third  Ave.,  New  Brighton  15066. 

Leslie  Pallone,  D O.,  4770  Tuscarawas  Rd.,  Beaver  15009. 

Kandavar  N.  Shetty,  M.D.,  2349  Mill  St.,  Aliquippa  15001. 

Boonterm  Wibuloutai,  M.D.,  Medical  Center  of  Beaver  County 

15074. 


BLAIR  COUNTY: 

Ramesh  K.  Chopra,  M.D.,  P.O.  Box  336,  Newry  16665. 

Armando  E.  Fraire,  M.D.,  Altoona  Hospital,  Altoona  16601. 

S.P.  Hasabnis,  M.D.,  1009  Chestnut  Ave.,  Altoona  16603. 

Allan  F.  Meyers,  M.D.,  501  Howard  Ave.,  Altoona  16601. 

BUCKS  COUNTY: 

Peter  D.  Atchoo,  M.D.,  1588  Woodbourne  Rd.,  Levittown  19057. 


John  M.  Connolly,  Jr.,  M.D.,  201  Renfrew  Ave.,  Trenton,  N.J. 
08618. 

Joseph  A.C.  Girone,  M.D.,  195  Penn  Ave.,  Telford  18969. 

Jack  M.  Silvers,  D.O.,  1016  Trenton  Rd.,  Fallsington  19054. 

BUTLER  COUNTY: 

Luz  G Gabriel,  M.D.,  530  N.  Main  St.,  Apt.  606,  Butler  16001. 

Guillermo  R.  Juncos,  M.D.,  378-B  Whitestown  Rd.,  Butlei 
16001. 

Cesar  P.  Miranda,  M.D.,  561  Fourth  St.,  Butler  16001. 

CENTRE  COUNTY: 

Ettore  V.  Liberace,  M.D.,  Centre  Community  Hospital,  State 
College  16801. 

Franklin  B.  Olney,  M.D.,  945  W.  Fairmount  Ave.,  State  College, 
16801. 

Lamberto  S.  Paragas,  M.D.,  141  Fairmount  Ave.,  State  College 
16801. 

Jay  Paul,  M.D.,  Penns  Valley  Area  Medical  Center,  Sprint; 
Mills  16875. 

John  S.  Reidell,  M.D.,  Medical  Arts  Bldg.,  213  W.  Beaver  Ave.  i 
State  College  16801. 

Philip  G.  Roberts,  Jr.,  M.D.,  253  Easterly  Parkway,  Stat« 
College  16801. 

CHESTER  COUNTY: 

Joseph  C.  Gradberger,  M.D.,  V.A.  Hospital,  Coatesville  19320. 

Archibald  W.  McFadden,  M.D.,  Valley  Forge  General  Hospita1 
Phoenixville  19460. 

CLEARFIELD  COUNTY: 

Amado  B.  Lugue,  Jr.,  M.D.,  Clearfield  Hopsital,  Clearfiel 
16830. 

CLINTON  COUNTY: 

Ramesh  H.  Deopuria,  M.D.,  16  Logan  Dr.,  Lock  Haven  17745. 

Hugh  J.  Hargrave,  M.D.,  133  E.  Frederick  St.,  Lancaster  17602 

Arvind  J.  Madhani,  M.D.,  509  Birch  St.,  Flemington  17745. 

William  D.  McCann,  M.D.,  420  W.  Chestnut  St.,  Lancastt 
1 7603.  | 

Virginia  G.  Mears,  M.D.,  R.D.  #1 , Mill ersvil le  1 7551 . 

N Sritulanondha,  M.D.,  Seventh  and  Poplar  Sts.,  Columbi 
17512. 

CRAWFORD  COUNTY: 

John  B.  Nesbitt,  M.D.,  525  Gilmore,  Meadville  16335. 

CUMBERLAND  COUNTY: 

Joseph  F.  Brazel,  M.D.,  313  S.  Hanover  St.,  Carlisle  17013. 

David  B.  Evans,  M.D.,  33  S.  Pitt  St.,  Carlisle  17013. 

Konrad  M.  Kempfe,  M.D.,  816  Belvedere,  Carlisle  17013. 

DAUPHIN  COUNTY: 

Edward  Dunn,  M.D.,  Milton  S.  Hershey  Medical  Cent£; 
Hershey  17033. 

Stanley  Gordon,  M.D.,  Milton  S.  Hershey  Medical  Centt 
Hershey  1 7033. 

Anthony  Kales,  M.D.,  Milton  S.  Hershey  Medical  Centd 
Hershey  1 7033. 

Joyce  Kales,  M.D.,  Milton  S.  Hershey  Medical  Center,  Hersh< 
17033. 

Robert  G.  Little,  M.D.,  2036  N.  Fifth  St.,  Harrisburg  17102. 

Clare  Shumway,  M.D.,  R.D.  #2,  Dillsburg  17019. 

DELAWARE  COUNTY: 

Romeo  Abella,  M.D.,  21 1 Shadeland  Ave.,  Lansdowne  19050. 

Kristina  Antoniades,  M.D.,  Crozer-Chester  Medical  Centi 
Chester  19013. 

Andreas  A.  Abraham,  M.D.,  Lankenau  Hospital,  PhiladelpH 

19151. 

Mahin  Behbehanian,  M.D.,  3041  W.  Chester  Pike,  Broom 
19008. 
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'eterB.  Bloom,  M.D.,  111  N.  49  St.,  Philadelphia  19139. 

Valter  I.  Hofman,  M.D.,  Lankenau  Hospital,  Philadelphia 
19151. 

)avid  J.  McAleer,  M.D.,  7150  Chestnut  St.,  Upper  Darby  19082. 
toward  A.  Richter,  M.D.,  City  Line  & Lancaster  Ave., 
Philadelphia  19151. 

obert  Slater,  M.D.,  18  Llandillo  Rd.,  Havertown  19083. 
incent  M.  Vaccaro,  M.D.,  324  Sedgwood  Rd.,  Springfield 
19064. 

VDIANA  COUNTY: 

,nan  K.  Laorr,  M.D.,  999  Wayne  Ave.,  Indiana  1 5701 . 

>abelo  Z.  Sibolboro,  M.D.,  Indiana  Hospital,  Indiana  15701. 

EHIGH  COUNTY: 

lharles  M.  Bolus,  M.D.,  Allentown  Hospital,  Allentown  18102. 
t/ill iam  W.  Frailey,  Jr.,  M.D.,  Allentown  Hopsital,  Allentown 
18102. 

onald  H.  Gaylor,  M.D.,  Allentown  Hopsital,  17th  & Chew, 
Allentown  18102. 

tephen  S.  Frost,  M.D.,  Spring  Ridge  N-21,  Whitehall  18052. 
lorma  T.  Lomboy,  M.D.,  4282  Beverly  Court  Rd.,  Allentown 
' 18104. 

/illiam  J.  Maroun,  M.D.,  Allentown  Hospital,  Radiology 
Department,  Allentown  18102. 

ames  G.  McBride,  M.D.,  Allentown  Hospital,  Allentown  18102. 
Ian  N.  Morrison,  M.D.,  1730  Chew  St.,  Allentown  18104. 

Leo  P.  Potera,  M.D.,  Allentown  Hospital,  Allentown  18102. 
harles  J.L.  Scagliotti,  Allentown  Hospital,  Allentown  18102. 
aj  Zandi,  M.D.,  Allentown  Hospital,  Allentown  18102. 

JZERNE  COUNTY: 

sffrey  S.  Malka,  M.D.,  1100  United  Penn  Bank  Bldg.  Wilkes- 
Barre  18701 . 

fCOMING  COUNTY: 

. duardo  I.  Fernandez,  M.D.,  2609  Blair  St.,  R.D.  #3,  Montours- 
I ville  17754. 


K.  Wayne  Henderson,  M.D.,  1100  Grampian  Blvd.,  Williamsport 
17701. 

MERCER  COUNTY: 

Kilwha  Choung,  M.D.,  2828  Highland  Rd.,  Sharon  16146. 

MONROE  COUNTY: 

Theodore  J.  Kowalyshyn,  M.D.,  401  Main  St.,  Stroudsburg 
18360. 

MONTGOMERY  COUNTY: 

Leonard  V.  Arano,  M.D.,  301  Central  Dr.,  Lansdale  19446. 
George  Bouras,  M.D.,  1440  Russel  Rd.,  Paoli  19301. 

Juan  Fernandez,  M.D.,  1732  Sterigere  St.,  Norristown  19401. 
Leland  J.  Green,  M.D.,  Lansdale  Medical  Group,  Lansdale 
19446. 

Uchenna  Nwosu,  M.D.,  8233  Bayard  St.,  Philadelphia  19150. 
Mary  Ann  Renzi,  M.D.,  116  Fairview  Rd.,  Narberth  19072. 

PHILADELPHIA  COUNTY: 

Lourdes  A.  Ombao,  M.D.,  137  Lehigh  Ave.,  Philadelphia  19125. 
Ben  VanDeest,  M.D.,  1851  Revere  St.,  Philadelphia  19152. 

POTTER  COUNTY: 

William  G.  Jackson,  M.D.,  Cole  Memorial  Hospital, 
Coudersport  16915. 

SCHUYLKILL  COUNTY: 

Chan  S.  Ko,  M.D.,  5 N.  Second  St.,  St.  Clair,  Pa.  17970. 

Joan  E.  Nicholls,  M.D.,  710  Center  St.,  Ashland  17921. 

Richard  H.  Nicholls,  M.D.,  710  Center  St.,  Ashland  17921. 
Wen-Han  Tsung,  M.D.,  300  S.  Centre  St.,  Pottsville  17901. 

VENANGO  COUNTY: 

James  J.  Houser,  M.D.,  122  Prospect  Ave.,  Franklin  16323. 


The  treatment  of 


impotence 

due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
WMh  as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


Android 

(thyroid-androgen)  tablets 


m 


loice  of  4 strengths: 


idroid 


flndroid-HP  Android-K 


yellow  tablet  contains: 
hyl  Testosterone  ..2.5  mg. 
oid  Ext.  (1/6  gr.)  . . 10  mg. 

amic  Acid  50  mg 

Tnme  HCL  10  mg. 

1 tablet  3 times  daily, 
ilable: 

les  of  100.  500,  1000. 

REFER  TO 

PDR 


HICH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  E*t.  (Va  gr.)  ...  30  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL 10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100.  500,  1000. 


EXTRA  HICH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 

Thyroid  Ext.  (1  gr.)  ...  64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 


Android-Plus 

WITH  HICH  POTENCY 
B-C0MPLEX  AN0  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext. ('/»  gr.)  ..  .15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxme  HCL  5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  . 10  mg 

Vitamin  B-12  2.5  meg 

Riboflavin  5 mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60.  500. 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos- 
terone Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension 

warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dizziness,  lethargy,  paresthesia,  skm  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema 
Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected 

References.  1 Montesano.  P.  and  Evangelista.  I.  Methyltestosterone-thyroid  treatment  of  seXual 
impotence  Clin  Med  12  69,  1966  2.  Oublin,  M.  F.  Treatment  of  impotence  with  methyltestosterone- 
thyroid  compound.  West  Med  5 67,  1964  3.  Titeff,  A.  S.  Methyltestosterone-thyroid  in  treating  impotence 
Gen  Prac  25  6,  1962  4 Heilman,  L , Bradlow.  H l , Zumoff,  B , Fukushima,  0 K.,  and  Gallagher,  T.  F. 
T«?«oi(Landro$cn  m,errela,'ons  and  the  hypocholesteremic  effect  of  androsterone  J Clin  Endocr  19:936, 
J ™ £?r,ns‘  and  Colton-  s w-  Effects  of  L-thyroxine  and  liothyronine  on  spermatogenesis 

J Urol  79:863.  1958  6.  Osol.  A.,  and  Farrar,  G.  E.  United  States  Dispensatory  (ed  25).  Lippmcott,  Phila- 
detptra  1955,  p 1432  7.  Wershub,  L.  P.  Sexual  Impotence  in  the  Male  Thomas.  Springfield, 

III.,  1959,  pp.  79-99 
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in  the  news 


HARRIS  R.  CLEARFIELD.  M.D.. 
Bala  Cynwyd.  has  been  named  as- 
sociate professor  of  medicine  and 
director  of  gastroenterology  at  Hah- 
nemann Medical  College  and  Hospital. 
He  is  an  associate  in  medicine  and 
head  of  the  gastroenterology  section  at 
Episcopal  Hospital  and  clinical  as- 
sociate professor  of  medicine  at 
Temple  University  School  of  Medi- 
cine. He  is  a fellow  of  the  American 
College  of  Physicians  and  a member  of 
the  American  Gastroenterologic  Soci- 
ety and  the  Bockus  International  Soci- 
ety of  Gastroenterology. 


DR.  CLEARFIELD  DR.  KULIN 

HOWARD  E.  KULIN.  M.D.,  has 
been  named  associate  professor  of  pe- 
diatrics and  chief  of  the  division  of  pe- 
diatric endocrinology  at  the  Milton  S. 
Hershey  Medical  Center  of  Pennsyl- 
vania State  University.  He  was  for- 
merly senior  investigator  with  the  Na- 
tional Institute  of  Child  Health  and 
Human  Development,  Bethesda,  Md. 

W.  FREDERICK  MAYER,  M.D., 
Johnstown,  received  a plaque  from  the 
Johnstown  Community  Nursing  Serv- 
ice in  recognition  of  his  long  service  as 
medical  director  of  the  organization's 
child  health  conferences. 

R.J.  HANGERN.  M.D.,  Ashley,  has 
retired  after  fifty  years  of  service  to  his 
community. 

HENRY  T.  BAHNSON,  M.D., 
professor  and  chairman  of  the  depart- 
ment of  surgery  at  the  University  of 
Pittsburgh  School  of  Medicine,  and 
chief  of  surgery  at  Presbyterian  Univer- 
sity Hospital  of  the  University  Health 
Center  of  Pittsburgh,  is  one  of  three 
United  States  consultants  on  congenital 
heart  disease  who  visited  Moscow 
under  the  U.S.-U.S.S.R.  Cooperative 
Health  Program.  They  spent  a week 
with  Russian  experts  arranging  a forth- 
coming symposium  on  congenital  heart 
disease. 

EUGENE  N.  MYERS,  M.D..  has 


been  appointed  professor  and  chairman 
of  the  Board  of  Otolaryngology  at  the 
University  of  Pittsburgh  School  of 
Medicine.  He  is  also  chairman  of  the 
department  of  otolaryngology  at  Eye 
and  Ear  Hospital,  part  of  the  University 
Health  Center  at  Pittsburgh.  Previously 
he  was  chief  of  otolaryngology  at  Pres- 
byterian-University  of  Pennsylvania 
Medical  Center. 

HOWARD  T.  FIEDLER.  M.D.. 
Director  of  Allentown  State  Hospital, 
was  honored  recently  at  a retirement 
dinner  by  the  staff  of  the  Lincoln  Con- 
sultation Center,  Bethlehem.  Dr. 
Fiedler  helped  establish  the  mental 
health  center  in  1964  and  has  been 
chief  psychiatric  and  medical  consult- 
ant since  its  inception. 

Two  new  appointments  have  been 
made  to  the  faculty  of  the  University 
of  Pennsylvania  School  of  Medicine. 
HARRY  WOLLMAN.  M.D.  has  been 
appointed  chairman  and  professor  of 
anesthesia.  He  is  also  the  first  incum- 
bent of  the  Robert  Dunning  Dripps 
Professorship  of  Anesthesia. 


DR.  WOLLMAN  DR.  MELLMAN 


Also.  WILLIAM  J.  MELLMAN. 
M.D..  has  become  chairman  and 
professor  of  genetics.  He  is  professor 
of  pediatrics  and  director  of  the 
genetics  clinic  at  Children's  Hospital. 
Philadelphia. 

Appointments  to  the  University  of 
Pittsburgh  School  of  Medicine  include 
those  of  JAMES  W.  LECKY,  M.D., 
formerly  associate  professor  of  radiol- 
ogy at  the  University  of  California, 
Los  Angeles,  and  JOHN  B.  JOSIMO- 
V1CH,  M.D.,  member  of  the  con- 
sulting staff  at  the  University  Health 
Center,  Pittsburgh.  Dr.  Lecky  has  been 
appointed  professor  of  radiology  and 
chief  of  the  diagnostic  division  in  the 
department  of  radiology.  He  will  also 
direct  the  section  on  uroradiology  at 
Presbyterian-University  Hospital  of 
the  University  Health  Center.  Dr. 
Josimovich  has  been  promoted  to 


professor  of  obstetrics.  He  is  a membe 
of  the  attending  staff  at  Magee 
Womens  Hospital. 

On  his  return  from  the  Helmholt 
Eye  Institute  in  Moscow,  MILTON  Jt 
FREIWALD.  M.D.,  Philadelphia, 
stopped  in  Budapest.  Hungary,  wherj 
he  was  invited  to  visit  the  Firsj 
Ophthalmologic  Clinic  by  professo 
and  director.  Magda  Radnet,  a leadin 
ophthalmologist  and  surgeon  of  Hun 
gary. 

STANLEY  GOTTLIEB.  M.D.,  hz 
been  appointed  associate  directo 
clinical  investigation,  for  McNet 
Laboratories,  Inc.,  Fort  Washington 
He  was  previously  medical  director  ( 
the  space  division  of  the  General  Elec 
trie  Company. 

The  Clarion  County  Historical  Soc 
ety  honored  two  area  physiciar 
recently  for  long  service  to  their  con; 
munities  at  a dinner  at  Knox,  Pa.  The 
are  FREDERICK  P.  PURDUN 


M.D.,  East  Brady,  and  GAIL  V 
KAHLE.  M.D.,  Marienville.  D 
Purdum  served  as  medical  examin'M 
for  the  Selective  Service  System  f<j 
twenty  years.  Dr.  Kahle  is  a past  pres 
dent  of  the  Clarion  County  MediC| 
Society. 


WALTER  H MIKULICH.  MI 
has  been  named  deputy  director 
Thomas  Jefferson  University's  i 
gional  medical  programs  activities, 
operational  unit  of  the  Greater  De 
ware  Valley  Regional  Medical  Pr 
gram.  Previously  he  was  executi 
director  of  the  Northeast  Communi 
Mental  Health  Center. 


DR.  MIKULICH  DR.  LUCCHES 

PASCAL  F.  LUCCHESI,  M.D..  h 
been  named  consultant  to  the  Alb* 
Einstein  Medical  Center.  Philadelph 


He  was  previously  executive  vi<j 


president  and  medical  director  of  ti 
center.  He  is  a fellow  of  the  AmericJ 
College  of  Hospital  Administrate! 
and  of  the  American  Public  Heajj 
Association. 
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DAVID  W.  CLARE,  M.D.,  has 
sen  reelected  vice-chairman  and 
KCK  MYERS,  M.D.,  has  been 
lected  secretary  of  the  Advisory  Com- 
uttee  of  the  Western  Pennsylvania 
egional  Medical  Program.  Dr.  Clare 
affiliated  with  Magee  Womens  Hos- 
tal,  Pittsburgh.  Dr.  Myers  is  a 
Professor  and  former  chairman  of  the 
‘.'partment  of  medicine  at  the  Univer- 
jty  of  Pittsburgh  School  of  Medicine, 
e will  also  serve  as  chairman  of  the 
I'P/RM  P operational  grant  com- 
ittee. 

JAMES  H.  LEE,  JR.,  M.D., 
ofessor  of  obstetrics  and  gynecology 
Hahnemann  Medical  College  and 
ospital,  Philadelphia,  presented  a lec- 
' re  to  the  medical  staff  of  the  Harris- 
,irg  Hospital  recently  on  uterine 
jiomalies  and  their  effects  on  preg- 
iincy  and  labor. 

JMARY  ELLEN  HARTMAN, 
D.,  associate  dean  for  student  af- 
irs  and  assistant  professor  of  anato- 
my at  the  Medical  College  of  Pennsyl- 
|.nia,  has  been  elected  vice-chairman 
I the  Northeast  Regional  Group  on 

Iljudent  Affairs  of  the  Association  of 
merican  Medical  Colleges. 

I MICHAEL  SCOTT.  M.D.,  pro- 
fcsor  of  neurosurgery  in  the  division 
i;  neurological  and  sensory  sciences  at 
fcmple  University  Health  Sciences 
enter,  gave  the  Joseph  J.  Toland.  Jr., 
Memorial  lecture  on  "Surgery  for 
Stroke"  at  Nazareth  Hospital,  Phila- 
ijlphia. 

I ALMA  DEA  MORAN  I,  M.D., 

[i  . 

|iladelphia  plastic  surgeon,  became 
resident  of  the  Medical  Women's  In- 
fnational  Association  at  the  French 
Kate  Chambers  in  Paris  in  September, 
ie  was  also  presented  with  the 
[iizabeth  Blackwell  Medal  for  1972 

[the  American  Medical  Women’s 
sociation  recently  at  the  associa- 
n's  annual  meeting  in  Columbus, 
hio.  Dr.  Morani  is  clinical  professor 
' plastic  surgery  at  the  Medical 
' allege  of  Pennsylvania. 

'THOMAS  M.  DUGAN.  M.D., 
.hnstown,  has  been  appointed 
rector  of  medical  education  at 
pnemaugh  Valley  Memorial  Hospi- 
I.  Dr.  Dugan  is  certified  by  the 
rnerican  Board  of  Psychiatry  and 
hurology  and  is  a fellow  of  the 
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American  Academy  of  Psychosomatic 
Medicine. 

PETER  P.  STAJDUHAR,  M.D.. 
Pittsburgh,  has  been  named  chief  of 
treatment  services  of  the  VA  Mental 
Health  and  Behavioral  Sciences  Serv- 
ice in  Washington.  D.C.  He  has  been 
serving  as  chief  of  staff  of  the  VA 
Leech  Farm  Road  Hospital  in  Pitts- 
burgh. 

The  dean  of  the  University  of  Pitts- 
burgh Graduate  School  of  Public 
Health.  HERSCHEL  E.  GRIFFIN, 
M.D..  has  been  named  chairman  of  the 
Committee  on  Biologic  Effects  of  At- 
mospheric Pollutants  of  the  National 
Research  Council,  National  Academy 
ot  Sciences.  He  is  professor  of 
epidemiology  at  the  graduate  school, 
president  of  the  Association  of  Schools 
ot  Public  Health,  and  is  certified  by 
the  American  Board  of  Preventive 
M edicine. 

HAROLD  E.  BROWN.  M.D..  Dan- 
ville. has  been  elected  president  of  the 
Urological  Association  of  Pennsyl- 
vania. He  is  director  of  the  department 
of  urology  at  Geisinger  Medical 
Center. 

STEPHEN  I.  BULOVA.  M.D.,  as- 
sistant professor  of  medicine  at  Jef- 
ferson Medical  College  of  Thomas  Jef- 
ferson University,  has  received  a five- 


year  $125,000  award  from  the  Na- 
tional Institutes  of  Health.  It  is  to  be 
used  to  advance  the  development  of 
young  research  scientists  in  the  health 
sciences  with  emphasis  on  the  control 
of  protein  synthesis  within  white  blood 
cells. 

JOSEPH  D.  BABB.  M.D..  Boston. 
Mass.,  has  been  appointed  assistant 
professor  of  medicine  in  the  division  of 
cardiology  at  the  Milton  S.  Hershey 
Medical  Center  of  Pennsylvania  State 
University.  Previously  he  was  a fellow 
in  cardiology  at  Massachusetts  Gener- 
al Hospital  and  a teaching  fellow  at 
Harvard  Medical  School.  Also  at  the 
Hershey  Medical  Center  EDGAR  J. 
SANFORD.  M.D..  has  been  appointed 
professor  of  surgery  in  the  division  of 
urology. 

The  Geisinger  Medical  Center  has 
announced  the  appointments  of 
DAVID  G.  RUSCHHAUPT.  M.D., 
and  WILSON  A.  HIGGS.  M.D.  Dr. 
Ruschhaupt  has  joined  the  department 
of  pediatrics  as  an  associate  in  pediat- 
ric cardiology.  He  was  previously  a pe- 
diatrician and  pediatric  cardiology 
consultant  at  the  U.  S.  Air  Force  Med- 
ical Center,  Wright-Patterson  Air 
Force  Base.  Dr.  Higgs  has  been  named 
an  associate  in  the  department  of 
otolaryngology. 


* 


STRECHER  AWARD  LECTURER  John  Paul  Brady,  M.D.,  professor  of  psychiatry  at 
the  University  of  Pennsylvania  School  of  Medicine,  (left),  examines  the  certificate 
with  which  he  was  honored  by  the  Institute  of  Pennsylvania  Hospital  in  recogni- 
tion of  his  contributions  in  the  field  of  psychiatric  care  and  treatment.  Howard  B. 
Smith,  M.D.,  president  of  the  institute's  attending  staff,  looks  on.  Dr.  Brady  is  past 
president  of  the  Association  for  the  Advancement  of  Behavior  Therapy. 
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A special  brand  of  TLC  (tender,  loving  care)  is  being 
provided  to  forty  children,  aged  newborn  to  four,  in  the  ab- 
sence of  their  working  mothers  through  the  leadership  of 
the  Medical  College  of  Pennsylvania.  This  TLC  (The 
Learning  Center),  developed  under  the  leadership  of  Drs. 
Doris  A.  Howell  and  Susan  Aronson,  is  provided  through 
the  utilization  of  an  innovative  concept  of  day  care  for  the 
young  children  of  MCP  medical  students  and  community 
members,  and  taking  the  place  of  mother  are  fourteen  to 
sixteen  specially  trained  educators  and  medical  experts  who 
provide  care  for  the  forty  children  now  enrolled.  The  care, 
which  is  specifically  oriented  toward  maintaining  a family 
concept,  is  provided  in  family-styled  units  rather  than  tradi- 
tional classrooms.  In  the  future,  satellite  child  care  centers 
will  be  located  in  homes  of  community  members.  While  the 
primary  purpose  of  TLC  is  to  give  quality  child  care,  it  is 
also  designed  to  provide  important  guidelines  for  future 
child  care  centers  and  to  aid  in  the  education  of  parents, 
teenagers,  medical  and  nursing  students. 

The  principle  developer  of  the  idea  is 
Doris  A.  Howell,  M.D.,  professor  and 
chairman  of  the  department  of  pediat- 
rics at  The  Medical  College  of  Pennsyl- 
vania. “Currently  there  are  few 
guidelines  for  child  care  centers  dealing 
with  the  development  of  infants  and 
very  young  children,"  Dr.  Howell  said 
in  discussing  the  need  for  the  pilot  proj- 
ect. "It  is  our  hope  to  provide  the  gov- 
ernment and  private  agencies  with 
guidelines  for  the  future.  There  are  1 1 .6 
million  working  mothers  in  our  nation 
and  one  in  every  three  mothers  with 
children  under  six  is  working  today.” 

Special  assistance  in  the  develop- 
ment of  the  project  has  been  given  by 
Susan  Aronson,  M.D.,  pediatrician  and 
health  director  for  the  center,  who  also 
served  as  acting  director  until  the  arriv- 


DRS.  HOWELL  AND  ARONSON 


al  of  Marlene  A.  Weinstein,  director, 
who  last  year  co-authored  Day  Care: 
How  to  Plan , Develop  and  Operate  a 
Day  Care  Center. 

The  central  facility  is  located  in 
Philadelphia  near  MCP  at  St.  James  the 
Less  Church,  whose  parish  house  was 
recently  renovated  to  permit  children 
to  be  arranged  in  groups  of  not  more 
than  five  per  child  care  worker.  The 
family-styled  units  consist  of  a living- 
sleeping-play  area,  lavatory  and  kitch- 
en. The  children  in  each  unit  represent 
a wide  range  of  age  and  socio-economic 
backgrounds. 

The  central  staff  includes  a director 
with  professional  experience  in  early 
childhood  education,  two  half-time 
teachers,  six  child-care  workers,  a 
nurse-health  coordinator,  a pediatri- 


MISS WEINSTEIN  AND  SOME  OF  HER  CHARGES 


cian,  a nutritionist  and  an  early 
childhood  developmental  specialist.  Ii 
addition,  there  are  a social  worker,  psy  I 
chologist,  business  administrator,  cool  j 
and  custodian. 

The  center  will  be  fully  operationa 
when  the  satellite  child  care  centers  rui 
in  community  homes  by  child  car 
workers  trained  and  supervised  by  th 
core  staff  are  ready  to  open.  Childre 
from  these  satellites  will  visit  the  cer 
tral  facility  on  a rotating  basis  and  wi 
have  access  to  the  support  services  c, 
the  core  program.  Eleventh  and  twelft 
grade  students  who  wish  to  becorr 
child  care  workers  will  be  trained  in  th 
core  program  and  will  serve  apprer 
ticeships  in  the  satellite  and  core  prc 
grams. 

Parents  will  participate  in  the  pr( 
gram  by  donating  some  of  their  tirr 
and  talents.  In  this  way  they  will  be  a 
integral  part  of  the  project  and  will  t 
organizing  their  own  development 
programs  while  learning  about  th 
needs  of  their  children. 

TLC  is  financed  by  grants  and  don  | 
tions  in  excess  of  $200,000.  The  offiJ 
of  Child  Development  of  HEW  h j 
contributed  $96,000.  The  Pennsylvan  i 
Department  of  Welfare,  Title  IV  j 
gave  $74,000  through  the  Philadelph  1 
school  district.  The  College  has  al  | 
received  a Ford  Foundation  grant  ai  | 
gilts  from  1 he  Samuel  S.  Fels  Fund  ai 
Mrs.  Lawrence  Saunders  of  Br; 
Mawr. 
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Child  care  center  means  TLC’ 
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Strike!  Or — why  not  to  join  a union 


There  has  been  a great  deal  of  discussion  throughout  the 
country  of  physicians  joining  unions.  In  some  states,  notably 
California  and  Florida,  some  physicians'  unions  have  already 
organized  and  boast  memberships  around  1,000.  The  more 
outspoken  leaders  of  these  groups  hope  to  be  able  to  solidify 
the  individual  movements  into  a coordinated  national  move- 
ment by  holding  a national  convention.  Their  aim  is  to  have  a 
force  to  be  reckoned  with  by  the  time  the  next  Congress  con- 
venes in  January. 

Physicians  favoring  unions  base  their  arguments  on  fear  of 
two  third  parties:  (1)  the  government,  because  of  guidelines 
on  fees  and  length-of-stay  introduced  through  Medicare  and 
Medicaid  and  (2)  health  insurance  companies.  Organizing 
physicians  believe  that  these  two  agencies  are,  in  fact,  em- 
ployers. If  one  accepts  the  assumption  that  the  government 
and  health  insurance  companies  are  physicians’  employers, 
then  there  is  a definite  basis  for  a union. 

A labor  union  is  an  association  of  workers  formed  to  pro- 
tect the  welfare,  interest,  and  rights  of  its  members  primarily 
by  collective  bargaining.  As  in  all  unions,  the  ultimate  threat 


at  the  bargaining  table  is  strike.  A strike  is  the  organized 
withdrawal  of  services.  For  physicians,  this  would  mean  the 
withholding  of  services  from  patients  in  order  to  influence  a 
third  party  payor — a totally  unconscionable  act. 

The  difference  between  a doctor’s  strike  and  an  industrial 
strike  is  that  a physician  is  not  merely  a "body  mechanic."  He 
is  a healer.  This  assumes  and  requires  that  his  patient's  needs 
and  interests  should  come  first  instead  of  any  excessive  desire 
for  economic  gain.  A truly  dedicated  physician  cannot  tell 
his  patient  that  he  will  not  treat  him  again  personally  until  a 
dispute  with  a third  party  is  resolved  to  the  doctor's  satisfac- 
tion. 

A union  must,  in  the  end,  divide  a physician's  loyalty.  He 
will  be  forced  into  a position  where  he  will  have  to  decide  be- 
tween his  colleagues  or  his  patients.  All  arguments  against 
government  intervention  in  medicine  have  been  based  on  the 
sanctity  of  the  doctor-patient  relationship.  Should  physicians 
unionize,  they  will  by  their  own  volition  be  destroying  the 
most  basic  concept  on  which  American  medicine  is  founded. 

David  A.  Smith,  M.D. 

Medical  Editor 


This  campaign  needs  us 


Since  January  7 begins  National  Education  Week  on 
Smoking,  it  seems  appropriate  that  the  Pennsylvania  Com- 
mittee on  Smoking  and  the  Health  of  Youth  should  receive 
the  support  of  all  physicians  in  seeking  ways  to  discourage 
smoking.  The  committee  is  especially  concerned  about  smok- 
ing in  elementary  age  groups  and  in  teenage  females.  There 
has  been  a statistical  increase  in  smoking  habits  of  teenage 
females  since  1 968  while  percentage  for  teenage  boys  is  at  ap- 
proximately the  1968  level.  The  committee,  under  the  chair- 
manship of  Charles  L.  Leedham,  M.D.,  is  seeking  to  reach 
these  groups  because  of  the  high  rate  of  use  of  cigarettes  and 
the  steady  increase  of  the  use  of  cigarettes  in  teenage  females. 


The  risks  of  smoking  are  well  known  to  physicians  and  the 
general  public.  Any  effort  to  discourage  use  of  cigarettes 
among  youth  and  to  reverse  this  disturbing  trend  is  desirable. 
Physicians  may  assist  in  the  following  ways:  1.  Make  a per- 
sonal commitment  against  smoking;  2.  Set  an  example  by  not 
smoking  in  front  of  people  under  your  influence;  3.  Take 
every  opportunity  to  assist  patients  or  others  in  the  endeavor 
to  stop  smoking;  4.  Be  well  prepared  with  information  and 
suggestions  which  will  help.  It  is  the  obligation  of  every  prac- 
ticing physician  to  aid  in  reducing  this  health  hazard. 

David  A.  Smith,  M.D. 

Medical  Editor 


Presidents  Presidents-Elect 

Secretaries  Executives 

of  County  Medical  Societies 

Mark  April  25  and  26  on  your  Calendar 

for  the 

1973  State  Society  Officers  Conference 

Penn  Harris  Motor  Inn 
On  the  program: 

Physician  Unions,  Malpractice,  Foundations 
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MONTGOMERY  COUNTY  MEDICAL  SOCIETY 

invites  the  members  and  their  immediate  families  to.  . . 

8 great  days  ii? 

MUNICH/VIENNA 

4 Nights  in  Munich/  3 Nights  in  Vienna 

$4o900 

Plus  10%  tax  and  service  (based  upon  double 
occupancy.  Single  supplement:  $90.00  additional. 


8 GREAT  DAYS  IN  MUNICH  / VIENNA  INCLUDE: 


• Overnight  round  trip  jet  transportation 
with  inflight  dining  and  beverage  service 

• 4 nights  in  Munich  at  the  deluxe  Munchen 
Hilton  Hotel 

• 3 nights  in  Vienna  at  the  deluxe  Inter 
continental  Hotel 

• Full  American  breakfast  each  morning 

• Elegant  dinners  served  each  evening  at 
your  hotel.  . . tipping  and  service  charges 
are  included  for  meals 

• Special  cocktail  reception  in  Munich 
including  snacks  at  the  Munchen  Hilton 

• A BAVARIAN  EVENING  including 
a huge  buffet  dinner  featuring 

all  the  local  delicacies  and  un- 
limited German  beer 

• Transportation  between  Munich  and 
Vienna  via  private  chartered  train 


• Special  orientation  briefing  by  UTS  local 
staff  upon  arrival  in  each  city 

• Half  day  sightseeing  tour  of  Munich 

• A complete  selection  of  optional  tours 
has  been  arranged  including: 

"A  PEEK  BEHIND  THE  WALL"- 
a comprehensive  tour  of  East  and 
West  Berlin 

• Services  of  UTS  local  staff  personnel  in 
both  Munich  & Vienna 

• Services  of  UTS  tour  escort  throughout 
your  "GREAT  DAYS  VACATION" 
program 

• Transfers  between  airports  and  hotels 
including  luggage  transfers  and  tipping 
for  porters 

• Hospitality  Desk  in  each  hotel  for  the 
seivice  and  convenience  of  all  passengers 


DEPART:  May  4,  1973  - RETURN:  May  12,  1973  - FROM:  Philadelphia  - Pittsburgh 


Montgomery  County  Medical  Society 
1 529  DeKalb  Street 
Norristown,  Pennsylvania  19401 

8 GREAT  DAYS  IN  MUNICH  / VIENNA 


Return  this  reservation  promptly  to  insure  space 

□ Depart  Philadelphia 

□ Depart  Pittsburgh 

$409.00  + $40.90  tax  and  services. 


Here  is  my  $ □ deposit  □ full  payment  for  our  trip.  I understand  a deposit 

of  at  least  $100.00  per  person  is  required  and  that  full  payment  is  due  45  days  before 
departure.  You  will  refund  my  entire  deposit  if  I cancel  at  least  45  days  before  depar- 
ture. There  will  be  people  in  my  party.  Names  attached. 

Make  checks  payable  to:  Montgomery  County  Medical  Society-Munich/Vienna  Holida 

Name Phone 

Address 

City State Zip 


For.  information  and  reservations  call : (215)  277  3690 

All  travel  arrangements  by  United  Travel  Service,  Inc.,  Brookline,  Mass.  02147 
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*MS  / AMA  membership  explained 

Your  Society  dues,  benefits  detailed  here 


The  PMS  Benefits  designated  below  as  “all"  include  partici- 
ation  in  or  eligibility  for: 

Appointment  to  commissions,  committees  and  councils; 

election  to  office;  the  right  to  vote 
Group  insurance  programs 
PMS  Professional  Liability  Insurance  Program 
Disability  Income  Plan 
Exceptional  Risk  Disability  Income  Plan 
Executive  Major  Medical  Coverage 
Excess  Major  Medical  Coverage 
Business  Overhead  Expense  Plan 
Accidental  Death  and  Dismemberment  Plan 
Individual  Life  Insurance  Program 
Medical  Benevolence  Fund 
Educational  Fund 

Pennsylvania  Medical  Continuing  Education 
Institute 

Pennsylvania  Medical  Care  Foundation 
Legal  opinions  on  medico-legal  questions 
Counsel  on  questions  of  medical  ethics 
Peer  review  on  request  in  disputes 
involving  third  parties 
Input  on  legislative  matters  through 
an  effective  lobby 
Pennsylvania  Medicine 
Physician  Placement  Service 
PaMPAC 

Speech  writing  service 

Public  Relations  Counsel 

Free  Health  Education  pamphlets 

There  are  other  programs  and  services  in  addition  to  those 
Ited. 

Membership  Classifications 
PMS  and  AMA  Dues  Purposes 


1 'TIVE  MEMBER  - Any  physician  who  is  fully  licensed  to 
practice  medicine  and  surgery  in  the  Commonwealth  of 
Pennsylvania  and  is  a member  of  a component  society.  Also, 
any  physician  who  is  employed  full-time  by  the  federal  gov- 
ernment in  a civilian  or  military  capacity  and  does  not  hold 
an  unrestricted  license  to  practice  medicine  and  surgery  in 
the  Commonwealth  of  Pennsylvania. 
ijDues:  PMS  - $100.00 

AMA  - $110.00  (AMA  dues  may  be  excused 
(1)  by  reason  of  financial  hardship  or 
illness,  or  (2)  if  member  is  retired 
from  active  practice.) 


Benefits:  PMS  - All 

AMA  - All  except  publications  for  AMA  dues 
exempt  under  (1)  or  (2)  are  available 
only  by  subscription  at  reduced  rates. 


LITARY  - (ACTIVE  MEMBER)  - Any  active  member  serving 
'emporarily  in  the  armed  forces  or  other  federal  government 
service  (before  March  1 ). 

3ues:  PMS  and  AMA  - Dues-exempt 

Benefits:  PMS  - All 

AMA  - Same  as  AMA  dues  exempt  (1)  and 
(2)  above. 


3ABILITY  - (ACTIVE  MEMBER)  - Any  Active  Member  who  is 
arevented  from  the  practice  of  medicine  by  reason  of  illness 
Dr  disability. 

Bues:  PMS  and  AMA  - Dues-exempt 

Benefits:  PMS  - All 

AMA  - Same  as  AMA  dues  exempt  (1)  and 
(2)  above. 


INTERN  and  RESIDENT  - Any  Member  serving  a hospital  in- 
ternship, residency,  or  other  recognized  full-time  postgradu- 
ate training. 


Dues: 

PMS 

- $10.00  (10%  of  regular  assessment) 

AMA 

- $20.00 

Benefits: 

PMS 

- All 

AMA 

- All 

SENIOR  ACTIVE  MEMBER  - Any  member  at  least  65  years  of 
age  on  January  1 with  at  least  30  years  continuous  mem- 
bership (membership  in  other  states  or  AMA  may  be 
included). 

Dues:  PMS  - $50.00  (50%  of  regular  assessment) 

AMA  - $110.00  (AMA  dues  may  be  excused 
(1)  by  reason  of  financial  hardship  or 
illness,  or  (2)  if  member  is  retired 
from  active  practice  or  (3)  over  age 


70). 

Benefits:  PMS  - All 

AMA  - Same  as  Active  Member  except 
publications  for  AMA  dues  exempt 
under  (1),  (2)  or  (3)  are  available  only 
by  subscription  at  a reduced  rate. 


AFFILIATE  MEMBER  - Any  member  of  a component  society 

who  belongs  to  one  of  the  following  classes: 

(a)  members  of  national  medical  societies  of  foreign 
countries 

(b)  American  physicians  whether  or  not  licensed  to  prac- 
tice medicine  and  surgery  in  Pennsylvania  engaged 
in  missionary  or  philanthropic  labors 

(c)  full-time  teachers  of  medicine  or  of  the  arts  and 
sciences  allied  to  medicine  who  are  not  holders  of  an 
unrestricted  license  to  practice  medicine  and  surgery 
in  the  Commonwealth  of  Pennsylvania 

(d)  physicians  not  fully  licensed  to  practice  medicine  in 
Pennsylvania  who  are  engaged  in  Pennsylvania  in 
research,  public  health  or  administrative  medicine 

(e)  physicians,  whether  or  not  fully  licensed  to  practice 
medicine  in  Pennsylvania,  who  are  retired  from  ac- 
tive practice 

(f)  physicians  in  active  practice  who  move  out  of  the 
Commonwealth  of  Pennsylvania  if  they  maintain  ac- 
tive membership  in  a county  society  and  the  state  so- 
ciety in  their  new  state  of  residence.  Members  in  this 
category  are  not  eligible  for  any  Society-endorsed  in- 
surance programs. 


Dues:  PMS  and  AMA  - Dues-exempt 

Benefits:  PMS  - cannot  vote  or  hold  any  office,  serve 

as  a delegate,  member  of  a commis- 
sion, committee,  or  council,  and  is 
not  entitled  to  benefits  of  Medical  Be- 
nevolence Fund  or  Educational  Fund 
AMA  - Same  as  Associate  Member 


ASSOCIATE  MEMBER  - Any  Active  or  Senior  Active  Member 
who  is  at  least  70  years  of  age  and  who  has  at  least  30  years 
continuous  membership  (membership  in  other  states  or  AMA 
may  be  included). 

Dues:  PMS  and  AMA  - Dues-exempt 

Benefits:  PMS  -All — except  cannot  vote,  hold  any  of- 

fice, serve  as  delegate,  member  of 
commission,  committee,  or  council. 

AMA  - May  not  vote  or  hold  office  and  will 
not  receive  scientific  publications  ex- 
cept by  direct  subscription. 
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From  Asia 


Securinine-- 


A central  nervous  stimulant 
is  used  in  treatment  of  amytrophic  lateral  sclerosis 


REUBEN  COPPERMAN,  M.D. 

GERTRUDE  COPPERMAN,  M.D. 

ARA  DER  MARDEROSIAN,  PH.D. 

Philadelphia 

1 

Securinine,  an  alkaloid  derived  from  a plant  found  in  Asia,  is  a 
powerful  stimulant  of  the  central  nervous  system  which  has 
been  used  clinically  in  the  Soviet  Union  and  China  for  the  last 
twelve  years.  The  tablet  form  of  the  medication  is  available  at 
local  Russian  pharmacies  when  prescribed  by  a physician  and 
is  “used  in  therapy  of  asthenic  conditions,  neurasthenias  with 
severe  fatigue,  cardiac  insufficiency,  paralysis  (including 
poliomyelitis),  and  impotence  of  neurogenic  origin The  injec- 
table form  of  the  drug  is  generally  more  effective.  Several  of  its 
clinical  effects  are  illustrated  in  a case  history  of  a patient  with 
amyotrophic  lateral  sclerosis.  The  disease  has  progressed 
while  the  patient  has  been  on  the  drug,  but  his  marked  symp- 
tomatic improvement  justifies  further  trial  of  Securinine  in  this 
disease  as  well  as  other  clinical  conditions. 


IN  JAMA,  December  6.  1971.  EG. 

Dimond  reported  after  his  trip  to 
the  Peoples  Republic  of  China,  that 
C hinese  researchers  were  using  a drug 
called  Securinine  for  the  treatment  of 
"chronic  poliomyelitis."1  Reasoning 
that  the  drug  may  be  active  in  diseases 
of  the  anterior  horn  cell,  Gertrude 
Copperman,  M.D.,  suggested  that 
Securinine  might  be  useful  in  the  treat- 
ment of  amyotrophic  lateral  sclerosis 
(ALS).  After  a drug  and  literature 
search  yielded  a small  quantity  of  the 
drug  and  some  information  regarding 
its  dose,  toxicity,  and  therapeutic  ef- 
fects, it  was  decided  to  administer  the 


drug  to  a patient  with  ALS.  At  this 
time,  almost  five  months  later,  suf- 
ficient knowledge  has  been  gained  to 
warrant  an  initial  report  about  this  un- 
usual and  potentially  useful  drug. 

Case  Presentation 

A H..  cif>e  47 — 

In  January  1971,  patient  had  the 
first  symptom  of  his  disease  when  he 
noted  that  he  did  not  have  the  strength 
in  his  left  hand  to  use  his  nail  clipper. 
Waiting  expectantly  for  the  symptom 
to  clear,  he  did  not  seek  medical  atten- 
tion for  several  weeks,  during  which 


time  he  noted  the  onset  of  weakness 
his  right  hand.  In  late  March  1971 
was  admitted  to  the  neurological  set 
ice  of  a hospital  in  St.  Louis,  Mo.,  a 
after  extensive  testing,  including  elt1 
tromyography  and  lumbar  puncture 
diagnosis  of  ALS  was  made.  Patit 
was  informed  of  his  diagnosis  a; 
discharged  after  he  was  told  that  • 
treatment  was  available  for  t 
disease. 

Shortly  after  discharge,  the  patit 
and  his  family  moved  to  Philadelpb 
where  he  had  already  joined  the  fac 
ty  of  a local  university  as  a profes; 
of  sociology.  A neurologist  was  ct 
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lilted  for  management  of  his  illness, 
nd  after  reviewing  the  records  from 
it.  Louis,  the  neurologist  accepted  the 
diagnosis  without  additional  study. 

In  late  November  1971,  patient 
ought  the  medical  care  of  one  of  us, 
iertrude  Copperman,  M.D.,  who  in- 
stituted home  physiotherapy  in  the 
|orm  of  a stationary  bicycle,  overhead 
'ulleys,  weaving  looms,  and  other 
evices.  Despite  the  definite  benefit  of 
these  exercises,  the  patient  continued 
b show  progression  of  his  disease,  so 
pat  some  of  the  physiotherapy  had  to 
e modified  and  even  discontinued 
• hen  patient  was  unable  to  perform 
tie  movements.  In  February  1972,  the 
atient  was  apprised  of  the  foreign 
linical  use  of  Securinine,  and  he 
lected  to  start  the  drug  immediately 
ither  than  wait  for  additional  infor- 
mation regarding  its  use.  On  February 
I,  1972  he  was  admitted  to  Presby- 
;rian-University  of  Pennsylvania 
ledical  Center  for  the  first  time. 

1 At  this  time  patient  complained  of 
ixtreme  weakness  of  his  shoulder 
irdle.  arms,  forearms,  hands,  and 
ngers.  He  could  not  dress  or  wash 
imself.  With  the  use  of  a cock-up  wrist 
i 


splint  and  a special  spoon,  he  could 
clumsily  feed  himself  with  specially 
prepared  foods,  but  for  other  foods  he 
required  assistance.  He  could  not  lift  a 
glass  to  his  mouth,  necessitating  using  a 
straw  for  liquid  nourishment.  Ambula- 
tion was  markedly  abnormal  with  a 
wide  shuffling  gait;  he  had  previously 
suffered  several  falls  because  of  inabili- 
ty to  compensate  for  a loss  of  balance 
by  a correcting  maneuver.  He  could  not 
turn  over  in  bed  or  maneuver  himself 
into  a sitting  position.  Getting  out  of  a 
chair  could  only  be  performed  if  the 
chair  were  high  enough  to  require  only 
minimal  additional  thrust  of  his  legs 
after  rocking  to  and  fro.  Patient 
complained  that  he  was  always  aware  of 
a thick-feeling  tongue,  and  he  had  to 
speak  slowly  in  order  to  avoid  slurring 
his  speech.  In  addition,  for  approxi- 
mately five  weeks  prior  to  admission, 
patient  experienced  gagging  and 
retching  every  morning,  especially 
when  brushing  his  teeth. 

Unknown  to  all  his  physicians  at  the 
time  of  admission  but  subsequently 
confirmed  by  his  wife,  patient  had 
become  sexually  impotent  approxi- 
mately three  months  prior  to  admis- 


sion. Despite  his  physical  deterioration, 
the  patient  had  not  accepted  the  inevi- 
tablity  of  sexual  impotency,  and  he  con- 
sulted his  neurologist  who  could  offer 
no  suggestions.  He  attempted,  with  the 
cooperation  and  understanding  of  his 
wife,  who  is  a psychiatric  social  worker, 
to  overcome  his  limitation  by  various 
techniques  of  resting  and  of  sexual 
stimulation,  but  these  efforts  were  fruit- 
less. 

Physical  examination  revealed  those 
findings  consistent  with  moderately  ad- 
vanced ALS.  There  were  numerous  fas- 
ciculations  seen  at  different  times  over 
many  parts  of  his  body  and  extremities. 
Marked  atrophy  was  apparent,  particu- 
larly in  the  upper  extremity  and 
shoulder  girdle.  The  fingers  of  his 
hands  could  not  be  used  individually, 
and  there  was  atrophy  of  the  intrinsic 
muscles  of  the  hands  with  typical  claw 
deformities  of  the  Fingers.  Weakness  of 
the  lower  extremities  was  demon- 
strated. primarily  in  the  flexors  of  the 
hips  and  in  the  extensors  of  the  knees, 
but  dorsiflexion  of  the  feet  seemed  in- 
tact. Reflexes  were  exaggeratedly 
hyperactive,  but  no  sustained  clonus 
could  be  obtained.  There  was  no  evi- 
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AFTERNOON  ORAL  DOSE 
OF  4 TABLETS 


rHE  GRAPH  shows  the  increase  in  muscle  strength  of  four  muscle  groups  during  the  first  fifteen  days  as  a result  of 
Physiotherapy  plus  Securinine.  Also  note  the  increased  muscle  strength  following  the  use  of  pure  medication  from  Japan.  On 
stopping  the  medication,  muscle  weakness  followed.  Other  muscle  groups  followed  the  same  pattern. 
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dence  of  shriveling  of  the  tongue,  and 
he  was  able  to  protrude  his  tongue  nor- 
mally. Mentation  was  intact  and 
cerebellar  functions  which  could  be 
tested  were  normal. 

CBC,  urinalysis.  FBS,  BUN,  uric 
acid,  alkaline  phosphatase,  and  bi- 
lirubin were  all  normal.  SGOT  on  ad- 
mission was  335  ImU/ml.  Repeat 
SGOT  three  days  later  was  5 ImU/ml. 
CPK  was  42  ImU/ml,  Aldolase  1.7 
ImU/ml.  Chest  x-ray  and  EKG  were 
normal. 

Patient  was  seen  in  consultation  by  a 
staff  neurologist  who  stated  that  the  his- 
tory and  physical  examination  were 
consistent  with  the  diagnosis  of  amyo- 
trophic lateral  sclerosis,  and  that  fur- 
ther testing  was  not  indicated. 

On  the  evening  of  admission.  1 .2  mg 
of  Securinine  was  administered  orally 
and  the  dose  gradually  increased  to  a 
maximum  of  4 mg  b.i.d.  By  the  time  ot 
discharge  four  days  later,  there  were  no 
adverse  effects,  and  several  favorable 
clinical  effects  were  reported  by  the  pa- 
tient and  noted  by  his  physicians  and 
family.  Most  importantly,  the  patient 
was  no  longer  aware  of  his  tongue,  and 
he  had  no  gagging  or  retching.  He 
spoke  faster  and  with  more  animation. 
His  facial  features  were  less  wooden 
and  stiff.  His  gait  and  balance  were 
improved  so  that  he  was  able  to  turn 
180  degrees  with  fewer  intervening 
steps.  He  was  able  to  walk  upstairs  with 
each  foot  successively,  instead  of  land- 
ing on  each  step  with  both  feet. 

No  change  was  noted  in  either  the 
frequency  of  fasciculations  or  in  his 
reflexes. 

Patient  was  discharged  on  the  fourth 
hospital  day  so  that  he  would  be  able  to 
resume  his  teaching  responsibilities  at 
the  university.  On  the  second  night 
after  leaving  the  hospital,  the  patient 
was  able  to  enjoy  normal  sexual  activity 
and  until  recently  has  had  sexual  activi- 
ty approximately  two  times  per  week. 

After  discharge,  patient  started  to 
show  increased  weakness  and  a 
decreased  responsiveness  to  the  drug, 
which  was  attributed  to  his  overenthu- 
siasm in  performing  physiotherapy.  In 
order  to  conserve  the  very  limited 
supply  of  medication,  and  because  the 
literature  indicated  that  subcutaneous 
administration  of  the  drug  was  more  ef- 
fective in  cases  of  paralytic  poliomye- 
litis, subcutaneous  administration  of  2 
mg  of  the  drug  was  started  on  March  3, 
1 972.  One  half  hour  after  the  First  dose, 
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patient  demonstrated  the  benefit 
derived  from  the  medication  by  per- 
forming various  maneuvers  such  as  get- 
ting up  from  a chair,  which  he  could 
not  do  prior  to  receiving  the  injection. 
Over  the  course  of  the  next  two  weeks, 
patient  showed  a decreased  response  to 
his  daily  injections.  This  was  attributed 
to  the  inherent  instability  of  the 
alkaloid  salt  in  solution,  which  was  con- 
firmed by  spectral  studies  to  be 
described  later. 

Patient  stated  that  approximately 
one  half  hour  after  his  morning  injec- 
tion he  would  feel  a "surge"  in  his 
muscles,  particularly  of  his  less  affected 
lower  extremities,  and  that  he  became 
"aware  that  I have  muscles."  Thereafter 
for  several  hours  he  had  increased 
strength  that  he  did  not  have  prior  to 
his  injection.  Toward  late  afternoon  he 
would  start  to  fade,  so  that  by  evening 
he  would  be  quite  tired  and  weak. 

The  medication  that  had  been  used 
to  this  date  was  a crystalline  powder  of 
pure  securinine  nitrate  obtained  from  a 
private  source  who  has  requested  ano- 
nymity, and  by  six  weeks  after  starting 
the  drug  only  30  milligrams  remained. 
At  this  time  the  first  batch  of  medica- 
tion was  received  from  the  USSR  in  the 
form  of  eight  bottles  of  securinine  ni- 
trate, containing  100  tablets  of  2 mg 
each.  Immediate  effort  was  directed  to 
the  problem  of  extracting  the  active 
principal  from  the  tablet  because  the 
subcutaneous  route  had  been  described 
as  more  efficacious.  In  the  meantime, 
the  patient  was  maintained  on  the  tablet 
form  of  the  medication.  Knowing  that 
the  Chinese  researchers  had  used  this 
drug  in  a dose  eight  times  the  dose 
described  by  the  Russians,1  we 

gradually  increased  the  dose  of 

Securinine  to  eight  tablets  twice  daily. 
A drug  free  interval  of  one  week  was 
instituted  every  three  weeks,  as  recom- 
mended by  both  the  Chinese  and  Rus- 
sian communications  that  were  being 
received  by  this  time. 

Despite  these  heroic  efforts,  patient 
continued  to  show  a downhill  course 
with  progressive  weakness  in  his  upper 
and  lower  extremities.  Occasionally 
there  was  a recurrence  of  the  tongue 
thickening  and  gagging.  Patient’s  gait 
and  balance  became  worse,  so  that  on 
April  25,  1972  patient  fell  over  a chair 
in  his  classroom  and  suffered  several 
fractures  for  which  he  was  admitted 
the  next  day  to  Presbyterian-Univer- 
sity  of  Pennsylvania  Medical  Center 


for  the  second  time.  An  x-ray  revealed 
fractures  of  the  left  zygoma  and  left  in- 
ferior orbital  ridge,  which  received  nc 
therapy.  A cast  was  applied  for  a frac- 
ture of  the  fifth  right  metacarpal.  Pa- 
tient was  discharged  on  the  third  day 
so  that  he  could  finish  his  school 
semester. 

Approximately  one  week  prior  tc 
his  third  admission  on  May  8,  1972 
patient  was  taken  off  all  medication 
and  it  was  definitely  concluded  thar 
the  tablets  did  not  produce  the  sarm 
clinical  response  as  the  subcutaneou- 
injection.  Despite  our  failure  to  extraciu 
pure  quantifiable  medication  from  the 
2 mg  tablets,  it  was  decided  to  usd 
what  was  available  by  subcutaneou: 
injection. 

At  the  time  of  his  third  admission  i 
was  quite  apparent  that  patient  hat 
had  a progression  of  his  disease,  par 
ticularly  in  the  lower  extremities.  Pa 
tient  would  tend  to  fall  on  ambulatior 
because  his  right  foot  would  not  sus 
tain  his  weight  and  his  foot  would  in 
vert.  He  complained  that  for  approxi 
mately  five  days  prior  to  admission  hi 
had  recurrence  of  tongue  stiffness,  bu 
no  gagging  except  on  occasions.  Goinji 
up  and  down  stairs  had  become  such  ; 
severe  problem  that  plans  were  beinj 
made  by  the  family  to  move  to  a on' 
level  apartment.  Practically  all  daih 
activities  had  become  extremely  dif I 
ficult,  and  patient  now  resorted  to  thi 
use  of  a wheelchair  instead  o 
ambulating  on  his  own. 

Physical  examination  was  essen 
tially  unchanged  in  all  other  respects 
except  that  patient  had  lost  fivjr 
pounds  from  the  time  of  his  first  adi 
mission.  This  weight  loss  was  attribu 
table  to  increased  muscle  atrophy. 

Laboratory  studies  including  CBC; 
urinalysis,  glucose,  BUN,  creatinine 
SGOT,  bilirubin,  alkaline  phosphatase 
serum  electrolytes,  calcium,  phos 
phorus,  and  uric  acid  were  all  normal' 
CPK  was  1 10,  83.  and  48  ImU/ml  oi 
three  separate  occasions.  PulmonaU 
function  studies  revealed  a moderatell 
reduced  vital  capacity  and  maxima 
breathing  capacity,  but  all  other  pul 
monary  function  tests  were  normal. 

Patient  was  sent  to  physiotherap 
for  baseline  evaluation  of  muscli 
strength.  The  following  morning  pa 
tient  received  by  subcutaneous  injec 
tion  */2  ml  ot  an  extemporaneously 
prepared  aqueous  filtered  extract  c 
several  tablets  containing  a theoretic; 
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naximum  concentration  of  8 mg/ml  of 
ecurinine  nitrate.  During  his  stay  in 
he  hospital,  patient  received  the  same 
lose  at  approximately  9 a.m.  and  was 
.ent  to  physiotherapy  for  a morning 
ind  afternoon  workout.  His  ability  to 
ift  weights  with  various  muscle  groups 
js  plotted  against  time  in  the  graph. 
j\fter  the  third  injection,  patient  was 
jssentially  unaware  of  his  tongue  and 
jemained  free  of  this  symptom  for  the 
emainder  of  his  stay.  He  had  no  gag- 
ing or  retching.  During  this  hospital 
jtay  a brace  was  obtained  to  prevent 
inversion  of  the  right  foot,  and  thereaf- 
ter patient's  walking  was  improved, 
j’atient  was  discharged  feeling  much 
tronger  as  compared  to  the  time  of 
dmission.  but  admitting  that  he  was 
/eaker  than  at  the  time  of  his  first  ad- 
lission. 

Patient  was  continued  on  physiother- 
py  as  an  out-patient  three  times  per 
peek,  and  after  eighteen  days  of  daily 
ijection  the  medication  was  stopped 
Dr  one  week.  On  resuming  the  daily 
ljections  extracted  from  a different 
: atch  of  tablets,  the  medication  was 
ot  found  to  be  as  effective  as  before, 
nd  on  one  occasion  patient  felt  too 
reak  to  go  from  his  home  to  the  hospi- 
tl  for  physiotherapy. 

( All  attempts  to  purify  the  aqueous 
xtract  of  the  drug  proved  unsuc- 
cessful until  recently.  On  June  5.  1972, 
(vo  grams  of  the  pure  alkaloid, 
ecurinine,  was  received  from  Japa- 
nese researchers  who  had  been  active 
i researching  the  drug  in  1962.  With 
pme  difficulty,  the  nitrate  salt  was 
repared  and  a saline  solution  of 
ecurinine  nitrate  in  a concentration  of 
mg/ml  was  available  for  use.  Because 
f the  patient's  advanced  clinical  dete- 
oration,  it  was  decided  to  increase 
le  dose  of  his  daily  injection  to  4 mg 
nd  to  use  four  tablets  orally  in  the  late 
fternoon  two  hours  post-prandially. 
The  improvement  in  his  physical 
rength  and  well-being  after  these  in- 
actions can  only  be  appreciated  by  lis- 
ping to  the  patient,  his  wife,  his  18- 
ear-old  daughter,  and  his  15-year-old 
)n.  They  described  how  they  had  to 

Euggle  with  him  and  how  they  could 
rdly  drag  him  to  the  bathroom  prior 
the  injection,  whereas  after  the  in- 
■ction  the  patient  could  get  up  by 
imself  from  a sitting  position  and 
ven  walk  without  assistance.  The 
slief  from  extreme  exhaustion  and  fa- 
gue  was  especially  important  to  the 


patient.  He  continued  to  visit  the 
physiotherapy  department  of  the  hos- 
pital, and  his  muscle  strength  during 
this  period  is  shown  also  on  the  graph. 

Patient  remains  practically  free  of 
tongue  and  gagging  symptoms.  The 
thick  feeling  of  his  tongue  and  the  gag- 
ging recur  primarily  during  the  last 
phase  of  the  three-week  period  of  med- 
ication or  during  the  drug  free  in- 
terval. It  has  so  far  always  been 
reversed  after  restarting  Securinine 
(particularly  by  subcutaneous  injec- 
tion), and  he  has  never  had  these 
bulbar  symptoms  during  the  first  two 
weeks  of  administration  when  the  drug 
seems  to  be  most  effective  in  all  re- 
spects. Patient  has  been  sexually  less 
effective  in  the  last  four  weeks,  having 
difficulty  with  the  additional  problem 
of  premature  ejaculation.  He  describes 
no  increase  in  libido. 

The  psychic  effect  of  being  treated 
with  an  active  pharmaceutical  agent 
has  been  considerable  for  the  entire 
family.  The  patient  and  his  family  know 
that  the  drug  is  not  a cure  for  this 
disease,  but  they  hope  the  injections 
continue  to  produce  the  same  dramatic 
symptomatic  improvement  as  before. 

Discussion 

Securinine  is  the  principal  alkaloid 
of  some  fifteen  closely  related 
alkaloids  isolated  from  Securinega 
suffruticosa  (Pall.)  Rehder  (Euphori- 
biaceae)  and  several  closely  related 
species. 

The  major  species  above  is  native  to 
the  Ussari  Region,  USSR,  and  is  a 


semi-shrub  or  deciduous  bush  standing 
1.5-3. 5 m tall  and  is  the  sole  represent- 
ative of  the  genus  in  the  flora  of  the 
USSR.  It  may  be  found  in  Primorskiy 
Kray  and  Priamur'ye  and  has  been 
found  westward  to  Nerchenskaya 
Dauriya.  Interest  in  this  plant  ap- 
peared in  1950  as  a consequence  of  the 
studies  of  the  Ussurinyskaya  Expedi- 
tion of  the  All-Union  Institute  of  Me- 
dicinal and  Aromatic  Oils  (VILAR) 
whose  chemistry  division  first  isolated 
the  new  alkaloid,  Securinine.2  Phar- 
macologic and  clinical  investigations 
followed,  and  the  Pharmacological 
Committee  of  the  Ministry  of  Public 
Health,  USSR,  decided  to  release  the 
drug,  securinine  nitrate,  for  use  in 
various  clinical  states  as  described 
below. 

Several  articles  have  appeared  on 
the  determination  of  the  structure  of 
Securinine  and  its  stereo-chemistry. 
These  studies  have  shown  the  alkaloid 
to  be  a 8H-6,  I I b-methanofuro  [2,  3- 
c]  pyrido  [1,  2a]  azepine  derivative 
with  an  elemental  analysis  of  Ci3  H ,5 
N02  HNOa  (for  the  nitrate)  and  a mo- 
lecular weight  of  2 1 7.26  (C  = 7 1 .86%  ; 
H =6.96%  ; N =6.45%  ; 0=  14.73%  ).» 
Detection  of  Securinine  in  biological 
materials  can  readily  be  performed  by 
thin  layer  chromatography  using  AU 
0:)  as  absorbent  and  C'HC  1 3-C,;H(i- 
EtOH  (25:25:2)  as  solvent.4  An 
aqueous  solution  of  securinine  nitrate 
can  be  identified  by  a characteristic 
ultra-violet  absorption  spectrum  when 
irradiated  at  256  mu.5  The  melting 
point  of  200-205°  C has  been  used  to 
test  the  purity  of  our  securinine  nitrate 
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preparations  after  treating  the  alkaloid 
with  an  aliquot  of  nitric  acid.6 

The  study  by  S.L  Friess,  et  al  repre- 
sents the  only  known  study  of  the 
pharmacology  and  toxicology  of 
Securinine  in  the  English  language. 
The  L.  D.so  dose  in  mice  when  ad- 
ministered intravenously  is  3.5  mg/kg. 
In  cats,  this  dose  level  of  3.5  mg/kg 
produced  generalized  convulsions  and 
resembled  strychnine  in  its  actions,  but 
the  cats  recovered  after  five  minutes.7 
Turova  and  Aleshkina  determined  that 
doses  of  0. 1-0.2  mg/kg  demonstrated 
powerful  stimulation  to  the  central 
nervous  system  of  cats,  but  that  at  doses 
of  5-30  mg/kg,  strychnine-like-  spasms 
were  generated.8  Buravtseva 
concluded  on  the  basis  of  elec- 
tromyographic studies  in  paralytic 
poliomyelitis  cases  that  the  drug  was 
acting  on  the  anterior  horn  cell  of  the 
spinal  cord.9  One  Russian  investigator 
claimed  that  the  drug  increased  the  02- 
absorption  of  cerebral,  liver,  kidney, 
and  skeletal  muscle  tissues. 10  Friess,  in 
an  acetylcholinesterase-acetylcholine 
system  found  the  enzyme-inhibitor  dis- 
sociation constant,  K,,  to  be  (1.6  ± 
0.1)  x 10~4  which  was  approximately 
1/1000  the  value  of  physostigmine.7 

Both  Securinine  and  securinine  ni- 
trate appear  in  the  current  Russian 
Pharmacopeia.6  The  Russian  Drug 
Index,  2nd  edition,  1967,  as  compiled 
by  the  U.S.  Department  of  Health,  Ed- 
ucation, and  Welfare,  describes  se- 
curinine nitrate  as  follows:  “ Used  in 
therapy  of  asthenic  conditions, 
neurasthenias  with  severe  fatigue,  car- 
diac insufficiency,  paralysis  (including 
poliomyelitis)  and  impotence  of 
neurogenic  origin.” 

Each  vial  of  100  tablets  of 
Securinine  as  sold  in  Russian  phar- 
macies when  prescribed  by  a physi- 
cian, contains  an  insert  listing  indica- 
tions, contraindications,  dose,  side  ef- 
fects, and  storage  instructions.  The  in- 
sert states  in  part: 

Indications:  Securinine  nitrate  is 
recommended  in  various  types  of 
motor  disorders: 

a)  paresis  and  paralysis  associated 
with  poliomyelitis  (during  the  recovery 
period  of  this  disease);  b)  paresis  and 
paralysis  to  increase  the  neuroreflex 
excitation  of  the  spinal  apparatus;  c) 
flaccid  paralysis  caused  by  infectious 
diseases;  d)  impotence  caused  by  func- 
tional neurogenic  disorders;  e)  as  a 
tonic  in  general  asthenia  associated 


with  disorders  characterized  by  ex- 
haustion; f)  cardiac  insufficiency  and 
hypotension. 

Contraindications:  Securinine  is 

contraindicated  in  hypertension,  ar- 
teriocardiosclerosis,  Basedow's  disease, 
acute  and  chronic  nephritis  and  hepa- 
titis, epilepsy,  and  tetanus.  It  is  also 
contraindicated  in  acute  poliomyelitis, 
meningitis,  muscular  contractures,  res- 
piratory disorders,  toxic  conditions, 
and  individual  intolerance  (end  of  in- 
sert). 

It  should  be  emphasized  that  the  in- 
sert quoted  above  described  the  indica- 
tions for  the  use  of  the  tablet  form  of 
the  medication  available  at  Soviet 
pharmacies  when  prescribed  by  a 
physician.  The  injectable  form  of  the 
medication  could  not  be  obtained  by 
us,  and  we  could  obtain  no  official  in- 
formation regarding  the  clinical  uses 
to  which  the  drug  might  be  applied  at 
specialized  institutions  such  as  the  In- 
stitute of  Neurology  in  Moscow  with 
whom  we  communicated.  There  is 
reason  to  believe  that  the  injectable 
form  may  be  useful  in  situations  not 
described  by  the  above  insert,  such  as 
in  trauma  to  the  central  nervous 
system  as, mentioned  below. 

It  is  discouraging  to  note  that  no 
Russian  reference  has  been  found  on 
the  use  of  securinine  nitrate  in  the 
treatment  of  ALS.  Dimond's  reference 
to  the  Chinese  use  of  this  drug  at  doses 
eight  times  the  dose  recommended  by 
the  Russians  for  the  treatment  of 
"chronic  poliomyelitis”  leaves  open 
the  hope  that  increased  doses  may  slow 
down  the  progression  of  the  disease. 
He  did  not  define  the  term  “chronic 
poliomyelitis,"  but  it  is  sometimes  used 
as  a synonym  for  amyotrophic  lateral 
sclerosis.11 

The  symptomatic  improvement  in 
our  patient  with  the  use  of  Securinine 
has  been  gratifying,  despite  the 
progression  of  the  disease.  The  graph 
showing  the  weights  lifted  by  various 
muscle  groups  as  a function  of  time 
does  not  reflect  the  total  effect  of  the 
medication  on  muscle  strength,  fa- 
tigue. and  general  well-being.  Prior  to 
the  first  day  of  the  graph,  patient  was 
using  a stationary  bicycle,  overhead 
pulleys,  and  ambulation  as  his  main 
form  of  physiotherapy.  He  had  not  had 
systematic  physiotherapy  aimed  at  the 
major  muscle  groups  until  his  third  ad- 
mission to  Presbyterian-University  of 
Pennsylvania  Medical  Center  for  this 
purpose.  As  a consequence,  his  initial 


testing  showed  extreme  weakness  in 
practically  all  of  the  motions  for  which 
he  was  tested.  His  rapid  improvement 
as  shown  in  the  first  part  of  the  graph 
could  be  attributed  to  both  physio- 
therapy and  to  the  aqueous  extract  ot 
the  tablets  which  was  started  the  day 
after  admission. 


After  approximately  fifteen  days  of 
improvement  in  muscle  strength  and 
other  symptoms,  patient  went  into  a 
decline  and  became  exhausted  afte 
physiotherapy,  and  on  one  occasion  h 
was  too  weak  to  get  to  physiotherapy 
Fortunately  at  this  time,  the  medicatio 
from  Japan  arrived,  and  the  patiem 
showed  increased  muscle  strength  and  < 
feeling  of  rejuvenation.  His  increasec 
muscle  strength  is  very  well  il lust ratec 
in  the  graph.  The  graph  also  shows  tht 
decrease  in  muscle  strength  when  tht 
medication  was  stopped. 

We  (as  well  as  our  highly  informet 
and  intelligent  patient)  are  well  awan 
of  the  fact  that  most  of  the  responses  an 
subjective  and  not  verified  by  objective 
measurement.  The  recovery  fron 
sexual  impotency  might  be  attributed 
for  example,  to  the  psychic  uplift  tha 
would  come  from  being  treated  with 
pharmaceutical  agent  that  one  believei 
would  stop  the  disease.  We  have  mad 
no  attempt  to  substitute  placebos,  fo 
we  were  primarily  trying  to  treat  a pa 
tient,  and  we  were  not  studying  eithe 
the  disease  or  the  drug.  Despite  thi 
there  are  two  aspects  that  mo> 
researchers  would  accept  as  evidenc 
conducted  under  double-blind  cor 
ditions. 
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The  first  double-blind  feature  relate 
to  the  recovery  from  sexual  impotenc 
The  patient  related  that  his  recover; 
was  enjoyed  on  the  night  of  Februar 
15.  1972  after  discharge  from  the  hos 
pital,  even  though  he  had  been  imp* 
tent  for  three  months  prior  to  admi 
sion.  That  securinine  nitrate  is  used  i 
the  Soviet  Union  for  the  treatment 
neurogenic  sexual  impotency  was  n 
known  to  us  until  we  received  the  via 
of  medication  from  the  USSR  on  Apr 
1,  1972.  Informal  discussion  wit 
visiting  Russian  physicians  through  th 
Citizens  Exchange  Corps  yielded  t 
information  that  Securinine  is  the  mo: 
effective  drug  available  in  the  USSR  fc 
sexual  impotency. 

The  second  "double-blind  exper 
ment  occurred  on  the  twenty-eight 
day  after  starting  the  drug.  Experiem 
gained  with  the  drug  in  solution  show* 
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to  be  a very  labile  drug  whose  ultra- 
liolet  absorption  spectrum  changed  on 
anding  approximately  seven  days, 
his  seemed  to  correspond  to  the 
.ecreased  response  with  each  succes- 
ve  dose;  and  with  each  initial  dose 
om  a freshly  made  solution,  he  experi- 
tced  a heightened  response.  On  the 
venty-eighth  day  he  received  the  ini- 
al  injection  of  a freshly  made  solution, 
id  after  a half  hour  he  reported  he 
iuld  feel  no  beneficial  effect.  Analysis 
this  solution  showed  a gross  change 
i its  U-V  spectral  characteristics, 
eview  of  the  steps  in  preparation  sug- 
;sted  that  a flamed  spatula  had  been 
>ed  before  it  had  cooled.  A fresh  solu- 
pn.  prepared  with  appropriate  precau- 
jns,  yielded  the  desired  heightened 
,'sponse  in  our  patient.  In  other  words, 
.'ither  the  patient  nor  his  physicians 
tew  that  he  was  being  given  an  inac- 
|/e  preparation,  but  the  patient  recog- 
I.  zed  the  difference  by  its  lack  of  effect. 
We  have  not  been  able  to  discern 
am  the  literature  the  specific  disease 
(ates,  other  than  poliomyelitis,  for 

Iiich  the  drug  has  or  has  not  been 
und  efficacious  by  Chinese  or  Soviet 
nicians.  We  have  not  come  across 
ly  double-blind  clinical  studies,  and  it 
I extremely  difficult  to  infer  how  ex- 
isively  they  have  applied  the  drug  in 
i nical  medicine.  It  would  be  desirable 
obtain  such  information  before  em- 
I rking  on  an  expensive  clinical  evalu- 
i‘on  study,  but  it  may  not  be  possible 
i obtain  such  information  short  of 
Citing  these  countries.  We  do  have 


reason  to  believe  that  Securinine  is  used 
in  situations  for  which  American  medi- 
cine has  no  comparable  pharmaceutical 
agent.  For  instance,  we  have  found  no 
reference  to  the  use  of  Securinine  fol- 
lowing trauma  to  the  central  nervous 
system.  However,  a Russian  orthopedic 
surgeon  whom  we  met  while  he  was 
visiting  the  U.S.  through  the  Citizen 
Exchange  Corps  stated  that  postopera- 
tively  Securinine  is  used  routinely  in 
paralytic  states  following  nontran- 
secting injury  to  the  spinal  cord.  This 
single  application  of  the  drug  would 
more  than  justify  its  continued 
research. 

Unlike  strychnine,  to  which  thisdrug 
has  been  compared  because  of  its  toxic 
manifestation  of  convulsions,  Se- 
curinine seems  to  be  non-toxic  and  a 
comparatively  safe  drug.  No  evidence 
of  a hypertensive  effect  was  seen  in  our 
patient,  as  cautioned  by  Buravtseva,9 
even  when  on  16  mg  b.i.d.:  orally.  No 
untoward  effects  are  being  experienced 
at  the  present  dose  of  4 mg  s.c.  and  8 
mg  p.o.  The  Chinese  experience  would 
suggest  that  0.2-0. 3 mg/kg  s.c.  daily 
will  also  prove  to  be  safe.12  It  is  our  in- 
tention to  use  this  dose  eventually  in 
order  to  determine,  if  possible,  the  op- 
timum dose  for  our  patient. 

Conceivably  there  are  many  reasons 
why  this  pharmaceutical  agent  has 
gone  unnoticed  by  American  medi- 
cine, not  least  of  which  is  its 
unavailability.  It  is  to  be  hoped,  now 
that  American-Chinese  relations  have 
been  re-established,  that  the  attention 


drawn  to  Securinine  will  be  one  of 
many  benefits  which  will  be  realized 
through  fruitful  exchange  of  informa- 
tion. 

Plans  have  been  made  to  study  the 
clinical  and  scientific  aspects  of  this 
potentially  useful  drug.  □ 
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Laryngeal  Carcinoma 

GABRIEL  F.  TUCKER,  JR.,  M.D. 
Philadelphia 


Laryngeal  carcinoma  remains  the  commonest  and  most 
curable  of  the  non-cutaneous  tumors  of  the  head  and  neck. 
As  in  any  large  group  of  patients,  there  can  be  no'true  ster- 
eotype. The  usual  patient  is,  however,  a male  in  his  titties 
or  sixties  who  smokes  heavily,  often  drinks  heavily,  and 
usually  abuses  his  voice.  He  is  often  employed  in  heavy  in- 
dustry which  requires  him  to  talk  in  a noisy,  dusty,  dirty  at- 
mosphere. These  factors,  however,  cannot  explain  either  the 
nine-year-old  farm  boy  or  a number  of  very  soft  spoken  la- 
dies who  have  never  smoked  or  drunk. 

Hoarseness  is,  of  course,  the  usual  and  often  quite  early 
symptom  of  glottic  carcinoma;  a lesion  only  one  or  two 
millimeters  in  diameter  can  make  some  patients  extremely 
hoarse.  It  is  the  early  recognition  of  this  single  fact  and  its 
propagandization  by  the  American  Cancer  Society  and  sim- 
ilar groups  which  has  done  so  much  to  achieve  a cure  rate 
which  exceeds  90  percent  in  those  patients  whose  lesion 
was.  indeed,  early  and  who  were,  indeed,  well  enough  in- 
formed and  sufficiently  non-procrastinating  to  seek  help 
promptly.  Such  efforts  must  be  continued  not  only  to  edu- 
cate the  public  regarding  symptoms  but  to  educate  those 
members  of  the  medical  profession  who  are  loth  to  perform 
mirror  examination  on  every  hoarse  patient  or  at  least  to 
refer  said  patients  for  examination. 

While  it  is  still  true  that  almost  half  of  those  patients 
whose  disease  is  so  extensive  and  obstructive  as  to  require 
tracheotomy  when  they  are  first  seen  can  still  be  salvaged 
by  total  laryngectomy,  it  must  also  be  admitted  that  these 
same  patients  usually  give  a history  of  hoarseness  that  goes 
back  to  periods  approximating  one  year.  Responsibility  for 
this  delay  lies  in  patient  procrastination  or  physician  pro- 
crastination once  everyone  is  sufficiently  well  informed  to 
realize  the  gravity  of  the  presenting  symptoms. 

Hoarseness  can  be  a late  symptom  of  non-glottic  car- 
cinoma. Tumors  which  arise  in  the  non-vibrating  parts  of 
the  larynx  may  initially  cause  local  discomfort,  difficulty 
swallowing,  a feeling  of  a lump  in  the  throat,  etc.  Such 
symptoms  are  characteristic  of  non-glottic  laryngeal  cancer 
and  also  hypopharyngeal  carcinoma.  Lesions  which  present 
with  these  more  subtle  symptoms  are  essentially  more  silent 
and.  unfortunately  because  of  their  extent  when  first  diag- 
nosed, less  curable  than  the  glottic  lesions  (30  to  60  per- 
cent). These  figures  are  still  relatively  high  in  comparison 
with  such  diseases  as  carcinoma  of  the  lung  (8  percent). 

Medical  progress  has  brought  with  it  increasing  sophis- 
tication in  the  techniques  of  diagnosis,  radiotherapy,  and 
laryngeal  surgery.  Diagnostic  techniques  include  not  only 
improved  laryngoscopic  and  microlaryngoscopic  in- 
struments but  also  laryngeal  planigraphy,  laryngography. 
and  xeroradiography.  The  employment  of  cobalt  as  a high 
energy  source  and  also  the  Van  de  Graaf  generator  have 
done  much  to  lessen  the  morbidity  of  radiotherapy;  the  abil- 
ity of  radiotherapy  to  permanently  cure  all  but  the  earliest 
lesion  is  still  a matter  of  serious  debate.  When  dealing  with 
lesions  which  are  not  truly  superficial  in  which  there  is 


clinical  or  radiographic  evidence  of  extent  beneath  the 
laryngeal  mucosa,  the  choice  of  treatment  becomes  more 
complex. 

Partial  laryngectomy  as  currently  practiced  is  applicable 
to  many  more  lesions  than  the  laryngofissure  of  a genera- 
tion ago.  Available  are  a number  of  partial  laryngectomies 
the  fronto-lateral  and  the  supraglottic  (Alonso)  partial 
laryngectomy.  Hemilaryngectomy  is  a term  which,  when 
used  strictly,  is  rarely  applicable  to  present  day  surger> 
since  it  represents  removal  of  half  the  cricoid  cartilage.  Col- 
loquially, however,  the  term  is  being  used  with  increasing 
frequency  to  embrace  what  has  been  more  accurately 
described  as  an  extended  fronto-lateral  partial  laryngectomy 
or  the  supraglottic  partial  laryngectomy.  The  various  partia 
laryngectomies,  while  designed  to  preserve  a useful  voice 
have  re-emphasized  the  prime  function  of  the  larynx  as  tha 
of  an  alimentary-respiratory  switch  valve.  Suitable  can 
didates  must  perforce  have  sufficient  pulmonary  reserve  tc 
withstand  varying  amounts  of  aspiration  during  a convales 
cence  which  may  take  more  than  two  weeks.  Patients  whosi 
lower  respiratory  tract  cannot  withstand  the  reeducationa 
phase  during  which  the  remaining  laryngeal  fraction  regain 
adequate  valvular  function  should  be  offered  a total  laryn 
gectomy  or  radiotherapy. 

Total  laryngectomy  is  no  longer  one  specific  "cookbook' 
operation.  It  is  now  tailored  to  fit  the  extent  of  the  initia 
lesion  incorporating  varying  amounts  of  extra-laryngeal  sol 
tissue  which  cannot  be  simply  categorized  as  "laryngec 
tomy”  with  or  without  neck  dissection.  Valvular  rehabili 
tation  is  obviated  in  the  total  laryngectomee  by  the  perma 
nent  separation  of  respiratory  and  alimentry  tracts.  Fron 
Japan  a recent  innovation,  the  “Asai”  procedure — b; 
creating  a controlled  tracheopharyngeal  fistula — has  beei 
presented  as  an  attempt  to  provide  a more  physiologicall 
sound  source  than  the  usually  available  esophageal  speed 
or  electrolarynx. 

As  our  experience  continues  to  accumulate  with  newe 
diagnostic  and  therapeutic  techniques  we  find  that  ou 
system  ot  classification,  staging,  and  end-results  reportin 
also  has  undergone  evolution.  The  American  Joint  Con- 
mittee  tor  cancer  staging  and  end  results  reporting  is  cui 
rently  publishing  a revised  TNM  (Tumor.  Node,  Meta; 
tasis)  schema  which  will  replace  that  originally  published  i 
1962.  I he  new  schema  is  much  more  three-dimensional  i 
concept  than  the  original  one  and  allows  for  the  incorpi 
ration  ot  information  obtained  from  current  diagnosti 
techniques. 

In  summary,  therefore,  it  may  be  seen  that  evolution  ( 
methods  ot  diagnosis,  treatment,  and  reporting  ha\ 
increased  the  challenge  ot  choosing  the  proper  primarl 
method  of  treatment  for  a given  patient’s  lesion.  One  fa. 
has  not  changed.  Our  best  chance  to  cure  a patient  st i ' 
seems  to  lie  with  the  initial  treatment.  Secondary  surgery  ( 
radiotherapy,  while  offering  some  hope,  is  not  comparab 
to  the  chances  the  patient  had  the  first  time  around. 
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vertisement 


“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art  ” 


Are  combination  drug 
products  useful  in  treatment 
involving  concomitant  use 
of  two  or  more  drugs? 
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Results  of  a questionnaire  to 
7,000  physicians: 

62.9% 

Believe  combination  drug 
products  are  useful. 


13.8% 

Do  not  believe  combination  drug 
products  are  useful. 


Are  combination  drug  product 
useful  in  treatment  involvin 
concomitant  use  of  two  or  more  drugs 


Opinion 


pinion^ 
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Obviously,  many  drugs 
are  given  concomitantly. 
Whether  it  makes  sense  to 
combine  medications  in  one 
preparation,  be  it  capsule, 
tablet,  or  liquid,  is  a ques- 
tion that  can  be  answered 
only  by  examining  the  ad- 
vantages and  disadvantages 
in  the  individual  case. 

Among  the  advantages 
is,  first  of  all,  convenience. 
The  more  medications  that 
are  taken  concurrently  and 
the  more  complicated  the 
directions,  the  less  likely 
the  patient  is  to  take  medi- 
cations accurately.  From 
the  standpoint  of  conven- 
ience and  accuracy,  and 
economy  as  well,  you  can 
make  an  important  case  for 
putting  medications  to- 
gether in  one  preparation,  as 
long  as  they  are  compatible. 

By  the  same  token,  when 
you  prescribe  a properly 
tested  and  rational  com- 
bination, you  should  have 
less  worry  about  pharma- 
ceutical or  pharmacological 
compatibility  — and  about 
reasonable  dosage  ratios  as 
well.  Compatibility  of  the 
formulation  should  be  dem- 
onstrated in  the  laboratory 
and  clinic  before  the  prod- 
uct is  available  for  pre- 
scription—which  is  more 
than  can  usually  be  said  for 


the  physician’s  own  spon- 
taneous creations.  And,  the 
dosage  ratios  employed  in 
rational  precompounded 
combinations  are  designed 
to  meet  the  needs  of  sub- 
stantial numbers  of  “typi- 
cal" patients. 

There  is  no  doubt  that 
many  “atypical’’  patients 
are  to  he  found,  and  for 
them  the  prefabricated 
combination  must  be  re- 
jected. But  that  hardly 
argues  for  eliminating  ra- 
tional combinations  from 
the  market.  Think,  for  ex- 
ample, of  the  problems  that 
would  arise  if  the  compo- 
nents of  widely  accepted 
combinations,  like  the  oral 
contraceptives  and  the  diu- 
retic-anti hypertensives,  al- 
ways had  to  he  prescribed, 
purchased  and  ingested 
separately. 

One  disadvantage  that 
comes  to  mind  is  some  doc- 
tors’ unawareness  of  the 
ingredients  a given  combin- 
ation contains.  For  ex- 
ample, a doctor  might  know 
that  a patient  is  allergic  to 
aspirin  but  forget  that  a 
certain  analgesic  mixture, 
which  he  knows  only  by  its 
trade  name,  contains  aspi- 
rin. His  prescription,  then, 
causes  considerable  dis- 
comfort, to  say  the  least. 
This  problem  is  a function 
of  physician  education, 
rather  than  of  combination 
therapy  as  such.  Improving 
doctors’  knowledge  about 
all  medicaments  they  pre- 
scribe is  a problem  that  de- 
serves tackling  on  its  own. 

Another  accusation  lev- 
eled at  combination  drugs 
is  that  they  encourage 
sloppiness  of  diagnosis  and 
treatment.  In  many  cases, 
however,  a combination 
may  prove  to  be  the  most 
effective  choice.  A good  ex- 


ample of  the  usefulness  of 
combinations  appears  in  a 
recent  article  in  the  Jour- 
nal of  Chronic  Diseases  on 
the  efficacy  and  side  effects 
of  an  antihypertensive  con- 
taining three  ingredients, 
in  which  the  track  records 
of  the  combination  drug 
and  the  individual  ingredi- 
ents were  compared.  Inter- 
estingly enough,  whether 
the  drugs  were  given  indi- 
vidually or  together,  inci- 
dence and  severity  of  side 
effects  were  the  same.  But 
blood  pressure  control  was 
invariably  better  when  the 
drugs  were  taken  in  one 
combination  tablet  than 
when  they  were  taken  sep- 
arately (in  “titratable”  dos- 
age) or  in  two  or  three 
different  tablets. 

Deciding  which  combina- 
tions constitute  rational 
therapy  obviously  leads  to 
a discussion  of  who  is  to 
determine  which  should  be 
used  and  which  should  not. 
Realistically,  I think  com- 
binations should  be  evalu- 
ated somewhat  differently 
if  they  are  old  and  estab- 
lished or  new  and  untried. 

In  today’s  regulatory 
atmosphere,  there  is  no 
possibility  of  a new  com- 
bination being  put  on  the 
market  without  a substan- 
tial amount  of  acceptable 
evidence  in  the  form  of 
controlled  trials  that  show 
it  to  be  safe  and  efficacious. 
On  the  other  hand,  I be- 
lieve a different  set  of 
standards  should  apply  to 
combination  preparations 
that  have  been  around  for 
a long  time.  In  other  words, 
physician  acceptance  over 
a long  period  should  be 
given  some  weight  as  evi- 
dence of  the  efficacy  and 
safety  of  these  drugs. 

The  FDA,  however,  does 
not  seem  to  share  this  at- 
titude. It  often  requires, 
for  these  older  products, 
controlled  trials  that  will 
monopolize  the  time  of  al- 
ready overtired  investiga- 


tors and  cost  a great 
of  money.  I wish  we  cl 
agree  on  a “grandfaj 


clause”  approach  to  pr 
rations  that  have  been  ii 
for  a number  of  years 
that  have  an  appare 
satisfactory  track  recoi 
For  example,  I tl 
some  of  the  antibiotic  c 
hi  nations  that  were  t; 
off  the  market  by  the  I 
performed  quite  well, 
thinking  particularl 
penicillin  - streptom 
combinations  that  pat i 
— especial lv  surgical 
tients  — were  given  in 
injection.  This  marie 
less  discomfort  for  t hr 
tient,  less  demand 
nurses'  time,  and  fr 
opportunities  for  do 
errors.  To  take  su 
preparation  off  the  nu 
doesn't  seem  to  be 
medicine,  unless  actua 
age  showed  a great  tie 
harm  from  the  injec 
(rather  than  the  pr 
use)  of  the  combinatic 
The  point  that  shou 
emphasized  is  that  f 
are  both  rational  and 
tional  combinations, 
real  question  is,  who  sf 
determine  which  is  wl  i 
Obviously,  the  FDA 
play  a major  role  in  : 
ing  this  determinatioi 
fact,  I don’t  think  it 
avoid  taking  the  ulti  | 
responsibility,  but  it  sr 
enlist  the  help  of  ou 
physicians  and  exper 
assessing  the  evidence 
in  making  the  ultimat 
cision. 
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combinations  generally. 
Obviously,  no  one  should 
be  exposed  willy-nilly  to 
the  potential  side  effects  of 
two  or  three  antibiotics 
when  only  one  is  needed. 
At  the  same  time  there  are 
cases  where  it  is  prudent 
to  prescribe  more  than  one. 
The  clinician  is  the  judge 
in  these  circumstances,  as 
he  should  be. 

There  is  no  clear  defini- 
tion of  the  word  rational. 
Most  persons,  I suppose, 
would  find  it  synonymous 
with  reasonable,  but  in 
many  circumstances  it 
may  best  be  defined  as  the 
opinion  of  those  in  power 
at  the  moment. 

Other  factors  govern  com- 
bination therapy,  not  the 
least  of  which  has  been  its 
broad  use  by  practicing  phy- 
sicians anxious  to  achieve 
convenience  in  prescribing, 
to  reduce  medication  error, 
and  to  save  money  for  their 
patients.  Combinations 
clearly  have  met  the  test 
on  all  three  counts. 

I have  been  impressed  by 
studies  showing  that  the 
rate  of  error  climbs  mark- 
edly with  the  number  of 
medications  to  be  taken, 
even  with  sophisticated  pa- 
tients. When  medically 
justified,  therefore,  this  fac- 
tor alone  supports  the  logic 
of  combination  therapy. 

The  cost  argument  for 
combinations  appears  to  he 
irrefutable.  In  1971,  R.  A. 
Gosselin  studied  the  71 
combination  products  (ex- 
cluding oral  contraceptives) 
among  the  200  most  pre- 
scribed drugs.  The  study 
found  that  if  all  71  products 
were  discontinued,  and  if 
each  ingredient  in  these 
combinations  were  pre- 
scribed separately,  the 
price  of  medicines  to  pa- 
tients would  jump  by 
$443.2  million  on  a national 
basis!  At  a time  when  the 
cost  of  medical  care  is  un- 
der so  much  fire,  it  would 
be  nonsensical  to  boost 
costs  without  clearly  irre- 


futable medical  reasons. 

The  part  played  by  gov- 
ernment on  this  question, 
of  course,  is  fundamental. 
The  FDA  should  play  a 
role  in  determining  which 
combinations  are  reason- 
able. That  role,  as  defined 
by  law  and  regulation,  is  to 
ensure  that  any  medication 
on  the  market  is  safe  and 
effective  in  line  with  its 
label  claims.  Certainly  com- 
binations are  entitled  to  as 
much  consideration  as  sin- 
gle entities  — neither  more 
nor  less.  So  long  as  the  ad- 
dition of  one  drug  to  an- 
other does  not  make  either 
less  safe,  or  less  effective, 
so  long  as  they  are  com- 
patible in  a formulation, 
we  have  a reasonable  prod- 
uct. It  makes  no  sense  to 
recommend  the  use  of  two 
products  for  certain  condi- 
tions and  to  deny  their  be- 
ing combined  in  a single 
form.  An  unhappy  side  ef- 
fect of  the  problem  con- 
cerns the  efficacy  panel  dis- 
cussions of  many  products 
submitted  for  review.  The 
term  “effective,  but”  has 
been  freely  interpreted  to 
mean  “ineffective"  in  toto, 
regardless  of  the  merit  of 
the  individual  drugs.  This 
interpretation  has  placed 
numerous  useful  combina- 
tion products  in  needless 
jeopardy. 

In  reading  the  actual  re- 
ports of  the  review  panels, 
it  seems  clear  that  some  of 
the  ratings  were  based  less 
on  scientific  research  and 
clinical  observation  than  on 
the  “informed”  opinions  of 
the  panelists.  These  “in- 
formed” opinions  were  ac- 
cepted at  face  value,  while 


the  “informed”  opinions  of 
others  who  had  used  the 
products  were  rejected.  All 
of  this  put  combination 
products  into  a sort  of 
scientific  never-never  land. 

It  should  be  kept  in  mind 
by  all.  government  as  well 
as  others  involved  in  our 
health  care  system,  that 
advances  in  therapy  are 
seldom  made  in  leaps  and 
bounds  but  rather  by  small 
painstaking  steps-and  that 
some  of  these  steps  have  re- 
sulted from  research  in 
combination  drugs  as  well 
as  with  single  entities. 
Given  the  near-infinite  bio- 
logic variation  in  patient 
response,  this  is  hardly  sur- 
prising to  clinicians.  It 
should  not  he  to  regulatory 
agencies  either. 

In  the  end,  the  practicing 
physician  is  in  the  best 
position  to  decide  if  a par- 
ticular combination  makes 
sense.  Such  a decision 
should  not  be  made  exclu- 
sively by  those  whose  re- 
sponsibility for  continuing 
clinical  care  is  limited. 
Clinicians  are  the  best 
judges  of  efficacy  because 
the  ultimate  proof  of  any 
product’s  effectiveness  is 
acceptance  by  physicians 
who  have  observed  its  ac- 
tions in  patients  over  time. 
The  corollary  statement 
may  be  made  about  over- 
the-counter  medicines, 
which  would  not  long  sur- 
vive if  they  failed  to  afford 
the  relief  the  user  antici- 
pates. That  the  antihista- 
mine in  a “cold"  remedy 
may  not  always  be  neces- 
sary is  no  reason  to  proscribe 
the  combination  generally. 
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What  is  your  opinion,  doctor? 
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SINCE  THE  life  threatening  factor 
in  abdominal  hernia  usually  in- 
volves intestinal  obstruction  and  its 
sequelae,  a critical  analysis  of  the 
clinical  features  presented  by  such  pa- 
tients seems  worthwhile.  Such  an  anal- 
ysis provides  important  information 
which  will  lead  to  earlier  and  more 
exact  diagnosis  of  future  patients  in 
this  category. 

This  retrospective  study,  based  upon 
the  experience  in  a large  community 
hospital  (500  beds),  attempts  to 
analyze  the  essential  features  in  the 
history,  physical  examination,  labora- 
tory data,  and  x-ray  findings  that 
should  lead  to  the  diagnosis  of  intesti- 
nal obstruction.  It  further  seeks  to 
define  the  factors  which  should  lead  to 
a diagnosis  of  compromised  intestinal 
circulation  in  intestinal  obstruction. 

Our  study  is  divided  into  four 
groups  as  follows:  Group  1 - obstruc- 
tion only;  Group  II  - obstruction  plus 
compromised  circulation;  Group  III  - 


obstruction  plus  compromised  circula- 
tion requiring  intestinal  resection;  and 
Group  IV  - a control  group  showing 
only  incarceration.  Table  I summa- 
rizes the  entire  series  by  hernia  site. 

History 

Patients  seeking  medical  attention 
within  sixteen  hours  of  the  onset  of 
pain  were  most  frequently  in  Group  II 
(compromised  circulation  not 
requiring  resection  - 56  percent).  Con- 
versely, none  of  Group  III  (resected) 
patients  sought  help  prior  to  sixteen 
hours  of  the  onset  of  pain,  and  75  per- 
cent of  this  group  delayed  twenty-four 
hours  or  more  before  seeking  help. 

The  onset  of  vomiting  closely  ap- 
proximates the  onset  of  pain,  and 
coupled  with  constipation  suggests  ob- 
struction with  or  without  compro- 
mised circulation.  Similar  previous  ep- 
isodes occurred  in  8 percent  of  Group 
I,  5 percent  of  Group  II,  0 percent  of 
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Group  III.  and  in  3 percent  of  Group 
IV.  Some  of  these  patents  had 
previous  operative  intervention. 

Previous  hernia  repairs  had  been 
done  in  the  same  area  as  follows: 
Group  I.  13  percent;  Group  II,  13  per- 
cent; Group  III,  0 percent;  and  Group 
IV,  22  percent. 

The  number  of  years  that  the  hernia 
was  known  to  be  present  was  highest 
in  Group  I (twelve  years)  and  lowest  in 
Group  III  (six  years). 

Physical  Examination 

Temperature  and  pulse  are  recorded 
in  Table  II.  Age  range  and  averages 
are  shown  in  Table  III.  Sex  distribu- 
tion is  shown  in  Table  IV. 

Abdominal  tenderness  was  approxi- 
mately two  and  one-half  times  as 
frequent  in  Groups  I and  II  and  ap- 
proximately four  times  as  frequent  in 
Group  1 1 1 than  in  the  control  group. 

Rebound  tenderness  on  the  other 
hand  seems  to  be  the  most  reliable  of 
the  physical  signs  in  differentiating  be- 
tween patients  who  show  impaired 
circulation  (80  percent),  as  opposed  to 
those  who  are  merely  obstructed  (25 
percent),  or  incarcerated  (0  percent). 

Peristalsis  is  a disappointing  physi- 
cal sign,  although  it  was  considered 
normal  in  90  percent  of  the  control 
group  as  opposed  to  normal  in:  Group 

I.  36  percent;  Group  II.  21  percent; 
and  Group  III.  34  percent.  Hyperac- 
tivity of  peristalsis  was  recorded  as 
follows:  Group  I,  29  percent;  Group 

II,  50  percent;  Group  III,  I percent; 
and  Group  IV.  9 percent. 

Abdominal  distention  was  present  in 
50  percent  of  Group  III  as  opposed  to 
Group  I.  19  percent;  Group  II,  13  per- 
cent; and  Group  IV.  3 percent. 

The  presence  of  a tender  palpable 
mass  was  universal  except  in  the  pa- 
tients with  internal  hernia. 

Laboratory  Data 

The  white  blood  cell  count  and  the 
percentage  of  polymorphonuclear  leu- 
kocytes is  recorded  in  Tables  V and 

VI.  Leukocytosis  of  more  than  12,000 
and  a neutrophil  count  of  more  than 
70  percent  suggests  impairment  of 
circulation. 

X-Ray  Findings 

X-ray  findings  are  listed  in  Table 

VII.  The  flat  plate,  lateral  decubitus, 
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and  chest  x-ray  should  be  mandatory 
in  all  patients  suspected  of  having 
hernia  complicated  by  intestinal  ob- 
struction. Twenty-nine  percent  of  the 
control  group  showed  an  abnormal  x- 
ray  pattern,  while  abnormal  patterns 
were  presented  in  the  groups  as 
follows:  Group  I,  93  percent;  Group 
II,  90  percent;  and  Group  III,  100  per- 
cent. 


Morbidity  and  Mortality 

Morbidity  is  listed  in  Table  VIII. 
Some  patients  had  more  than  one 
complication. 

Mortality  is  listed  in  Table  IX,  being 
3.6  percent  overall.  Group  III  (resected 
and  oldest)  had  the  highest  (28.6  per- 
cent), while  Group  IV  (control  and 
youngest)  had  the  lowest  mortality  (2.1 
percent). 


Discussion 

No  one  doubts  the  fact  that  early 
diagnosis  and  surgical  correction  of 
strangulated  obstruction  will  reduce 
mortality.31/32  Pain,  particularly  in- 
creasing in  intensity  and  cramplike,  is 
described  by  many  authors.29'16 
Muscle  spasm  and  tenderness  are 
common  in  strangulated  obstruc- 
tion,6'26 but  abdominal  distention  may 
be  deceptively  late  in  appearing.26 

Increase  in  temperature,  pulse,  and 
white  blood  count  are  acknowledged 
to  point  toward  strangulated  obstruc- 
tion. but  again  may  present  late.6'26/22 
Mersheimer  believes  that  peritoneal 
aspiration  as  a diagnostic  tool  has  been 
neglected.22  There  is  a general 
agreement  that  L.D.H.  and  G.O.T.  de- 
terminations are  of  little  value  in  es- 
tablishing the  early  diagnosis  of  stran- 
gulated obstruction.16'17/ 18 

Unusual  hernias,  both  external  and 
internal,  may  add  to  the  confusion  in 
diagnosing  small  intestinal  obstruc- 
tion.25/28 Constant  or  intermittent 
small  intestinal  obstruction  may  occur 
through  defects  in  the  broad  liga- 
ment.23/27 Simple  or  strangulated  ob- 
structions may  occur  in  any  conceiv- 
able intra-abdominal  anatomic 
pocket2'7/10  and  the  various  mesen- 
teries.1'11 The  Richter  hernia,  in- 
volving only  a portion  of  the  small  in- 
testinal lumen,  is  particularly  deadly4-8 
primarily  due  to  late  diagnosis.25 

The  value  of  repeated  flat  and  later- 
al decubitus  films  of  the  abdomen  is 


generally  recognized.30  While  the  pres- 
ence of  gas  fluid  levels  does  not  always 
indicate  intestinal  obstruction,13  1C 
percent  of  mechanical  obstruction: 
(strangulated  or  not)  show  normal  ga 
patterns.  Of  even  more  concern  is  tht 
fact  that  strangulated  obstruction 
produce  the  typical  gas  fluid  patterr 
much  less  frequently  than  do  simpli 
obstructions9  and  the  fact  that  35  per 
cent  of  severe  strangulated  obstruc 
tions  produce  normal  gas  patterns.12 

Various  x-ray  signs,  including  th 
fixed  position,  single  dilated  loop,  am 
the  “coffee  bean  sign,"  suggestin 
strangulated  obstruction  have  bee  - 
outlined  by  Mellinsand  Rigler.21 

The  use  of  radioactive  serum  a! 
bumin  has  been  suggested  to  localiz 
small  venous  obstruction  areas.14 

Principals  of  treatment  shoul 
include  careful  preoperative  evaluatio 
and  preparation  with  approprial 
fluids,  electrolytes,  and  perhaf 
blood.24  Cooling  of  strangulated  bowt 
in  dogs  is  of  value  in  preventin 
gangrene.3  Gentle  taxis  applied  imrm  $ 
diately  and  after  sedation  may  take  tf 
emergency  out  of  an  obstructive  situ:  _ 
tion,15  but  reduction  en  masse  wil 


persistent  strangulation  is  an  eve 
present  danger.5'20 

Zollinger  and  Kinsey34  found  th 
operative  delay  doubles  mortality,  o 
patients  have  "built-in"  delays,  and  a 
tibiotics  should  be  used  generously. 

Mortality  in  obstructive  patien 
operated  upon  as  emergencies  is 
percent,  while  in  elective  cases  it 
only  2 percent.33  Simple  obstructii 
mortality  rate  is  from  3 to  7 percer 
and  strangulated  obstruction  mortali  " 
rate  varies  between  20  and  30  pe 
cent.19 


Summary  and  Conclusions 


The  diagnosis  of  intestinal  obstri 
tion  and  the  compromise  of  intestir 
circulation  may  be  made  more  easily 
the  following  features  are  considered 

1.  Vomiting  and  constipation  si 
gest  obstruction,  but  are  by  no  mea 
always  present. 

2.  Elevated  pulse  and  temperati 
suggest  impairment  of  circulate 
(perhaps  requiring  resection). 

3.  Abdominal  tenderness  sugge 
obstruction  with  or  without  impa 
ment  of  circulation. 

4.  Rebound  tenderness  sugge 
impairment  of  circulation. 
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TABLE  I 

Site  of  Hernia  (Incidence) 


TABLE  II 


Temperature  Above  100°F. 

in  Percentage 

Group 

1 

II 

III 

IV 

3% 

9% 

29% 

3% 

Pulse  Above  100 

Group 

1 

II 

III 

IV 

8% 

9% 

90% 

4% 

TABLE  III 

Age 

roup 

1 

II 

III 

IV 

jinge 

4 yrs-90  yrs 

1 mo-93  yrs 

49  yrs-86  yrs  3 wks-81  yrs 

lerage 

64 

64 

75 

50 

oup 

TABLE  IV 
Sex 

1 II 

III 

IV 

Total 

lie 

19 

29 

0 

50 

98 

male 

18 

27 

7 

45 

97 

TABLE  V 

White  Cell  Count  on  Admission  - In  Percentage 


Group 

1 

II 

III 

IV 

elow  10,000 

16 

19 

0 

66 

0,000-  12,000 

23 

24 

14 

16 

2,000  - 14,000 

16 

20 

14 

5 

4,000-  16,000 

23 

12 

14 

7 

6,000-  18,000 

15 

14 

42 

2 

8,000  - 20,000 

7 

2 

14 

0 

'ver  20,000 

3 

4 

0 

3 

TABLE  VI 

Polymorphonuclear  Leukocytes  on  Admission  - 
In  Percentage 


Group 

1 

II 

III 

IV 

Less  than  55 

0 

4 

0 

25 

55-60 

4 

10 

0 

10 

60-65 

0 

8 

14 

14 

65-70 

12 

12 

0 

11 

70-75 

16 

6 

0 

11 

75-80 

32 

14 

14 

10 

80-85 

44 

18 

14 

9 

85-90 

8 

16 

42 

7 

Over  90 

0 

6 

14 

1 

TABLE  VII 

X-Ray  Findings  - In  Percentage 


Group 

1 

II 

III 

IV 

Normal  Pattern 

7 

10 

0 

70 

Fluid  Levels 

7 

0 

0 

5 

Abnormal  Gas 
Both  Abnormal 

21 

30 

0 

25 

Gas  Pattern 
& Fluid  Levels 

63 

60 

75 

0 

Free  Air 

0 

0 

25 

0 

Group 

TABLE  VIII 

Morbidity  (Incidence) 

1 II 

III 

IV 

Cardiac 

5 

6 

4 

2 

Pulmonary 

5 

4 

3 

6 

Urinary 

2 

3 

2 

1 

Wound 

1 

1 

3 

2 

Totals 

13 

14 

12 

11 

TABLE  IX 
Mortality 


Group 

Age 

Sex 

Site 

Cause  of  Death  Autopsy 

1 

82 

M 

Ing.,  Lt. 

Peritonitis 

Yes 

II 

61 

M 

Ing.,  Lt. 

Adynamic  Ileus 

Yes 

66 

M 

Ing.,  Lt. 

Cardiac 

Yes 

III 

85 

F 

Fern.,  Rt. 

Cardiac,  Pulmonary 

No 

86 

F 

Ing.,  Rt. 

Cardiac,  Pulmonary 

IV 

Septic  Shock 

Yes 

74 

F 

Fern.,  Rt. 

Hepatic  Failure 

No 

65 

F 

Umbilical 

Cardiac,  Pulmonary 

No 
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5.  Peristalsis  may  be  disappointing 
as  a diagnostic  sign. 

6.  Laboratory  evidence  of  leukocy- 
tosis of  more  than  12.000  or  a neu- 
trophil count  of  more  than  70  percent 
suggests  impairment  of  circulation. 

7.  X-ray.  lateral  decubitus  and  flat 
plate,  of  the  abdomen  and  chest  is  in- 
dicated in  any  case  in  this  category 
and  will  frequently  make  the  diagnosis 
of  intestinal  obstruction.  It  also  may 
be  misleading. 

8.  Only  1 1 percent  of  the  patients 
showing  compromised  circulation 
require  intestinal  resection.  These 
averaged  75  years  of  age.  and  75  per- 
cent had  delayed  24  hours  or  more 
before  seeking  medical  attention. 

9.  The  commonest  cause  of  mor- 
bidity and  mortality  is  cardiopul- 
monary complications. 

10.  The  total  mortality  was  3.6  per- 
cent. being  highest  in  the  resected  pa- 
tients (28.6  percent)  and  lowest  in  the 
control  (incarcerated  only)  group  (2.1 
percent).  □ 
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MEDICINE 


Acute  Pulmonary  Edema 


Part  I 


•ving  Imber,  M.D.  questions  William 
1.  Leaman,  Jr.,  M.D.,  Fellow,  Council 
*n  Clinical  Cardiology  of  the  American 
leart  Association,  (Jnionville,  Penn- 
Ivania. 

’'hat  is  acute  pulmonary  edema? 

Acute  pulmonary  edema  (APE)  is  a 
idden  edema  of  the  lung  brought 
)out  by  the  infiltration  of  serum  into 
le  substance  of  the  organ  to  such  a 
:gree  that  the  lung's  permeability  to 
r is  diminished. 

nder  what  conditions  do  we  corn- 
only  meet  APE? 

The  majority  of  patients  with  APE 
e cardiac  patients.  In  these  cases  APE 
ay  accompany  an  acute  myocardial 
farction,  H.C.V.D.  (or  hypertensive 
ises),  mitral  stenosis,  car- 
omyopathy,  or  (rarely)  a space-oc- 
ipying  lesion  of  the  left  heart. 

re  any  other  conditions  apt  to  cause 
PE? 

Contrary  to  a widely  accepted  view. 
PE  may  be  encountered  in  a great  va- 
;ty  of  conditions.  Pediatrists  may 
eet  APE  in  patients  suffering  from 
ute  glomerular  nephritis  or  rheumat- 
carditis;  the  neurologist  may  find 
PE  in  the  presence  of  C-V  accidents 
cranial  trauma.  APE  is  often  as- 
ciated  with  pulmonary  embolism  or 
ronic  corpulmonale  complicated  by  a 
ge  right  ventricle  and  pulmonary 


hypertension.  Recent  observers  have 
found  APE  as  a complication  in  the 
presence  of  such  toxic  agents  as  heroin 
overdosage.  Finally,  both  high  altitudes 
and  the  shock  often  associated  with  pe- 
ripheral injury  may  be  the  background. 

Could  more  than  ordinary  amounts  of 
intravenous  infusions  (saline,  plasma, 
blood)  be  the  background  of  APE? 

Large  infusions,  particularly  if  given 
rapidly  without  a careful  look  at  ex- 
isting clinical  conditions,  could  precipi- 
tate an  episode  of  APE. 

What  are  the  usual  symptoms  encoun- 
tered in  the  presence  of  APE? 

Attacks  of  this  nature  may  occur  at 
any  time,  day  or  night.  Exercise  may 
precipitate  an  episode.  Change  of  the 
patient's  position  in  bed  during  the 
night  may  cause  sudden  awakening,  a 
sense  of  suffocation,  increased  respira- 
tions, and  noisy  breathing.  The  skin  is 
pale,  moist,  and  cold.  Usually  a dry, 
non-productive  cough  is  present.  The 
patient  is  generally  forced  to  sit  up  in 
bed  and  lean  forward.  In  a few  minutes 
gurgling  sounds  occur  throughout  the 
chest,  and  frothy  or  blood-stained 
sputum  appears.  The  blood  pressure 
may  fall,  at  times  reaching  the  shock 
level. 

What  are  the  physical  signs? 

The  percussion  note  is  usually  high 
and  tympanitic  and  numerous  moist 


rales  are  heard  over  the  chest.  Many  pa- 
tients are,  in  addition,  cyanotic.  The 
presence  of  anoxia  can  be  confirmed  by 
blood  gas  analysis. 

Can  pulmonary  venous  congestion  take 
place  without  cardiac  enlargement? 

Yes,  in  rare  cases  such  as  in  the  pres- 
ence ot  Loeffler's  fibroplastic  endocar- 
ditis, for  example.  Should  this  lesion  in- 
volve the  right  ventricle  and  bring 
about  APE,  it  may  simulate  con- 
stricting pericarditis.  In  addition,  in 
overdosage  of  heroin  or  other  such 
toxic  substances,  it  is  possible  for  APE 
to  occur  as  a result  of  local  pulmonary 
action  without  cardiac  enlargement. 

Is  an  increased  heart  size  a common 
finding  in  APE? 

Yes.  Cardiac  enlargement,  usually  in 
the  region  of  the  left  ventricle,  can  gen- 
erally be  demonstrated.  This  observa- 
tion. plus  the  previous  history  of  hyper- 
tension and  heart  disease,  is  an  impor- 
tant addition  to  the  records  of  these  pa- 
tients and  removes  doubt  regarding 
etiology. 

What  is  the  mechanism  of  the  produc- 
tion of  pulmonary  edema? 

One  theory  is  not  applicable  to  all  pa- 
tients. The  usually  accepted  premise 
over  the  years  has  been  that  more  blood 
is  pumped  into  the  lungs  than  can  be 
cleared  because  of  left  ventricular  fail- 
ure from  an  overacting  right  ventricle. 
In  some  instances,  other  theories  have 
been  considered.  One  is  damage  to  the 
alveolar-capillary  membrane  of  the 
lung  by  toxic  agents,  such  as  in  over- 
dosage of  narcotics  (heroin  particu- 
larly) which  could  precipitate  APE  and 
present  a medical  problem.  To  com- 
pound the  situation,  APE  has  also  been 
found  to  occur  following  methadone  or 
methadone  overdosage.  The  clinical 
course  and  pulmonary  function  results 
are  like  those  following  heroin-induced 
APE.  The  background  of  this  type  of 
APE  remains  an  interesting  mystery.  A 
humoral  immunologic  or  direct  toxic 
effect  of  either  heroin  or  methadone  on 
the  alveolar-capillary  membrane  added 
to  the  mechanical  effects  of  hypoxemia 
and  hypercapnia  may  be  the  cause. 

This  Brief  is  prepared  by  William  G. 
Leaman,  Jr.,  M.D.,  for  the  Council  on 
Education  and  Science,  in  cooperation 
with  the  Pennsylvania  Heart  Associa- 
tion. 
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EVALUATION  of  hypertensive 
patients  to  determine  the  most  ap- 
propriate therapeutic  measures  has 
been  a concern  of  attending  physi- 
cians. consultants,  and  pathologists  for 
many  years.  Special  radiographic  tech- 
niques. differential  ureteral  urine  anal- 
ysis. isotopic  renography,  and  evalua- 
tion of  the  angiotensin/renin/aldos- 
terone system  have  enjoyed  popularity. 
Recently,  the  development  of  an  assay 
for  angiotensin  I has  made  this  deter- 
mination more  easily  available.  This 
paper  is  a summary  of  our  experience 
with  angiotensin  I assay0  as  a routine 
laboratory  procedure.  A case  report  to 
demonstrate  the  role  of  this  assay  in 
the  study  of  patients  with  hypertension 
is  also  included. 

Materials  and  Methods 

Patients  were  referred  for  angio- 
tensin assay  by  their  attending 
physicians.  Three  groups  of  patients 
were  studied  (those  with  hypertension, 
chronic  renal  disease,  and  pregnancy). 
These  three  groups  include  some  pa- 
tients who  received  sodium  restricted 
diets,  diuretic  and/or  other  medication. 
A few  patients  were  untreated.  All  pa- 
tients were  recumbent  for  at  least  fif- 
teen minutes  before  collection  of  the 
peripheral  venous  blood  sample.  A 
blood  pressure  was  measured  immedi- 
ately before  the  venapuncture.  Blood 
samples  were  collected  in  a lavendar 
top  vacutainer  (containing  EDTA). 
Approximately  20  ml  of  blood  was  ob- 
tained from  peripheral  veins,  inferior 
vena  cava  and/or  renal  veins. 

The  blood  sample  was  immediately 
packed  in  ice  and  transferred  to  the  ra- 
dioisotope laboratory  in  the  depart- 
ment of  pathology.  In  all  patients,  all 
treatment  procedures  and  appropriate 
laboratory  results  were  recorded. 

The  blood  samples  were  separated 
in  a refrigerated  centrifuge  at  4°  C for 
ten  minutes  at  2000  rpm.  The  plasma 
was  separated  into  1.3  ml  alliquots  (12 
x 75  mm  polystyrene  test  tubes)  and 
stored  at  minus  30°  C until  assayed. 
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transferred  to  another  test  tube, 
capped  and  incubated  at  4°  C tor  three 
hours  (4°  sample).  The  tubes  con- 
taining the  original  mixture  were 
capped  and  incubated  at  37°  C for 
three  hours  (37°  sample). 

Assay  Procedure 

All  patient  samples  and  standards 
were  run  in  duplicate  in  12  x 75  mm 
polystyrene  test  tubes.  The  assay  was 
checked  for  precision  and  recovery  of 
angiotensin  I. 

Stock  l25l  angiotensin  I was  diluted 
in  albumin  tris-acetate  buffer  to  5000 
counts  per  minute.  To  one  ml  aliquots 
of  dilute  ,2SI  angiotensin  were  added: 
angiotensin  I standards  in  concentra- 
tions of  0 pg,  50  pg,  100  pg,  200  pg, 
300  pg.  500  pg;  fifty  (50)  lambda  of 
the  4°  sample;  50  lambda  of  the  37° 
sample;  10  lambda  of  the  4°  sample; 
10  lambda  of  the  37°  sample;  10 
lambda  of  angiotensin  I antiserum  was 
added  to  all  tubes.  • The  tubes  were 
mixed,  capped,  and  incubated  at  4°  C 


for  22-26  hours.  After  incubation,  on 
ml  of  charcoal  suspension  (3.57 
charcoal  in  barbital  buffer,  pH  9)  wt 
added  to  all  tubes.  The  tubes  were  the 
mixed  and  centrifuged  at  3000  rpm  fc 
ten  minutes.  Supernatants  were  d< 
canted  into  12  x 75  mm  test  tubes  an 
all  tubes  were  counted  in  a wel 
type  scintillation  detector/spectrometi 
system. 

The  percent  antibody  bound  angii 
tensin  I was  plotted  against  angi< 
tensin  I standard  concentration, 
standard  graph  or  curve  was  thi 
produced  (See  Fig.  I).  The  net  renii 
generated  angiotensin  I per  ml  pi 
hour  of  the  patient’s  sample  w - 
calculated  by  subtracting  the  4°  rest  n 
(control)  from  the  37°  result.  This  w in 
then  multiplied  by  20  (or  100  for  m 
lambda  samples)  and  then  divided  I 
3.  The  results  were  reported  j 
ng/ml/hr. 

Results 

Recovery  of  angiotensin  was  dete 
mined  from  assays  of  a series 


STANDARD  CURVE 


50r 


% BOUND 
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Clinical  Sample  Preparation 

To  1 ml  of  cold  plasma  placed  in  a 
polystyrene  12  x 75  mm  test  tube,  10 
lambdas  of  8-hydroxyquinoline  solu- 
tion1 and  2 lambdas  of  dimercaprol 
solution  were  added.  The  tubes  were 
mixed  and  0.5  ml  of  the  mixture  was 
* E.  R.  Squibb  & Sons. 
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ANGIOTENSIN  I RECOVERY  CURVE 


PI COGRAMS 
RECOVERED 


iamples  of  different  angiotensin  con- 
sent. When  100  picograms  of  angio- 
tensin was  added  to  the  system,  96  to 
I1 20  picograms  were  recovered;  with 
HOO  pgs,  188  to  210  pg  were 
:ecovered.  At  300  pg,  287  to  330  pg 
vere  recovered.  This  results  in  a nearly 
traight  line  function  when  plotted, 
he  mean  quantity  recovered  is  some- 
what greater  than  the  measured 
mount  of  angiotensin  added.  (See  Fig. 

I) 

i A total  of  36  patients  with  79  an- 
il ogensin  assays  are  reported  in  this 
aper.  Thirty-one  of  these  were  hyper- 
msive,  on  whom  65  angiotensin 
[ssays  were  performed.  Four  patients 
[ad  chronic  renal  disease  with  13  an- 
giotensin assays.  Seven  of  these  were 
llerformed  before  dialysis  and  six  after 
lialysis.  One  pregnant  patient  was 
| udied  and  a single  angiotensin  assay 
[erformed. 

Of  the  31  hypertensive  patients,  13 
I ere  untreated,  10  had  sodium  restric- 
lon,  7 were  treated  with  diuretics  (two 
If  these  also  were  on  sodium  restricted 
jiets  or  diuretics)  (See  Table  I).  This  is 
representation  of  the  angiotensin  I 
Ivels  reported  in  the  36  patients  ac- 
ting to  diagnosis  and  codified  by 
eatment  procedures.  Among  the  31 
ypertensive  subjects,  a wide  range  of 
suits  are  noted.  The  shaded  areas  in- 
cate  the  range  of  values  reported  in 
e literature.  No  shaded  areas  are 


reported  for  hypertensive  patients 
receiving  diuretics,  Aldomet®  {Merck, 
Sharp  & Dohme)  or  multiple  therapy 
since,  although  the  direction  of  the 
change  is  known,  the  range  is  ex- 
tremely variable. 

It  is  of  interest  to  note  that  in  pa- 
tients with  chronic  renal  disease  the 
postdialysis  angiotensin  I levels  were 
consisently  higher  than  those  mea- 
sured predialysis. 

Forty-eight  replicate  angiotensin  I 
assays  were  performed  on  18  patients. 


Almost  all  of  these  were  done  at  dif- 
ferent times  using  reagents  with  dif- 
ferent lot  numbers.  Occasionally 
duplicate  samples  were  analyzed  at  the 
same  time. 

Table  II  represents  a summary  of 
these  results  expressed  in  terms  of  the 
difference  between  the  lowest  and 
highest  report.  The  difference  is 
expressed  as  ng/ml/hr.  It  is  also 
expressed  in  reference  to  the  reported 
values  in  supine  patients  with  or 
without  sodium  restrictions  and  with 
or  without  diuretic  therapy  ± 2 stand- 
ard deviations. 4-6-H  Of  the  18  patients, 
only  two  had  replicate  determinations 
with  a spread  greater  than  I ng.  In  no 
instance  did  the  disparate  results  place 
the  patient  in  a different  diagnostic 
category  (i.e.  normal,  abnormally  low 
or  abnormally  high).  Patient  BL  on  so- 
dium restriction  had  values  of  3.9,  4.5, 
and  5.5  ng/ml/hr.  The  normal  value 
reported  for  supine  patients  with  re- 
stricted sodium  intake  is  2.16  ± 0.45 
ng/ml/hr.4  The  other  patient  (RA)  had 
values  of  2.3,  3.1  and  3.8  ng/ml/hr. 
This  hypertensive  individual  was  un- 
treated. The  normal  value  is  reported 
as  1 .02  ± .2 1 ng/ml/hr. 

Case  Report 

B.  S.,  a 65-year-old  woman  with 
hypertension  of  five  years  duration 
was  admitted  to  a hospital  with  recent 
onset  of  severe  right  temporal  and 
vertex  headaches.  She  was  transferred 


FIGURE  3.  Right  renal  artery  with  organized  thrombosis  completely  occluding  the 
lumen  (x  32). 
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Table  1 

Peripheral  Vein  Angiotensin  I Levels 


Table  II 

Replicate  Angiotensin  I Assays 


Patient 
A.  Hyper- 
tension 

Code  | 

o 

o 

n 

d 

o 

in 

o 

c\i 

m 

c\i 

o 

CO 

m 

CO 

o 

m 

o 

Is-' 

m 

*- 14- 
19.5 

Co-A-17 

0 

X 

T 

Fo-A-14 

0 

X 

KI-A-8 

0 

X 

Mo-A-11 

0 

X 

No-A-18 

0 

X 

Ra-A-3 

0 

X 

Te-A-20 

0 

X 

Ti-A-19 

0 

X 

BI-A-5 

1 

X 

Ea-A-1 

1 

X 

Leo-A-23 

1 

X 

Moo-A-29 

1 

X 

Ph-A-7 

1 

X 

Sch-A-6 

1 

X 

Va.  B-A-34 

1 

X 

Ca-A-10 

2 

X 

Leb-A-28 

2 

X 

Va.  D-A-13 

2 

X 

Schy-A-21 

2 

X 

Be-A-33 

3 

X 

Nor-A-31 

3 

X 

Se-A-2 

3 

X 

Sh-A-27 

3 

X 

Si-A-9 

3 

X 

Pr-A-25 

4 

X 

Jo-A-32 

1,2 

X 

Fo-A-4 

1,3 

X 

Cr-A-26 

2.3 

X 

Sc-A-22 

2.3 

X 

La-A-30 

1,2,3 

X 

Wa-A-16 

4 

X 

B.  Chronic 
Renal 
Disease 

i 

L 

Coo-A-24 

1-a 

X 

i 

T 

1-b 

X 

Schr-A-35 

1-a 

X 

1-b 

X 

BI-A-15 

3-a 

X 

3-b 

X 

Mc-A-36 

3-a 

X 

3-b 

X 

C.  Preg- 
nancy 

L_ 

4 

Lo-A-12 

0 

X 

T 

T 

A 

± 

2 

< 1 

>1 

Within 

ng  / 

ng/ 

same 

Diff. 

Patient's  ID 

# Determinations 

ml/hr 

ml/hr 

group 

grouf 

Co-A-17 

2 

X 

X 

Mo-A-1 1 

2 

X 

X 

No-A-18 

2 

X 

X 

Se-A-2 

2 

X 

X 

Wa-A-13 

2 

X 

X 

Sc-A-22 

2 

X 

X 

Pr-A-25 

2 

X 

X 

Be-A-33 

2 

X 

X 

Cr-A-26 

2 

X 

X 

Sh-A-27 

2 

X 

X 

KI-A-8 

3 

X 

X 

Ra-A-3 

3 

X 

X 

Si-A-9 

3 

X 

X 

BI-A-5 

3 

X 

X 

Ph-A-7 

3 

X 

X 

COO-A-24 

4 

X 

X 

Schr-A-35 

4 

X 

X 

Sch-A-6 

5 

X 

X 

18 

48 

16 

2 

18 

0 

Code  for  table  1 

0 = no  Rx 

1 = tNaCI 

2 = Diuretic 

3 = Aldomet 

4 = Rx  but  not 

1,  2,  or  3 

1-a  Pre-Dialysis 

1-b  Post-Dialysis 

A.  Hyper- 
tension 

B.  Chronic 
Renal 
Disease 

C.  Preg- 
nancy 


to  the  Harrisburg  Hospital  after  a 
renal  arteriogram  demonstrated  right 
renal  artery  stenosis.  Physical  exami- 
nation revealed  blood  pressure 
210/1  10,  chronic  simple  glaucoma, 
and  an  apical  systolic  murmur. 

Twelve  days  after  admission  (5-17- 
7 1 ) grafts  from  the  aorta  to  right  renal 
artery  and  from  aorta  to  iliac  vessels 
were  performed.  Immediate  blood 
pressure  response  was  good. 

On  the  first  postoperative  day,  the 
blood  pressure  ranged  from  160-215 
systolic  over  90-120  diastolic.  Sub- 
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sequently,  the  blood  pressure  varied 
from  130-180/80-110.  The  blood  urea 
nitrogen  rose,  abdominal  distention 
and  multiple  cutaneous  hemorrhage 
developed.  The  latter  were  attributed 
to  disseminated  intravascular  coagula- 
tion. Renal  shutdown  followed  and  the 
patient  died  ten  days  after  surgery. 

At  autopsy,  thrombosis  of  the  right 
renal  artery  with  severe  atherosclerosis 
of  both  renal  arteries  associated  with 
bilateral  old  infarctions  of  the  kidneys 
were  noted.  (See  Fig.  3 & 4)  Infarction 
of  the  small  and  large  bowel  was  con- 


firmed. Generalized  atheroscleros 
and  moderately  severe  corona 
atherosclerosis  were  reported.  In  adc 
tion,  thrombosis  of  the  left  iliac  ai 
portal  vein  associated  with  heme 
rhage  in  the  gastrointestinal  trat 
retro  and  intraperitoneal  were  o 
served. 

On  the  afternoon  of  the  day  of  si 
gery,  angiotensin  levels  from  peripht 
al  vein,  right  and  left  renal  vein  we 
reported.  All  were  greatly  elevate 
The  levels  were:  Right  renal  vein 
>15  ng/ml/hr.;  Left  renal  vein  = 
ng/ml/hr. 

Discussion 

The  renin/angiotensin  system  h 
been  elucidated  by  the  diligent  effoi 
of  many  investigators. V5-8  Renin  su 
strate  is  an  alpha  globulin  with  a m 
lecular  weight  of  57,000.  It  is  co 
verted  by  the  action  of  renin  to  t 
decapeptide,  angiotensin  I.  Renin 
produced  in  the  juxta-glomerular  a 
paratus  in  response  to  a decrease 
‘'effective  blood  volume.”  A cc 
verting  enzyme,  probably  located 
the  lung,  transforms  the  decapeptide 
the  octapeptide  (angiotensin  II).  A 
giotensin  II  is  enzymatically  attack 
in  the  tissues  and  blood  by  angiotf 
sinase.  Angiotensin  II  affects  the  cc 
traction  of  smooth  muscle  and  stirr 
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FIGURE  4.  Left  renal  artery  with  organized  thrombosis  partially  occluding  the  lumen 
\'x  32). 


lates  the  zona  glomerulosa  to  secrete 
aldosterone.  This  in  turn  affects  renal 
[tubular  sodium  reabsorption. 

Until  recently  renin  measurements 
were  performed  by  bioassay.1  A dis- 
tinctive property  of  renin  is  its  pro- 
[teolvtic  activity.  It  has  not  been 
[chemically  purified,  thus  immuno 
[assay  is  not  possible.  On  the  other 
[hand,  angiotensin  I and  II  can  be 
[produced  synthetically.  Both  are  small 
[size  molecules.  They  are  poor  im- 
Jmunogens,  but  they  may  be  coupled 
with  poly-l-lysine  making  an  effective 
antibody  producing  substance.  It  is, 
therefore,  possible  to  assay  both  angio- 
tensin I or  II.  Because  of  the  slow  con- 
version of  I to  II,  and  since  both  gen- 
eration and  destruction  of  II  are  occur- 
ring simultaneously,  some  inves- 
tigators feel  that  angiotensin  I is  the 
more  useful  agent  for  measurement. 

The  results  of  the  quality  controls  of 
this  angiotensin  I assay  procedure  in- 
dicate that  it  is  a reliable,  reproducible 
I study.  It  can  be  utilized  in  a laboratory 

if  nuclear  medicine  which  has  per- 
onnel  experienced  in  radio-immuno 
ssay  procedures. 

A wide  range  of  angiotensin  I values 
re  reported  in  the  hypertensive  sub- 
jects and  those  with  chronic  renal 
(disease  in  this  series.  No  specific 
conclusions  are  justified  on  the  basis  of 
this  data.  It  is  our  opinion  that  as  an- 
giotensin assays  are  more  widely  per- 
formed we  will  understand  more  fully 
, the  significance  of  the  alterations  ob- 
served.6 Recently,  Weidmann's  group10 


reported  that  patients  in  terminal  renal 
failure  may  be  divided  into  three 
clinical  groups  depending  upon  blood 
pressure  and  its  response  to  treatment. 
This  clinical  subdivision  correlated 
well  with  plasma  renin  activity  as 
measured  by  the  method  of  Boucher.1 
It  would  seem  that  surgical  decisions 
in  these  patients  may  be  based  upon 
plasma  renin  levels. 

Similarly,  recent  reports2-7  have 
demonstrated  that  alpha  methyldopa  is 
capable  of  decreasing  plasma  renin  ac- 
tivity at  the  same  time  that  mean  arte- 
rial blood  pressure  Is  lowered.  This 
specific  pharmacologic  effect  must  be 
appreciated  in  treated  hypertensives  on 
whom  angiotensin  levels  are  per- 
formed. Similarly,  the  effect  of 
primary  aldosteronism  on  plasma 
renin  levels  helps  to  distinguish  these 
patients3  from  those  with  significant 
unilateral  renal  artery  stenosis.9- 11  It 
may  well  be  that  in  order  to  distin- 
guish the  etiology  of  a low  angiotensin 
level  in  treated  hypertensives,  a deter- 
mination of  plasma  aldosterone  should 
be  performed. 

It  is,  therefore,  to  be  anticipated 

Dr.  Jackson  is  head  of  the  Section  of 
Nuclear  Medicine  in  the  Department  of 
Radiology  at  Harrisburg  Hospital,  and 
Miss  Nancy  Blosser  is  his  administra- 
tive assistant.  Dr.  Corson,  a patholo- 
gist, is  head  of  the  Radioisotopes  Sec- 
tion of  the  Department  of  Pathology  at 
Harrisburg  Hospital.  Mrs.  Tyler  is  chief 
technician  in  radioisotopes. 


that  as  this  test  is  more  widely  used, 
specific  alterations  will  be  found  to 
have  practical  clinical  value.  Documen- 
tation of  this  is  suggested  in  the  case 
report.  On  the  basis  of  the  information 
presently  available  the  elevation  of  an- 
giotensin I in  this  patient's  renal  veins 
bilaterally  would  indicate  that  the  jux- 
taglomerular apparatus  in  both  kidneys 
was  sensing  a decreased  “effective 
blood  volume."  Therefore,  surgical  at- 
tack to  correct  unilateral  impaired  flow 
was  not  likely  to  affect  systemic  blood 
pressure. 

Summary 

This  report  documents  the  experi- 
ence in  our  laboratory  of  nuclear  med- 
icine with  a commercially  available  kit 
for  the  measurement  of  angiotensin  I 
as  a function  of  plasma  renin  activity. 
Technical  aspects  of  the  procedure  are 
described  and  the  type  and  results  of 
quality  control  methods  employed. 
Correlation  with  a series  of  patients 
and  a case  report  suggesting  its  value 
are  reported.  □ 
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State  Society 


Ribbon  Panel  report 


Immediate  and  long-range  solu 
tions  to  meeting  the  medical  man 
power  needs  of  Pennsylvania  was 
the  goal  when  the  State  Society 
moved  early  in  1972  to  form  a “Blue 
Ribbon  Panel”  to  study  the  problem  i 
Governor  Milton  J.  Shapp  sub-  j 
sequently  accepted  this  study  group  i 
as  his  special  committee  or ' 
providing  medical  services  to  the 
people  of  Pennsylvania.  The  full 
report  of  the  panel  appears  below. 


presents  Blue 


A.  REYNOLDS  CRANE,  M.D.,  State  Society  vice-president,  is  shown  above 
presenting  the  official  report  of  the  Societ/s  Blue  Ribbon  Panel  to  Leonard 
Bachman,  M.D.,  health  care  advisor  to  Governor  Milton  J.  Shapp,  at  a recent  news 
conference.  Secretary  of  Health  J.  Finton  Speller,  M.D.,  and  John  Simmons,  M.D., 
executive  deputy  secretary  of  health,  represented  the  department  and  Hartwell  G. 
Thompson,  M.D.,  associate  dean  of  the  University  of  Pennsylvania  School  of  Med- 
icine, represented  the  Deans'  Committee. 


In  the  late  fall  and  the  early  winter  of  1971,  the  Penn- 
sylvania Legislature  expressed  its  concern  over  the 
physician  shortage  and  the  problem  of  retaining  in 
Pennsylvania  physicians  trained  in  Pennsylvania’s 
medical  schools.  At  that  time,  the  Pennsylvania  Medical 
Society,  suggesting  that  the  issue  was  a complex  one, 
urged  the  State  Legislature  to  form  a “Blue  Ribbon 
Panel”  to  study  the  problem  and  to  suggest  workable 
solutions  based  upon  the  best  available  evidence.  The 
Legislature  did  not  appoint  such  a committee.  Accord- 
ingly in  February  of  1972,  the  Pennsylvania  Medical  So- 
ciety formed  a study  group  representing  various  areas 
of  interest  and  knowledge  to  attempt  to  find  solutions. 
Governor  Milton  J.  Shapp  accepted  this  study  group  as 
the  governor’s  special  committee  on  providing  medical 
services  to  the  people  of  Pennsylvania. 

The  special  committee  was  composed  of  one  dele- 
gate from  each  of  the  following  organizations:  the 
Pennsylvania  Medical  Society,  the  Pennsylvania  Os- 
teopathic Medical  Association,  the  Keystone  Medical 
Society,  the  Deans  Committee  (representing  the  seven 
medical  schools  and  one  osteopathic  college),  the 
Student  American  Medical  Association,  the  Governor’s 
office,  the  Pennsylvania  Department  of  Health,  the 
Pennsylvania  Department  of  Education,  and  both 
houses  of  the  Pennsylvania  Assembly.  This  report  is  the 
result  of  the  special  committee’s  deliberations. 

The  committee  recognizes  this  report  is  only  a first 
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step  in  dealing  rationally  with  the  problem  of  delivering 
adequate  medical  care  to  all  the  citizens  of  Pennsyl- 
vania and  that  further  study  and  evaluation  is  needed. 
However,  the  special  committee  also  recognizes  that 
the  need  for  increased  medical  services  now  is  a real 
one  and  that  further  study  means  further  delay  in 
implementing  solutions.  The  recommendations  of  the  . 
committee  should  be  not  regarded  as  recommen- 
dations for  all  time,  but  as  recommendations  that  can 
be  modified  or  even  discarded  as  further  study  in- 
dicates. The  special  committee  urges  that  implementa- 
tion of  these  recommendations  begin  now  and  that  fur- 
ther study  be  done.  Further  study  and  implementation!  : 
must  go  hand  in  hand  to  meet  the  medical  service) 
needs  of  Pennsylvania  in  the  quickest  and  most  ef-b 
ficient  manner.  h 
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Introduction 

The  question  of  the  delivery  of  adequate  medical 
services  to  the  citizens  of  Pennsylvania  can  be  dis- 
cussed by  dividing  the  question  into  two  parts.  The 
present  number  of  physicians  and  their  distribution 
sannot  be  changed  substantially  in  the  immediate  fu- 
ure.  Therefore,  they  should  be  accepted  as  they  are 
and  short  term  solutions  to  increase  medical  service 
should  be  proposed  on  that  assumption.  Part  One  at- 
tempts to  do  this.  However,  the  questions  concerning 
the  number  and  distribution  of  physicians  cannot  be  ig- 
nored. Part  Two  suggests  means  of  solving  these 
oroblems. 

One  of  the  difficulties  in  dealing  with  the  question  of 
increasing  medical  services  is  the  problem  of  deter- 
mining the  degree  of  need.  No  method  of  determining 
need  for  medical  services  has  met  with  universal  ac- 
ceptance;1 rather,  every  method  has  received  criticism. 


No  recommendation  is  made  in  this  report  as  to  the 
means  of  determining  need;  rather,  the  attempt  has 
been  to  recommend  solutions  that  will  not  require 
sophisticated  need  determinations. 

Part  One 

Physician  Productivity 

If  the  number  and  distribution  of  physicians  is  ac- 
cepted as  given,  then  there  is  one  primary  possibili- 
ty— increase  the  productivity  of  the  physician. 

Joseph  Volker,  Ph.D.,  D.D.S.,  President  of  the  Univer- 
sity of  Alabama  at  Birmingham  and  a member  of  the 
National  Advisory  Committee  on  Health  and  Manpower, 
said  several  years  ago,  “The  quickest  and  most  inex- 
pensive way  to  relieve  the  physician  manpower  deficit 
is  to  increase  the  competency  of  existing  practi- 
tioners.”* 

There  are  three  means  available  to  increase 
physician  productivity: 

1.  Encourage  delegation  of  tasks  to  non-physician 
personnel  (physicians’  assistants); 

2.  Promote  more  efficient  physician  arrangements; 

3.  Promote  the  use  of  better  management  techniques 
in  physicians’  offices. 

According  to  one  calculation  a 4 percent  increase  in 
the  productivity  of  physicians  (in  private  practice,  in- 
ternship, and  residency)  would  add  more  than  the  cur- 
rent (1967)  graduating  class  to  the  effective  physician 
supply.2  Estimates  of  the  increase  in  productivity  of  an 
office  practice  because  of  the  introduction  of  a 
physician's  assistant  range  from  30-80  percent  and 
higher.3  Further  increases  in  productivity  can  be  ex- 
pected through  more  efficient  physician  arrangements 
and  through  the  use  of  management  consultants. 

The  possibility  of  all  of  these  suggestions  being 
universally  accepted  by  the  physician  and  the  public  is 
remote,  but  there  are  advantages  to  both  the  physician 
and  the  public: 

1. The  physician  would  be  meeting  the  previously 
unmet  needs  of  his  community.  The  community  could 
expect  an  increase  in  the  medical  services  delivered. 

2.  Some  physicians  would,  because  their  office  prac- 
tices were  seeing  more  patients,  have  a financial  incen- 
tive for  adopting  these  suggestions.  In  the  long  run,  the 
cost  of  medical  care  may  be  reduced  because  of 
increased  productivity. 

3.  Some  physicians  might  find  a way  to  lead  a less 
harried  existence  in  the  adoption  of  these  recommen- 
dations. 

4.  The  community  should  be  able  to  attract  and  retain 
more  physicians  if  an  inordinate  burden  in  meeting 
medical  care  needs  were  not  placed  on  too  few 
physicians. 

As  mentioned  before,  the  question  of  need  is  dif- 
ficult. The  degree  of  sophistication  of  need 

* Volker , J.F.,.  “The  Continuing  Confusion  in  Com- 
munications.'' The  Proceedings  of  a National  Confer- 
ence on  the  Use  of  Audiovisuals  in  Medical  Education, 
University  of  Alabama  Medical  Center,  Birmingham, 
Alabama.  August  6-8,  1969,  p.  24. 
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measurements  is  related  to  the  size  of  the  investment 
to  be  made  on  the  basis  of  those  measurements.  If 
larger  amounts  of  money  and  a number  of  physicians 
are  to  be  invested  in  an  area,  then  the  demand  for  med- 
ical services  must  be  evaluated  rigorously.  If  the  invest- 
ment is  relatively  small — free  office  management  con- 
sulting services,  a physician’s  assistant,  or  the  institu- 
tion of  different  practice  arrangements,  then  need  in- 
dicators need  not  be  as  sophisticated  since  the  penalty 
for  being  wrong  is  small.  An  advantage  to  these 
approaches  is  their  flexibility  in  meeting  the  needs  of 
communities.  While  a community  might  not  be  able  to 
support  another  physician,  it  might  still  have  a real 
need  for  additional  medical  services  which  can  be  met 
by  increasing  office  productivity. 

One  of  the  problems  in  attempting  over  the  short 
term  to  entice  family  physicians  to  “medically 
deprived”  areas  of  Pennsylvania  is  that  the  relocation 
of  the  family  physician  may  mean  creating  a need  in 
those  areas  where  the  physician  previously  practiced, 
or  would  have  chosen  to  practice.  The  approaches 
proposed  here,  however,  can  be  accomplished  without 
that  complication.  There  are  a number  of  sources  that 
could  be  tapped  to  increase  quickly  the  number  of 
physician’  assistants:  (1)  medical  corpsmen  are  not  ef- 
ficiently utilized  by  the  health  care  system.4  (2)  The 
nursing  profession  contains  a large  reservoir  of  nurses 
not  now  practicing.  Nurses  have  the  training  and  expe- 
rience necessary  to  take  on  expanded  roles.  The  report 
by  the  National  Commission  for  the  Study  of  Nursing 
and  Nursing  Education  indicates  that  non-practicing 
nurses  would  be  drawn  from  retirement  if  satisfying 
and  financially  rewarding  jobs  were  available  in  patient 
care  as  alternatives  to  administrative  and  educational 
positions.5  (3)  Formally  trained  physicians'  assistants 
are  becoming  available.  Additional  physician’s  assist- 
ant training  programs  can  be  initiated  by  spending  only 
a fraction  of  the  cost  necessary  to  fund  new  medical 
schools,  and  physicians’  assistants  can  be  trained  and 
utilized  more  quickly  than  physicians.6 

All  of  these  possibilities  are  connected  with  the 
physician’s  office.  There  may  be  a number  of  areas  in 
Pennsylvania  where  there  is  no  physician  population  on 
which  to  build.  The  alternative  in  these  situations  is  sat- 
ellite offices  staffed  by  physicians’  assistants  under  the 
supervision  of  physicians.  Need  data  for  determining 
the  location  of  these  satellite  offices  must  be  detailed 
and  carefully  assessed. 

Recommendations 

I.One  full-time  individual  should  be  charged  with 
four  responsibilities: 

A.  to  know  the  specifics  of  introducing  physicians’  as- 
sistants into  office  practice; 

B.  To  promote  the  use  of  physicians'  assistants  in  areas 
where,  by  the  best  available  criteria,  there  is  a need  for 
additional  medical  services; 

C.  To  know  the  potential  hindrances  to  the  full  use  of 
the  physician’s  assistant  in  Pennsylvania; 

D.  To  promote  both  public  and  professional  acceptance 
of  the  physician’s  assistant  concept. 

2.  Free  practice  management  consulting  services 


should  be  available  to  physicians  in  areas  where  there 
is  a need  for  increased  medical  services  and  to  com 
munities  seeking  physicians.  Such  consultants  should 
be  able  to  advise  on  office  management,  on  alternate 
patterns  of  practice,  and  on  alternate  patterns  of  dele 
gation.  These  consultants  must  work  closely  with  the 
physician’s  assistant  expert  so  that  there  would  be  an 
exchange  of  information. 

3.  There  should  be  financial  support  for  the  develop- 
ment of  additional  formal  physician’s  assistant  training 
programs  in  Pennsylvania. 

4.  Efforts  should  be  made  to  encourage  physician’s! 
assistant  program  graduates  in  other  states  to  come  to 
Pennsylvania. 

5.  Support  should  be  given  to  the  development  of  sat- 
ellite offices  staffed  by  physicians’  assistants  under  thej 
remote  supervision  of  physicians  and  connected  by, 
electronic  monitoring  equipment  to  the  physician’s  of- 
fice. 

6.  There  should  be  public  and  legislative  support  forj 
the  physician’s  assistant  concept  and  for  quick  solu 
tions  to  any  problem  that  might  hinder  the  widesprea 
use  of  such  assistants. 


Part  Two 

Physician  Numbers  and  Distribution 

The  question  of  whether  Pennsylvania  has  enough 
physicians  has  not  been  answered  adequately,  and 
projections  for  the  future  are  uncertain.7  It  is  clear, 
however,  from  a number  of  need  measurements  that 
certain  geographic  areas  of  Pennsylvania,  primarily 
rural  and  inner  city,  do  not  have  adequate  medical 
services.8  Merely  increasing  the  number  of  physicians 
would  not  necessarily  bring  improvement,  for  there  is 
no  assurance  that  physicians  would  practice  in  the 
areas  of  greatest  need.  The  reasons  for  the  maldistribu 
tion  of  physicians  are  complex  because  of  the  variety  ot 
subjective  individual  motivations  of  physicians  wher 
they  make  a determination  about  practice  location 
Physicians,  like  all  people,  seek  areas  which  meet  theii 
personal  preferences  and  in  which  they  can  ac 
complish  their  personal  goals.  Physicians  tend  to  seek 
a practice  in  an  area  that  is  geographically  pleasing 
acceptable  to  their  families,  offers  above-average  fi- 
nancial rewards,  contact  with  colleagues,  adequate 
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cultural  life,  and  contact  with  the  latest  advances  ir  u 


medicine.  Many  of  these  factors  tend  to  affect  adver 
sely  the  overall  geographic  distribution  of  physicians 
An  increasing  idealism  among  medical  students  anc 
the  desire  to  practice  in  areas  of  need  is  a potentiall 
important  contravening  factor.  1 

Certain  objective  experiences  in  a physician's  histo1' 
ry  do  weight  the  choice  of  practice  location.  In  order  o 
importance*  they  are: 


* Weiskotten's  order  of  importance  is  somewhat  dit 
ferent;  the  order  given  here  is  based  on  trend 
Weiskotten  reported.  Weiskotten’s  study  showed  the 
the  importance  of  graduate  medical  education  was  ir 
creasing,  that  of  prior  residency  decreasing;  and  th 
location  of  the  medical  school  remaining  about  th 
same. 
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1.  The  location  of  residency  training; 

2.  The  location  of  internship  training; 

3.  The  home  state; 

4.  The  location  of  the  medical  school.9 


While  Pennsylvania  must  continue  to  support  quality 
jndergraduate  medical  education,  it  must  also  turn  its 
attention  toward  providing  both  quality  and  quantity 
graduate  medical  education  if  it  is  to  attract  and  retain 
in  adequate  number  of  physicians  to  meet  its  needs, 
his  would  hold  graduates  of  Pennsylvania  medical 
ichools  in  Pennsylvania  and  also  attract  graduate 
tudents  from  other  states  into  Pennsylvania.10 

Several  proposals  have  been  made  to  require  the 
nedical  schools  of  Pennsylvania  to  increase  the  per- 
entage  of  Pennsylvania  residents  accepted.  As  an  an- 
wer  to  the  problem  of  delivering  adequate  medical 
ervices  to  all  of  Pennsylvania,  this  approach  is  not 
onsidered  to  be  very  effective.  First,  the  home  state  of 
ie  physician  is  relatively  unimportant  to  the  physician 
i determining  where  to  practice.  Second,  the  crucial 
roblem— the  geographic  distribution  of  physicians 
'ithin  Pennsylvania — would  not  necessarily  be  solved, 
he  question  of  geographic  maldistribution  of 
hysicians  is  twofold:  (1)  The  distribution  of  physicians 
[ithin  the  United  States;  and  (2)  The  distribution  of 
hysicians  within  Pennsylvania.  If  Pennsylvania 
iproves  the  quality  and  quantity  of  its  graduate  medi- 
al education  programs,  greater  numbers  of  physicians 
ill  stay  in  Pennsylvania.  If  quality  internship  and 
:sidency  programs  and,  whenever  possible,  the  medi- 
il  school  experience,  take  place  in  areas  of  Pennsyl- 
inia  where  additional  physicians  are  needed,  then 
eater  numbers  of  physicians  will  remain  in  these 
eas.  Practical  applications  of  all  or  part  of  this 
iproach  include  the  Hahnemann-Wilkes  cooperative 
I stem  in  Luzerne  County11  and  the  Indiana  Plan.12  The 
prnegie  Commission  proposed  a similar  approach 
thin  the  framework  of  the  Area  Health  Education 


ipnter.13  At  the  present  time,  many  hospitals  with  grad- 
te  education  programs  are  experiencing  severe  fi- 
ncial  problems  and  are  limiting  their  graduate  edu- 
(tion  programs.  Such  centers  should  be  expanding  in- 
iiad.  This  can  be  achieved  only  by  an  infusion  of 
lids.  Some  monies  are  now  available  from  the  federal 
( vernment  under  the  Health  Manpower  Training  Act  of 
|71.  These  monies  are  limited,  however,  because 
nny  of  the  provisions  of  the  act  have  not  been  funded. 
If  there  were  an  adequate  number  of  physicians  and 
i heir  distribution  were  reflective  of  the  need  for  medi- 
cl  services,  there  would  still  be  a question  of  the  dis- 
Ipution  of  specialty  physicians.  There  is  no  universally 
£ceptable  ratio  of,  for  example,  surgeons  to  inter- 
ims;14 yet  it  is  generally  agreed  that  Pennsylvania  and 
tp  nation  need  to  reverse  the  trend  toward  increasing 
prcentages  of  physicians  specializing  in  secondary 
8,d  tertiary  care  medicine.15  There  is  evidence  that  this 
t nd  is  already  being  reversed.  Increasingly  large 
rimbers  of  medical  students  have  expressed  a desire 
t' practice  primary  care  medicine,16  and  family  prac- 
t'e  programs  in  medical  schools  and  family  practice 


internships  and  residency  programs  have  increased  ex- 
potentially  in  recent  years,17  but  their  numbers  are  rela- 
tively small.  Further  increases  are  necessary.  Evidence 
that  a greater  percentage  of  students  originally  from 
cities  of  more  than  50,000  enter  specialty  or 
subspecialty  practice  must  be  kept  in  mind. 

Recommendations 

1 . The  quality  and  quantity  of  graduate  medical  edu- 
cation in  Pennsylvania  should  be  improved  with  special 
emphasis  on  upgrading  or  establishing  internships  or 
residency  programs  in  those  areas  where  there  is  now 
an  insufficient  number  of  physicians.  Graduate  medical 
education  programs  in  every  possible  case,  and  partic- 
ularly in  medically  deprived  areas,  should  have  medical 
school  affiliation. 

2.  Whenever  possible  without  sacrifice  of  quality, 
education  should  be  decentralized  so  that  the  student 
receives  experience  in  areas  geographically  remote 
from  the  medical  school. 

3.  Area  Health  Education  Centers  should  be  sup- 
ported financially  because  they  can  provide  the  frame- 
work for  and,  in  fact,  can  in  themselves  accomplish 
recommendations  one  and  two. 

4.  Preceptorship  programs  under  the  auspices  of 
medical  schools  should  be  supported  and  expanded. 
Such  programs  expose  the  medical  student  to  commu- 
nity medicine.  Credit  should  be  granted  by  the  medical 
schools  for  such  experience. 

5.  Special  program  grants  should  be  provided  for 
the  development  in  the  medical  schools  of  Pennsyl- 
vania of  primary  care  tracts  with  the  ultimate  aim  the 
establishment  of  departments  of  primary  care  medi- 
cine. 

6.  Special  funds  should  be  granted  to  medical 
schools  and  community  hospitals  to  support  graduate 
training  programs  in  primary  care  medicine  with  con- 
sideration given  to  geographic  distribution. 

7.  The  funding  of  medical  education  should  be 
through: 

A.  Capitation  grants  for  medical  and  other  health 
science  students  based  on  a formula  which  includes  a 
built-in  inflation  factor  in  order  to  encourage  rather 
than  discourage  medical  schools  from  increasing  the 
number  of  students.  Although  medical  schools  should 
be  encouraged  to  accept  a higher  percentage  of  Penn- 
sylvania residents,  this  should  be  done  only  to  the  point 
that  the  high  level  of  medical  education  in  Pennsyl- 
vania is  not  diminished. 

B.  Special  program  grants  to  implement  educational 
and  research  activities  in  health  care  delivery. 

C.  Capital  grants  for  the  expansion  of  resources  in  ex- 
isting medical  schools. 

8.  The  medical  schools  of  Pennsylvania  should  ac- 
cept a higher  proportion  of  students  from  rural  areas 
than  they  do  at  present.  Such  students  are  less  likely  to 
enter  a subspecialty.18 

9.  The  State  Board  of  Medical  Education  and  Licen- 
sure should  evaluate  its  present  regulations  in  order  to 
insure  that  unnecessary  restrictions  to  the  ingress  of 
physicians  into  Pennsylvania  from  other  states  be 
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removed.  Legislative  changes  as  needed  should  be 
supported. 

10.  An  agency  on  the  state  level  with  appropriate 
funding  and  full-time  staff  should  be  formed  and 
charged  with  implementing  these  recommendations. 
There  should  be  an  advisory  committee  to  that  agency 
to  consist  of  recognized  experts  and  interested  parties 
and  agencies. 

None  of  these  recommendations  makes  specific  ref- 
erence to  the  agencies  responsible  for  implementation. 
As  a general  rule,  little  or  no  change  will  occur  unless 
regulatory  action  and/or  financial  incentives  are 
provided.  The  growing  federal  role  in  health  care 
delivery  both  directly  from  Washington  and  through 
federal  creations  such  as  the  Regional  Medical  Pro- 
grams means  that  many  of  these  recommendations 
could  be  federally  funded.  One  of  the  first  tasks  for  the 
implementing  body  would  be  to  determine  the  respec- 
tive roles  of  the  state  and  federal  government  and  of 
private  organizations  such  as  the  medical  schools  of 
Pennsylvania  and  the  Pennsylvania  Medical  Society. 
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APPENDIX  A 

Possible  Sources  of  Clinical  Material  for 
Graduate  Medical  Education 
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One  or  two  students  in  graduate  medical  training  ^ 
should  not  function  alone — most  review  committees 
agree  that  there  should  be  six  or  eight.  This  number  o 
students  requires  a critical  mass  of  250+  horizontal  pa 
tients  and  5,000+  vertical  patients  to  create  the  critica 
information  and  experience  mass  for  this  minimurr 
number  of  graduate  students.1 

The  attached  list  is  intended  to  show  that  there 
indeed  enough  clinical  material  to  support  graduate 
medical  education  programs  in  many  of  the  countie 
where  physician  to  population  ratios  are  not  optimum 
if  cooperative  arrangements  among  hospitals  are  de 
veloped.  No  effort  is  made  to  suggest  logical  coopera 
tive  arrangements  that  might  occur  across  county  lines 
However,  such  arrangements  are  feasible;  the  are^ 
health  education  center  concept  holds  the  promise  o ^ 
larger  cooperative  arrangements. 

BEAVER  COUNTY 

Aliquippa  Hospital — 190  beds 
Beaver  County  Hospital — 531  beds 
United  Hospital  in  Beaver  Falls — 249  beds 
Rochester  General  Hospital — 272  beds 
Total  1.242  beds 


IIF 


G 


CENTRE  COUNTY 

Mount  Vernon  unit  of  Centre  County  Community  Hof 
pital  at  State  College — 165  beds 
Willow  Bank  unit  of  Centre  County  Community  Hoj 
pital  at  Bellefonte — 165  beds 
Philipsburg  State  General  Hospital — 160  beds 
Ritenour  Health  Center — 65  beds 
Total:  555  beds 


Li 


01 

1/ 

s 
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CLEARFIELD  COUNTY 


DuBois  Hospital — 122  beds 
Clearfield  Hospital — 176  beds 
Maple  Avenue  Hospital  in  DuBois — 144  beds 
Total:  442  beds 


CLINTON  COUNTY 

Lockhaven  Hospital — 187  beds 
Total:  187  beds 
COLUMBIA  COUNTY 

Berwick  Hospital — 176  beds 
Bloomsburg  Hospital — 167  beds 
Total:  343  beds 


CRAWFORD  COUNTY 
Titusville  Hospital — 91  beds 
Meadeville  City  Hospital — 140  beds 
Spencer  Hospital  in  Meadeville — 161  beds 
San  Rosario  Hospital  in  Cambridge  Springs — ( 
beds 

Total:  488  beds 
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FRANKLIN  COUNTY 


Chambersburg  Hospital — 289  beds 
Waynesboro  Hospital — 100  beds 
Total:  389  beds 


HUNTINGDON  COUNTY 
J.  C.  Blair  Memorial  Hospital — 166  beds 
Total:  166  beds 
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NIDI  ANA  COUNTY 
Indiana  Hospital — 202  beds 
Total:  202  beds 

AWRENCE  COUNTY 

Ellwood  City  Mary  Evans  Maternity  Hospital — 84 
beds 

Jameson  Memorial  Hospital  in  New  Castle — 260 
beds 

St.  Francis  Hospital  in  New  Castle— 183  beds 
Total:  527  beds 

IcKEAN  COUNTY 
Bradford  Hospital — 198  beds 
Community  Hospital  in  Kane — 70  beds 
Kane  Summit  Hospital  in  Kane — 23  beds 
Port  Allegheny  Community  Hospital  in  Port 
Allegheny — 40  beds 
Total:  331  beds 

IERCER  COUNTY 

Greenville  Hospital  in  Greenville — 155  beds 
Sharon  General  Hospital — 300  beds 
Baseline  Hospital  in  Grove  City — 96  beds 
Grove  City  Hospital — 82  beds 
Total:  633  beds 

IFFLIN  COUNTY 

The  F.  W.  Black  Community  Hospital  in  Lewistown — 
52  beds 

Lewistown  Hospital — 207  beds 
Total:  259  beds 

OMERSET  COUNTY 

Myersdale  Community  Hospital — 43  beds 
Somerset  Community  Hospital — 137  beds 
: Somerset  State  Hospital — 793  beds 
t Windber  Hospital  in  Windber — 127  beds 
Total:  1,100 

ENANGO  COUNTY 

Franklin  Hospital  in  Franklin — 190  beds 
Oil  City  Hospital  in  Oil  City— 194  beds 
Total:  384  beds 

VYETTE  COUNTY 
Brownsville  Hospital — 140  beds 
Connellsville  State  General  Hospital — 141  beds 
Uniontown  Hospital — 293  beds 
Total:  574  beds 
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APPENDIX  B 

Relationships  between  M.D.  to  Population  Ratio 
nd  Location  of  Residency  Programs  in  Pennsylvania 

Serious  criticisms  exist  concerning  M.D.  to  popula- 
n ratios  as  a means  of  determining  need,  but  the  at- 
:hed  map  does  indicate  a correlation  between  good 
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physician  to  population  ratios  and  the  location  of 
residency  programs  in  Pennsylvania.  Of  the  67  counties 
in  Pennsylvania,  those  with  a “favorable”  population- 
physician  ratio  (where  791  or  fewer  people  are  cared 
for  by  one  M.D.)  are  Montour,  Montgomery, 
Philadelphia,  Delaware,  Allegheny,  Dauphin,  Bradford, 
Lehigh,  Monroe  and  Cumberland  in  the  order  of  the 
most  favorable  to  least  favorable  physician-population 
ratios.2  With  the  exception  of  Cumberland  and  Monroe, 
these  counties  all  have  substantial  residency  positions. 
Cumberland's  favorable  physician-population  ratio 
might  be  explained  by  its  proximity  to  the  residency 
programs  in  Dauphin  County.  Monroe  County  is  unusu- 
al among  the  counties  of  Pennsylvania  because  its 
large  summer  population  of  vacationers  changes  the 
ratio  for  half  of  each  year. 

Counties  with  an  “unfavorable”  population  to 
physician  ratio  are  those  where  1,804  people  or  more 
are  cared  for  by  one  M.D.  (Clarion,  Cameron,  Sullivan, 
Perry,  Fulton,  Juniata,  Clearfield,  Somerset,  Susque- 
hanna, Tioga).  No  residency  programs  exist  in  these 
counties. 

Starting  at  the  northwest  corner  of  Pennsylvania  in 
Erie,  we  find  28  residency  positions  and  a physician- 
population  ratio  of  one  to  1,042.  Examining  Erie’s 
residency  positions,  however,  we  find  six  in  surgery,  six 
in  urology,  eight  in  pathology,  four  in  obstetrics- 
gynecology.4  The  number  of  subspecialties  represented 
in  this  breakdown  indicates  that  Erie  is  training  spe- 
cialists who  move  to  other  parts  of  Pennsylvania  or  to 
other  states  to  practice.  The  number  of  residency  posi- 
tions may  be  deceptive. 

Across  the  northern  tier  of  counties,  Potter  has  a 
physician  to  population  ratio  of  1 to  1,639;  Tioga,  1 to 
1,804;  and  Susquehanna,  1 to  1,807,  all  very  high 
physician  to  population  ratios.  However,  Bradford,  situ- 
ated among  these  northern  tier  counties,  has  a 
physician  to  population  ratio  of  1 to  698.  It  also  is  the 
only  one  of  these  counties  with  residency  pro- 
grams— 21  at  the  Robert  Packer  Memorial  Hospital. 

Two  other  counties  deserve  special  comment.  The 
first  is  York  with  48  residency  positions.  York’s 
physician  to  population  ratio,  although  adequate,  is 
perhaps  not  what  might  be  expected  for  the  number  of 
residency  programs.  Graduate  medical  education,  how- 
ever, was  instrumental  in  bringing  the  physician  popu- 
lation ratio  to  its  present  level  as  shown  by  an  evalua- 
tion of  the  physician  to  population  ratio,  both  before 
and  after  the  institution  of  residency  programs.5 
Lancaster  County  has  a physician  to  population  ratio  of 
1 to  1,069  and  19  residency  positions.  Fifteen  of  these 
nineteen  positions,  however,  are  in  family  practice  and 
have  only  recently  been  instituted,  so  that  it  is  difficult 
to  draw  firm  conclusions  about  what  effect  they  will 
have  in  the  next  five  to  ten  years. 

The  criticisms  of  the  physician  to  population  ratio 
have  been  noted.  The  map  and  accompanying  com- 
mentary are  not  intended  to  prove  the  importance  of 
residency  programs  but  rather  to  serve  as  supporting 
evidence  for  the  conclusion  that  the  location  of  gradu- 
ate medical  education  is  of  importance  in  determining 
the  location  of  the  physician’s  practice. 
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I I Indicates  number  of  residency  programs 

1/  — Indicates  M.D.  to  population  ratio 
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herever  it  hurts, 
npirin  Compound  with 
)deine  usually  provides 
e relief  needed. 


general,  only  pain  so  severe 
at  it  requires  morphine  is 
iyond  the  scope  of 
npirin  Compound  with  Codeine. 


| prescribing  convenience: 

h up  to  5 refills  in  6 months, 
your  discretion  (unless 
stricted  by  state  law);  by 
ephone  order  in  many  states. 


npirin  Compound  with 
ideine  No.  3,  codeine 
losphate*  32.4  mg.  (gr.  V2)] 
>.  4,  codeine  phosphate* 

1.8  mg.  (gr.  1). ♦Warning- 
ay  be  habit-forming.  Each 
olet  also  contains:  aspirin 
3V2,  phenacetin  gr.  2V2, 
gr.  V2. 


„ffeine 


illcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


WHEREVER  IT 


EMPIRIN 

COMPOUND 

c CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


■Msf 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law ; diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensitiv- 
ity, reactions  similar  to  those  after  meperidine 
or  morphine  overdosage  may  occur;  treatment 
is  similar  to  that  for  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitoring). 
Respiratory  depression  may  recur  in  spite  of  an 
initial  response  to  Nalline ® (nalorphine  HCI)  or 
may  be  evidenced  as  late  as  30  hours  after 
ingestion.  LOMOTIL  IS  NOT  AN  INNOCUOUS 
DRUG  AND  DOSAGE  RECOMMENDATIONS 
SHOULD  BE  STRICTLY  ADHERED  TO,  ESPE- 
CIALLY IN  CHILDREN  THIS  MEDICATION 
SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 
Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 


breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  dipher 
late  HCI  is  theoretically  possible  at  high  dosage 
not  exceed  recommended  dosages.  Administer 
caution  to  patients  receiving  addicting  drug 
known  to  be  addiction  prone  or  having  a histo 
drug  abuse.  The  subtherapeutic  amount  of  atrc 
is  added  to  discourage  deliberate  overdos 
strictly  observe  contraindications,  warnings  and 
cautions  for  atropine;  use  with  caution  in  chil 
since  signs  of  atropinism  may  occur  even  with 
recommended  dosage. 

Adverse  reactions:  Atropine  effects  include  dry 
of  skin  and  mucous  membranes,  flushing  -and 
nary  retention.  Other  side  effects  with  Lomoti 
elude  nausea,  sedation,  vomiting,  swelling  o' 
gums,  abdominal  discomfort,  respiratory  depres 
numbness  of  the  extremities,  headache,  dizzii 
depression,  malaise,  drowsiness,  coma,  leth 


Many 
things 
can  cause 
diarrhea. 


LOMOTIL 
will  almost 
surely  stop  it. 


The  causes  of  diarrhea  are  as 
varied  as  man’s  complaints  and 
indiscretions.  Because  the  causes 
of  diarrhea  can  be  obscure  and 
because  uncontrolled  diarrhea  can 
present  serious  problems,  it  is 
important  to  know  a drug  that  will 
usually  stop  diarrhea  promptly. 

For  many  physicians,  the 
antidiarrheal  drug  of  choice  is 
Lomotil.  It  provides  almost  certain 
control  of  diarrhea. 

It  is  also  useful  in  controlling  the 
intestinal  transit  time  of  patients 
with  ileostomies  and  colostomies 
and  the  diarrhea  occurring  after 
gastric  surgery. 

Serious  side  effects  are 
infrequent  with  Lomotil.  It  should 
be  used  with  caution  in  young 
children,  however,  because  of  their 
variability  in  response.  Use  of 
Lomotil  in  children  under  two  years 
of  age  is  contraindicated. 

For  the  almost  certain 
control  of  diarrhea. 


ia,  restlessness,  euphoria,  pruritus,  angioneu- 
;dema,  giant  urticaria  and  paralytic  ileus, 
e and  administration:  Lomotil  is  contraindi- 
in  children  less  than  2 years  old.  Use  only 
il  liquid  for  children  2 to  12  years  old.  For 
l!  to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years, 
(2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 
daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
[i  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls  (ID 
, mg.)  q.i.d.  Maintenance  dosage  may  be  as 
one  fourth  of  the  initial  dosage.  Make  down- 
osage  adjustment  as  soon  as  initial  symptoms 
htrolled. 

Osage:  Keep  the  medication  out  of  the  reach 
dren  since  accidental  overdosage  may  cause 
, even  fatal,  respiratory  depression.  Signs  of 
,sage  include  flushing,  lethargy  or  coma,  hypo- 
, reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
and  respiratory  depression  which  may  occur 


12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and,  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vi  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vi  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 


LOMOTIL 

TABLETS/LIQUID 

Each  tablet  and  each  5 ml.  of  liquid  contain: 

Diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  may  be  habit  forming) 

Atropine  sulfate 0.025  mg. 

SEARLE  & CO. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to: 

G.  D.  Searle  & Co.,  Medical  Department 
Box  5110,  Chicago,  Illinois  60680 
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MINOCIN' made  the  difference  in  just  eight  days. 


Clinical  Data: 

Patient:  47-year-old  male. 

Diagnosis:  Severe  pyoderma,  left  hand. 
Culture:  Staphylococcus  aureus,  coagulase 
positive  and  sensitive  to  MINOCIN. 
Temperature:  102°  F 
Therapy:  MINOCIN  Minocycline  HCI  Cap- 
sules, 1 00  mg:  200  mg  stat,  1 00  mg  every  1 2 
hours.  Medication  began  9/7/71 . By  fourth 
day,  temperature  was  normal  and  pustular 
lesions  considerably  improved.  Last  dose 
taken  9/14/71 . 

Concomitant  therapy:  None  * 


Semisynthetic 

MINOCIN 

MINOCYCLINE  Hd 

Capsules,  1 00  mg:  2 stat,  1 q 1 2 h. 


Minocycline  is  a tetracycline  with  activity  against  a wide 
range  of  gram-negative  and  gram-positive  organisms. 
Contraindications:  Hypersensitivity  to  any  tetracycline. 
Warnings:  The  use  of  tetracyclines  during  tooth  development 
(last  half  of  pregnancy,  infancy  and  childhood  to  the  age  of  8 
years)  may  cause  permanent  discoloration  of  the  teeth  (yel- 
low-gray-brown). This  is  more  common  during  long-term  use 
but  has  been  observed  following  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines, 
therefore,  should  not  be  used  in  this  age  group  unless  other 
drugs  are  not  likely  to  be  effective  or  are  contraindicated.  In 
renal  impairment,  usual  doses  may  lead  to  excessive  accu- 
mulation and  liver  toxicity.  Under  such  conditions,  use  lower 
doses,  and,  in  prolonged  therapy,  determine  serum  levels. 
Photosensitivity  manifested  by  an  exaggerated  sunburn  re- 
action has  been  observed  in  some  individuals  taking  tetra- 
cyclines. Advise  patients  apt  to  be  exposed  to  direct  sunlight 
or  ultraviolet  light  that  such  reaction  can  occur,  and  discon- 
tinue treatment  at  first  evidence  of  skin  erythema.  Studies 
to  date  indicate  that  photosensitivity  does  not  occur  with 
MINOCIN  Minocycline  HCI.  In  patients  with  significantly  im- 
paired renal  function,  the  antianabolic  action  of  tetracycline 
may  cause  an  increase  in  BUN,  leading  to  azotemia,  hyper- 
phosphatemia, and  acidosis.  Pregnancy:  In  animal  studies, 
tetracyclines  cross  the  placenta,  are  found  in  fetal  tissues, 
and  can  have  toxic  effects  on  the  developing  fetus  (often  re- 
lated to  retardation  of  skeletal  development).  Embryotoxicity 
has  been  noted  in  animals  treated  early  in  pregnancy.  Safety 
of  use  during  human  pregnancy  has  not  been  established. 
Newborns,  infants  and  children:  All  tetracyclines  form  a 
stable  calcium  complex  in  any  bone-forming  tissue.  Pre- 
matures, given  oral  doses  of  25  mg. /kg.  every  6 hours,  dem- 
onstrated a decrease  in  fibula  growth  rate,  reversible  when 
drug  was  discontinued.  Tetracyclines  are  present  in  the  milk 
of  lactating  women  who  are  taking  a drug  of  this  class.  Safe 


use  has  not  been  established  in  children  under  13. 
Precautions:  Use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi.  If  superinfection  occurs,  institute 
appropriate  therapy.  In  venereal  diseases  when  coexistent 
syphilis  is  suspected,  darkfield  examination  should  be  done 
before  treatment  is  started  and  blood  serology  repeated 
monthly  for  at  least  four  months.  Patients  on  anticoagulant 
therapy  may  require  downward  adjustment  of  such  dosage. 
Test  for  organ  system  dysfunction  (e.g.,  renal,  hepatic  and 
hemopoietic)  in  long-term  use.  Treat  all  Group  A beta  hemo- 
lytic streptococcal  infections  for  at  least  10  days.  Avoid  giv- 
ing tetracycline  in  conjunction  with  penicillin. 

Adverse  Reactions:  (Common  to  all  tetracyclines,  including 
MINOCIN)  Gl:  (with  both  oral  and  parenteral  use):  anorexia, 
nausea,  light-headedness,  vomiting,  diarrhea,  glossitis,  dys- 
phagia, enterocolitis,  inflammatory  lesions  (with  monilial 
overgrowth)  in  anogenital  region.  Skin:  maculopapular  and 
erythematous  rashes.  Exfoliative  dermatitis  (uncommon). 
Photosensitivity  is  discussed  above  ("Warnings").  Renal 
toxicity:  rise  in  BUN,  dose-related  (see  "Warnings").  Hyper- 
sensitivity reactions:  urticaria,  angioneurotic  edema,  ana- 
phylaxis, anaphylactoid  purpura,  pericarditis,  exacerbation 
of  systemic  lupus  erythematosus.  When  given  in  high  doses, 
tetracyclines  may  produce  brown-black  microscopic  discol- 
oration of  thyroid  glands;  no  abnormalities  of  thyroid  func- 
tion studies  are  known  to  occur.  In  young  infants,  bulging 
fontanels  have  been  reported  following  full  therapeutic  dos- 
age, disappearing  rapidly  when  drug  was  discontinued. 
Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia, 
eosinophilia. 

NOTE:  Concomitant  therapy:  Antacids  containing  aluminum, 
calcium,  or  magnesium  impair  absorption;  do  not  give  to 
patients  taking  oral  minocycline.  Studies  to  date  indicate 
that  MINOCIN  is  not  notably  influenced  by  foods  and  dairy 
products. 


•Indicated  in  infections  due  to  susceptible  organisms.  Culture  and  sensitivity  testing  recommended.  Tetracyclines  are  not  the  drugs  of 
choice  in  the  treatment  of  any  staphylococcal  infection. 

tCase  Report,  Clinical  Investigation  Department,  Lederle  Laboratories. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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PENNSYLVANIA 

MEDICINE 


continuing  education 


Hours  of  attendance  at  any  of  the  courses  included  in  this  listing  may  be  reported,  in  one  category  or  another  for  the  AMA's 
Physician  s Recognition  Award. 


INTERMITTENT  COURSES 

Listed  below  are  courses  of  continuing  medi- 
cal education  which  include  a series  of  two  or 
more  sessions  on  various  subjects  to  deter- 
mine the  specific  topic  on  any  given  day,  con- 
tact the  director  at  the  address  given  in  the 
course  listing 


CARDIOVASCULAR  DISEASE 
j Sayre:  September  1,  1972;  August  31,  1973 

AMA — Cardiology;  at  Robert  Packer  Hosp.;  by 
i Hahnemann;  1 hr.  per  day;  - 1 day  per  mo,;  12 
days  total;  no  fee.  Contact  Paul  C.  Royce,  M.D., 
Ph.D.,  Dir.  of  Med.  Educ.  Robert  Packer  Hosp., 
Sayre  18840. 


DERMATOLOGY 

Sayre;  September  1,  1972  - August  31,  1973 
AMA — Dermatology;  at  Robert  Packer  Hosp.;  by 
Hahnemann;  1 hr.  per  day;  1 day  every  other  mo.; 
5 days  total;  no  fee.  Contact  Paul  C.  Royce,  M.D., 
Ph  D , Direc.  of  Med.  Educ.,  Robert  Packer  Hosp.,' 
Sayre  18840. 


EMERGENCY  MEDICINE 
Sayre;  September  1,  1972  - August  31,  1973 
AMA — Emergency  Medicine;  at  Robert  Packer 
Hosp.;  by  Hahnemann;  1 hr.  per  day;  1 day  per 
week;  16  days  total;  no  fee.  Contact  Paul  C. 
Royce,  M.D.,  Ph.D.,  Dir.  of  Med.  Educ.,  Robert 
Packer  Hosp.,  Sayre  18840. 


ENDOCRINOLOGY 

Sayre;  September  1.  1972  - August  31,  1973 
AMA — Endocrinology;  at  Robert  Packer  Hosp.; 
3y  Hahnemann;  1 hr.  per  day;  1 day  per  mo.;  11 
nos.;  no  fee.  Contact  Paul  C.  Royce,  M.D.,  Ph.D., 
3ir.  of  Med.  Educ.,  Robert  Packer  Hosp..  Sayre 
18840- 


FAMILY  MEDICINE 

OuBois  Hospital;  February  1,  1973  - April  5,  1973 
AMA — Continuing  Education  for  Physicians;  by 
3itt  and  Jefferson  Co.  Med.  Society;  3 hrs.  per 
fay;  every  Thurs.;  10  weeks;  30  hrs,  AAFP  credit 
equested  Contact  W.  G.  Lundgren,  M.D  . Deposit 
National  Bank  Bldg  , DuBois  15801 


:ranklin  Hospital;  January  15  - April  16,  1973 
AMA — Continuing  Education  for  Physicians;  two 
>f  8 sessions  in  a program  planned  by  Pitt,  and 
iponsored  by  the  Venango  Co.  Med.  Soc.  (see  Oil 
Sity  and  Titusville  listings  for  other  sessions);  16 
irs.  AAFP  credit  requested.  Contact  Helen  S. 
Sri f fen . M D , Franklin  Hospital,  Franklin  16323. 


lohnstown;  December  19,  1972  - May  15,  1973 

AMA — Continuing  Education  for  Physicians;  at 
.ee  Hospital;  by  Pitt;  2 hrs.  ea.  day,  1 day  ea. 
no  (except  January  and  March);  8 hrs.  AAFP 
iredit  requested  Contact  Edward  W Gertz.  M.D.. 
.ee  Hospital,  Johnstown  15901. 

ivock  Haven  Hospital;  December  6,  1972  - May  2 
1973 

A Program  of  Continuing  Medical  Education;  by 
Clinton  County  Medical  Soc.  and  Susquehanna 
Valley  RMP;  first  and  third  Wed.  ea.  mo.  (except 
third  week  in  Jan.);  3 hrs.  ea.  day;  9 sessions;  27 
hrs.  AAFP  credit-requested.  Contact  W.C.  Long, 
M.D.,  53  W.  Main  St.,  Lock  Haven  17745. 


Oil  City  Hospital;  November  20,  1972,  February  19 
and  May  21.  1973 

AMA — Continuing  Education  for  Physicians; 
hree  of  8 sessions  in  a program  planned  by  Pitt, 
tnd  sponsored  by  the  Venango  Co.  Med.  Soc.  (see 
-ranklin  and  Titusville  listings  for  other  sessions): 
16  hrs.  AAFP  credit  requested.  Contact  Robert  M. 
3ilewski,  M.D.,  9 Glenview  Ave.,  Oil  City  16301. 


CODE  KEY 

S — Designed  for  full-time  specialists 

AAGP— American  Academy  of  General  Prac- 
tice 

ACGP — American  College  of  General  Practi- 
tioners in  Osteopathic  Medicine  and  Sur 
gery 

AMA — AMA  Accredited  Educational  Institution 
(Eligible  tor  AMA  Physician's  Recognition 
Award  Credit) 

PMS — Pennsylvania  Medical  Society 

Hahnemann — Hahnemann  Medical  College 
and  Hospital 

M S Hershey — Pennsylvania  State  University 
College  of  Medicine.  Milton  S Hershey 
Medical  Center 

Jefferson — Jefferson  Medical  College  of  Phi , 
adelphia 

Pitt — University  of  Pittsburgh  School  of  Medi- 
cine 

Penn  Stale — Pennsylvania  State  University 

Temple — Temple  University  School  of  Medi 
cine 

U of  Pa — University  of  Pennsylvania  School 
of  Medicine 

MCP — The  Medical  College  of  Pennsylvania 


Pittsburgh;  June,  1972  - May,  1973 

Family  Practice  Journal  Club  and  Mortality  Con- 
ference; at  St.  Margaret  Memorial  Hospital;  2 hrs. 
per  day;  first  Fri.  ea.  mo.;  12  mos.;  24  hrs.  AAFP 
and  ACGP  credit  requested.  Contact  Paul  W. 
Dishart,  M.D.,  D.M.E.,  St.  Margaret  Memorial  Hos- 
pital, 265-46th  St.,  Pittsburgh  15201. 


Pittsburgh;  July  19,  1972  - June  13,  1973 

Post  Graduate  Family  Practice  Lectures;  at 
Family  Health  Center  Conf.  Rm.,  St.  Margaret 
Mem.  Hosp,;  1 hr.  per  day;  1 day  per  week;  48 
weeks;  AAFP  credit  requested,  Contact  Paul  W. 
Dishart,  M.D.,  D.M.E.,  St.  Margaret  Mem.  Hosp., 
265-46th  St.,  Pittsburgh  15201. 


Pittsburgh;  September  11,  1972  - May  8,  1973 
AMA — Family  Medical  Practice  Training 
Course;  by  Pitt;  at  Shadyside  Hosp.,  1 hr.  per  day; 
1 day  per  mo.;  10  days  total;  no  fee.  Contact 
William  Garner  Dir,,  Family  Practice  Residency, 
Shadyside  Hosp.,  5230  Center  Ave.,  Pittsburgh 
51232. 


Titusville  Hospital:  December  18,  1972,  March  19 
and  June  18.  1973 

AMA — Continuing  Education  for  Physicians; 
three  of  8 sessions  in  a program  planned  by  Pitt, 
and  sponsored  by  the  Venango  Co.  Med.  Soc.  (see 
Franklin  and  Oil  City  listings  for  other  sessions): 
16  hrs  AAFP  credit  requested.  Contact  Joseph  P. 
Dunn,  M.D.,  407  Third  Street,  Titusville  16354. 


GASTROENTEROLOGY 
Bradford;  October  24,  1972  - May  15,  1973 
AMA-Continuing  Education  for  Physicians;  at 
Penn  Hills  Club;  by  McKean  County  Med.  Soc.  and 
Pitt;  third  Tues.  ea.  mo.  except  Dec.  and  Jan.;  3 
hrs.  ea.  day;  18  hrs.  AAFP  credit  requested; 
fee  = $25  ($5  single  sess.).  Contact  Elizabeth 
Cleland,  M.D.,  106  S.  Fraley  St.,  Kane  16735. 


GENERAL  MEDICINE 

Altoona  Hospital;  October  5,  1972  - May  17,  1973 
AMA — A Program  of  Continuing  Medical  Educa- 
tion by  Jefferson  and  Penn  State;  2 hrs.  per  day; 
first  and  third  Thurs.  of  ea.  month;  32  hrs.  AAFP 
credit  approved;  fee  = $50  ($5  per  seminar).  Con- 
tact Philip  W.  Hoovler,  M.D.,  Dir.  of  Med.  Educ., 
Altoona  Hosp.,  Howard  Ave.  Altoona  16603. 


Beaver  County;  September  20,  1972  - May  16 
1973. 

AMA — Continuing  Education  for  Physicians;  at 
either  Beaver  County  Hosp.  or  Aliquippa  Hosp.;  by 
Pitt;  3 hrs.  per  day;  1 day  ea.  mo;  21  hrs.  AAFP 


credit  requested;  fee  = $50  for  all,  $10  ea.  Con- 
tact Mrs.  Thalia  Frick,  Exec.  Secy.,  Beaver  Co. 
Med.  Soc.,  312-314  Federal  Title  and  Trust  Bldg., 
Beaver  Falls  15010 


Berwick;  September  20,  1972  - May  16,  1973 
Columbia  County  Medical  Society's  continuing 
Medical  Education  Program;  by  Greater  Delaware 
Valley  RMP;  at  Briar  Heights  Lodge;  Third  Wed. 
ea  Mo.  except  Dec,;  7 - 10  P.M.;  Fee  = $40. 
AAFP  credit  approved.  Contact  R.N  Shoemaker, 
Ph.D.,  Coord.  Med.  Educ.  G.D.V.R.M.P.,  VA  Hosp., 
1111  East  End  Blvd.  Wilkes-Barre  18703. 


Bethlehem;  September  21,  1972  - May  17,  1973 
AMA — Postgraduate  Seminars  for  Physicians;  at 
St.  Luke's  Hosp.;  by  Jefferson  and  Penn  State;  3 
hrs.  per  day;  1 day  per  mo.  (except  December);  24 
hrs.  AAFP  credit  approved.  Contact  John  H. 
Killough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson, 
1025Walnut  St.,  Philadelphia  19107. 


Bradford  Hospital;  September  1,  1972  - June  30 
1973 

Telephone  Lecture  Network  Regional  Medical 
Program  of  Western  New  York;  1 hr.  per  day;  80 
days;  AAFP  credit  approved.  Contact  Howard  S. 
Miller,  M.O.,  Chrm.  Educ.  Cmte.,  Bradford  Hosp., 
Interstate  Parkway,  Bradford  16701. 


Bradford  Hospital;  September  1.  1972  - June  30, 
1973 

Network  for  Continuing  Medical  Education — 
Television  Tapes;  1 hr.  per  day;  1 day  per  week; 
40  weeks.  Contact  Howard  S.  Miller,  M.D.,  Chrm., 
Educ.  Cmte.,  Bradford  Hosp.,  Interstate  Parkway, 
Bradford  16701. 


Chester;  September  12,  1972  - May  29.  1973 

AMA — Continuing  Education  Program;  by  Hah- 
nemann; at  Crozer  - Chester  Medical  Center;  2 
hrs.  per  day;  1 day  per  week;  74  hrs.  AAFP  credit 
requested.  Contact  Frederick  K.  Heath,  M.D., 
Assoc.  Dean,  Sch.  of  Cont.  Educ.,  Hahnemann, 
230  N.  Broad  St.,  Philadelphia  19102. 


Coatesville;  September,  1972  - June  1973 
AMA — Neuropharmacology  Course;  at  V.A.  Hos- 
pital; by  Jefferson;  IV2  hrs.  ea.  mo.;  third  Mon.  ea. 
mo.;  15  hrs.  elective  AAFP  credit  approved.  Con- 
tact J.  Clifford  Scott.  M.D.,  Dir.,  Prof.  Educ.,  V.A. 
Hosp,,  Coatesville  19320. 


Easton;  September  20,  1972  - June  20,  1973 
AMA — Continuing  Education  Program;  by  Hah- 
nemann; at  Easton  Hosp.;  IV2  hrs.  per  day;  1 day 
per  mo.;  12  hrs.  AAFP  credit  requested.  Contact 
Frederick  K.  Heath,  M.D.,  Assoc.  Dean,  Sch.  of 
Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Erie.  September  21,  1972  - May  25,  1973 
AMA — A Program  of  Continuing  Medical  Educa- 
tion; at  St.  Vincent  Hosp.  by  Jefferson  and  Penn 
State;  3 hrs.  per  day;  1 day  per  mo.;  36  hrs.  AAFP 
credit  approved.  Contact  John  H.  Killough,  Ph  D., 
M.D.,  Assoc.  Dean.  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Greensburg;  September  12,  1972  - August  14,  1973 
AMA — Continuing  Education  for  Physicians;  at 
Westmoreland  Hosp.;  by  Pitt.;  2 hrs.  per  day;  2nd 
Tues.  ea.  mo.;  24  hrs.  AAFP  credit  requested. 
Contact  F.D.  Edgar,  Jr.,  M.D.,  Med.  Dir.,  West- 
moreland Hosp  532  W.  Pittsburgh  St.,  Greensburg 
15601. 


Hazleton  State  Gen.  Hosp  ; September  21  1972  - 
May  30,  1973 

AMA — Continuing  Medical  Education;  by  U.  of 
Pa.  School  of  Grad.  Med.,  Hazleton  Branch  of 
Luzerne  Co.  Med.  Soc.,  St.  Joseph  Hosp.  and 
Hazleton  State  Gen.  Hosp.;  ea  Thurs.,  36  weeks; 
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54  hrs  AAFP  credit  requested.  Contact  Robert 
Gunderson.  M.D.,  DME.  Hazleton  State  Gen. 
Hosp.,  Hazleton  18201. 


Johnstown;  September  26,  1_972  - April  24,  1973 
AMA — A Program  of  Continuing  Medical  Educa- 
tion; at  Conemaugh  Valley  Mem.  Hosp.;  by  Jef- 
ferson and  Penn  State;  2 hrs.  per  day;  1 day  per 
mo.  (except  December  and  February);  12  hrs. 
AAFP  credit  approved.  Contact  John  H.  Killough, 
Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut 
St.,  Philadelphia  19107. 


Kittanning;  October  7,  1972  - June  2,  1973 

AMA — Continuing  Education  for  Physicians;  at 
Armstrong  Co.  Mem.  Hosp.;  by  Pitt;  2 hrs.  per  day; 
every  other  Saturday  morning;  32  hrs.  AAFP  credit 
requested.  Contact  Roderick  R.  McLeod.  M.D  . 137 
S.  Jefferson  St.,  Box  150,  Kittanning,  16201. 


Lancaster  General  Hospital;  September  12,  1972  - 
May  29,  1973 

Program  in  Continuing  Medical  Education;  3 
hrs.  per  day;  1 day  per  week;  28  weeks;  84  hrs. 
AAFP  credit  requested.  Contact  John  H. 
Esbenshade,  Jr.,  M.D.  Dir.  of  Med.  Educ., 
Lancaster  General  Hosp.,  555  N.  Duke  St., 
Lancaster  17604. 


Latrobe  Area  Hosp.;  September  12,  1972  - April 
10,  1973 

AMA — Continuing  Education  for  Physicians;  by 
Pitt;  2 hrs.  per  day;  1 day  ea.  mo.;  8 mos  ; 16  hrs. 
AAFP  credit  requested;  no  fee.  Contact  John  R. 
Mazero,  M.D.,  Med.  Dir.,  Latrobe  Area  Hosp.,  La- 
trobe, Pa.  15670. 


Lebanon,  November  7,  1972  - May  1,  1973 
AMA — A continuing  Medical  Education  Pro- 
gram; at  Quentin  Riding  Academy;  by  Jefferson, 
Penn  State  and  Lebanon  Co.  Med.  Soc.;  2 hrs.  per 
day;  1 day  per  mo.;  4 months;  8 hrs.  AAFP  credit 
approved.  Contact  John  H.  Killough,  Ph.D.,  M.D., 
Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Lehighton;  September  18,  1972  - May  21,  1973. 

Carbon  County  Medical  Society  Continuing 
Medical  Education  Program;  at  Gnaden-Huetten 
Hospital;  by  Greater  Delaware  Valley  RMP;  third 
Monday,  ea.  Mo.  except  Dec.;  7 - 10  p.m.;  no  fee; 
AAFP  credit  approved.  Contact  R.N.  Shoemaker, 
Ph.D.,  Coord.  Med.  Educ.,  G.D.V.R.M.P.,  V.A. 
Hosp.,  1111  East  End  Blvd.,  Wilkes-Barre,  Pa. 
18703. 


Meadville  City  Hospital;  October  4,  1972  - June  6, 
1973 

Practical  Pharmacology/A  Continuing  Education 
Program  for  Physicians;  by  Crawford  County  Medi- 
cal Society  and  Gannon  College  (Erie);  first  Wed. 
ea.  mo.;  2 hrs.  ea.  day;  18  hrs.  AAFP  credit 
requested;  fee  = $50  ($7.50  single  sess.),  Contact 
Robert  C.  Challener,  M.D.,  Meadville  City  Hosp., 
Liberty  St.,  Meadville  16335. 


Philadelphia;  September  8,  1972  - June.  1973 
Continuing  Education  for  Physicians;  at  Frank- 
ford  Hosp.;  1 hr.  per  day;  1 day  per  week;  40 
weeks;  40  hrs.  AAFP  credit  requested.  Contact 
Ronald  E.  Cohn,  M.D.,  Med.  Dir.,  Frankford  Hosp., 
Frankford  Ave.  & Wakeling  St,  Philadelphia 
19124. 


Pittsburgh;  July  20,  1972  - June  14,  1973 

Post  Graduate  Medical  Education  Lectures;  at 
St.  Margaret  Memorial  Hosp.;  30  weeks;  1 hr.  per 
day;  1 day  per  week — first,  second  and  third 
Thurs.  ea.  mo.;  30  hrs.  AAFP  credit  requested. 
Contact  Paul  W.  Dishart,  M.D..  D.M.E.,  St.  Mar- 
garet Mem.  Hosp.,  265-46th  St.,  Pittsburgh  15201. 


Pittsburgh,  September  6,  1972  - May  10,  1973. 

AMA — Seminars  for  the  Practicing  Physicians; 
by  Pitt;  at  Scaife  Hall;  2’/2  hrs.  per  day  1 day  per 
week;  32  hrs.  AAFP  credit  requested;  one  series 
to  be  held  Wednesday  afternoons — the  other  on 
Thursday  evenings;  fee  = $150  ($10  per  session). 
Contact  William  M.  Cooper,  M.D.,  Dir.,  Div.  of 
Cont.  Educa.,  Pitt.,  1022-H  Scaife  Hall,  Pittsburgh 
15123. 


Pittsburgh;  September  19,  1972  - May  15,  1973 


AMA — Continuing  Education  for  Physicians;  at 
Shadyside  Hosp.;  by  Pitt;  1 hr.  per  day;  1 day  per 
week;  9 weeks;  9 hrs.  AAFP  credit  requested;  no 
fee.  Contact  Franklin  Johnson,  M.D.,  Shadyside 
Hosp.,  5230  Centre  Ave.,  Pittsburgh  15232. 


Pittsburgh;  September  21.  1972  - April  19.  1973 
AMA — Continuing  Education  for  Physicians;  by 
Pitt;  at  West  Penn  Hospital;  third  Thurs,  ea.  mo.;  1 
hr.  ea.  mo.;  8 mos.;  8 hrs.  AAFP  credit  requested. 
Contact  Charles  R.  Wilson,  Jr..  M.D  Chief,  Div.  of 
Med.,  West  Penn  Hosp.,  4800  Friendship  Ave.. 
Pittsburgh,  Pa.  15213. 


Pittsburgh;  September  28,  1972  - May  24,  1973 
AMA — Continuing  Education  for  Physicians;  at 
North  Hills  Passavant  Hosp.;  by  Pitt.;  2 hrs.  per 
day;  1 day  per  mo.;  8 mos.;  16  hrs.  AAFP  credit 
requested;  no  fee.  Contact  H.H  Anderson,  M.D., 
North  Hills  Passavant  Hosp.,  9100  Babcock  Blvd., 
Pittsburgh  15219. 


Pittsburgh;  October  25.  1972  - June  13.  1973 

AMA — Continuing  Education  for  Physicians;  at 
St  John's  General  Hosp  and  Suburban  General 
Hosp.;  by  Pitt;  2 hrs.  per  day;  one  Wed.  ea.  mo.; 
18  hrs.  AAFP  credit  requested.  Contact  Raymond 
J.  Wojciak.  D.O  , 275  Silver  Lane,  McKees  Rocks 
15136 


Pottsville  Hospital,  September  7,  1972  - June  7. 
1973 

AMA — A Program  of  Continuing  Medical  Educa- 
tion; by  Jefferson  and  Penn  State;  2 hrs.  per  day;  1 
day  per  mo.  for  10  months;  20  hrs.  AAFP  credit 
approved.  Contact  John  H.  Killough,  Ph.D.,  M.D., 
Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Pottsville;  September  28,  1 972  - May  31 , 1973 
AMA — Continuing  Education  Program;  by  Hah- 
nemann; at  Good  Samaritan  Hosp.;  2 hrs.  per  day; 
1 day  per  mo.;  18  hrs.  AAFP  credit  requested. 
Contact  Frederick  K.  Heath,  M.D.,  Assoc.  Dean, 
Sch.  of  Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Reading;  September  26,  1972  - May  22,  1973. 

Continuing  Medical  Education;  at  St.  Joseph's 
Hosp.,  1 hr,  per  day;  1 day  per  mo.;  8 hrs.  AAFP 
credit  requested.  Contact  Kenneth  M.  Schreck, 
M.D..  Med.  Dir.,  St.  Joseph's  Hosp.,  215  N.  12th 
St.,  Reading  19601 . 


Scranton;  Fourth  Wednesday  of  each  month  (ex- 
cept November,  December  & June) 

A Program  of  Continuing  Medical  Education;  at 
Casey  Inn;  by  Lackawanna  Co.  Med.  Society  and 
Greater  Delaware  Valley  RMP;  3 hrs.  ea.  evening 
AAGP  credit  requested.  Contact  R.N.  Shoemaker, 
Ph.D.,  Coordinator  of  Med.  Educ.,  VA  Hosp.,  1111 
E.  End  Blvd.,  Wilkes-Barre  18703. 


Scranton;  September  20,  1972  - May  16,  1973 
AMA — Continuing  Education  Program;  by  Hah- 
nemann; at  Mercy  Hosp.;  2V2  hrs.  per  day;  1 day 
ea.  Mo.;  22'/2  hrs.  AAFP  credit  requested.  Contact 
Frederick  K.  Heath,  M.D.,  Assoc.  Dean,  Sch.  of 
Cont.  Educ.,  Hahnemann,  230  N.  Broad  St.. 
Philadelphia  19102. 


Scranton;  September  27,  1972  - May  25,  1973 
Lackawanna  County  Medical  Society  Continuing 
Medical  Education  Program;  at  Casey  Inn;  by 
Greater  Delaware  Valley  RMP;  Fourth  Wed.  ea 
mo.  except  Nov.,  Dec.  and  Feb.;  7-10  P.M.;  No 
fee;  AAFP  credit  approved.  Contact  R.N.  Shoe- 
maker, Ph  D.,  Coord.  Med.  Educ.,  G.D.V.R.M.P., 
VA  Hosp.,  1111  East  End  Blvd.,  Wilkes-Barre 
18703. 


Sharon  General  Hospital;  September  20,  1972  - 
March  21,  1973 

AMA  - Continuing  Education  for  Physicians;  by 
Mercer  County  Med.  Society  and  Pitt.;  first  and 
third  Wed.  (except  third  week  in  December);  3 hrs. 
ea.  day;  36  hrs.  AAFP  credit  requested;  fee  =$35 
($5  single  sess.).  Contact  Allen  H.  Holt,  M.D.,  32 
Jefferson  Ave.  (108  Med.  Arts  Bldg.),  Sharon 
16146. 


St.  Marys;  October  22,  1972  - April  22,  1973 

AMA- — Continuing  Education  for  Physicians;  at 


Andrew  Kaul  Mem.  Hosp.;  by  Pitt;  3 hrs.  per  da> 
every  other  Sunday  afternoon;  24  hrs.  AAFP  cred 
requested.  Contact  Bernard  L.  Coppolo,  M.D  . 12 
E.  Arch  St.,  St.  Marys  15857. 


Tunkahannock;  September  15,  1972  - May  9,  1973. 

Wyoming  County  Medical  Society  Continuing 
Medical  Education  Program;  at  Tyler  Memoria 
Hosp.;  by  Greater  Delaware  Valley  RMP;  secom 
Wed.  Ea.  Mo.  except  Dec.;  9 a m.  - 12  noon;  n- 
fee;  AAFP  credit  approved  Contact  R.N.  Shoe 
maker,  Ph  D.,  Coord. 


Uniontown  Hospital;  September  27,  1972  - May  2c 
1973 

AMA  - Continuing  Education  for  Physicians;  b 
Fayette  County  Medical  Soc.  and  Pitt  ; one  Wee 
ea.  mo  (except  Dec.);  3 hrs.  ea.  day;  24  hrs.  AAF 
credit  requested;  fee  = $50  ($7.50  single  sess. 
Contact  Mr.  Walter  Lion,  Exec.  Secy.,  Fayette  Cc 
Med.  Soc.,  30  Delaware  Ave.,  Uniontown  15401. 


Upland;  September  12,  1972  - May  29,  1973 

AMA — Continuing  Medical  Education  Program; 
at  Crozer-Chester  Med.  Center;  by  Hahnamann;  j 
hrs.  per  day;  1 day  per  week;  37  weeks;  74  hrs 
AAFP  credit  requested;  no  fee.  Contact  Frederic! 
K.  Heath,  M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Educ  j 
Hahnemann,  230  N.  Broad  St.,  Philadelphia  19102  I 


Wellsboro;  October  18.  1972  - May  16.  1973 

Program  of  Continuing  Medical  Education  fc 
Physicians;  at  Soldiers  & Sailors  Memorial  Hosp 
by  PMS  and  Susquehanna  Valley  RMP;  3 hrs.  pe 
day;  third  Wed.,  ea.  mo.  except  Dec.  and  Feb 
AAFP  credit  requested;  fee  = $5  ea.  sessior 
Contact  Ralph  C.  Antrim,  Jr.,  Administrator,  So 
diers  & Sailors.  Mem  Hosp..  Wellsboro  16901. 


Wilkes-Barre;  September  13,  1972  - May  23,  1973 
AMA — Continuing  Education  Program;  by  Hal 
nemann;  at  Wyoming  Valley  Hosp.;  3 hrs.  per  da1 
1 day  every  other  week;  57  hrs.  AAFP  cred 
requested.  Contact  Frederick  K.  Heath,  M.D 
Assoc.  Dean.  Sch.  of  Cont.  Educ.,  Hahneman 
230  N Broad  St..  Philadelphia  19102. 


Wilkes-Barre;  September  15,  1972  - May  9.  1973.  . 

Luzerne  County  Medical  Society  Continum  ' 
Medical  Education  Program;  at  130  S.  Frankli  1 
St.,;  by  Greater  Delaware  Valley  RMP;  secon  - 
Wed.  ea.  mo.  except  Dec.;  7-10  p.m.;  no  fe< 
AAFP  credit  approved.  Contact  R.N  Shoemake 
Ph  D.,  Coord.  Med.  Educ..  G.D.V.R  M.P.,  V., 
Hosp.,  1111  East  End  Blvd.,  Wilkes-Barre  18703. 


Williamsport  Hospital;  September  8.  1972  - Marc 
9,  1973 

AMA — Postgraduate  Seminars  for  Physician 
by  Jefferson  and  Penn  State;  3 hrs.  ea  day;  2r 
Fri.  ea  mo.  (except  Jan.);  AAFP  credit  approve 
Contact  Earl  R Miller,  M.D  . 206  W.  Southe 
Ave..  South  Williamsport  17701. 

York  Hospital;  September  14,  1972  - April  26,  191 

AMA — Continuing  Medical  Education  f 
Physicians;  by  Jefferson  and  Penn  State;  3 hrs  e< 
day;  Thurs  ea  week;  AAFP  credit  approve 
fee  = $50.  Contact  Merle  S.  Bacastow,  M D . Vi • I 
President-Med  Affairs.  York  Hosp  , York  17405. 


HEMATOLOGY 

Sayre;  September  1,  1972  - August  31,  1973 
AMA — Hematology;  at  Robert  Packer  Hosp.; 
Hahnemann;  1 hr.  per  day;  1 day  per  mo.  13  da 
total  no  fee.  Conact  Paul  C.  Royce,  M.D  . Ph.[ 
Dir.  of  Med.  Educ.,  Robert  Packer  Hosp.,  Say 
18840. 


INTERNAL  MEDICINE 

Altoona  Hospital;  October  5,  1972  - May  17,  1973 
AMA — Postgraduate  Seminars  for  Physician 
by  Jefferson  and  Penn  State;  Thurs.  morning  eve 
other  week;  16  sessions;  32  hrs.  AAFP  crec 
approved  - Category  1;  fee  = $50  complete,  : 
each.  Contact  Philip  W.  Hoovler,  M.D.,  D.M.E..  ^ 
toona  Hosp.,  Howard  Ave.  and  7th  St.,  Altooi 
16603. 


October  4,  1972  - April  18,  1973;  Philadelphia 
AMA — Internal  Medicine  Reviews;  at  Hs 
nemann;  3 hrs.  per  day;  1 day  per  week;  27  weei 
81  hrs.  total;  fee=$175.  Contact  Frederick 
Heath,  M.D,,  Assoc.  Dean,  Sch.  of  Cont.  Edu 
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PENNSYLVANIA  MEDICIN 


Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102- 

— 

MALIGNANT  DISEASE 
Reading;  Fourth  Tuesday  ea.  month 
Tumor  Conference;  at  Community  General  Hos- 
pital. Contact  Harold  I.  Farber,  M.D.,  Dir.,  Tumor 
Clinic,  Community  Gen.  Hosp.,  145  N.  Sixth  St., 
Reading  1 9601 . 


NEPHROLOGY 

Sayre;  September  1,  1972  - August  31,  1973 
AMA — Urology-Nephrology;  at  Robert  Packer 
Hosp.;  by  Hahnemann;  1 hr.  per  day;  1 day  per  mo; 
9 days  total;  no  fee.  Contact  Paul  C.  Royce.  M.D., 
Ph.D.,  Dir.  of  Med.  Educ.,  Robert  Packer  Hosp., 
Sayre  18840. 


NEUROLOGY 

Norristown  State  Hospital;  September  11  1972  - 
April  9,  1973 

S — Intensive  Review  of  Neurology;  IVi  hrs.  per 
fay;  1 day  per  week;  29  weeks;  36  hrs.  total;  fee 
= $100.  Contact  John  D.  Pruitt,  M.D.,  Dir.  Cont. 
^ed.  Educ.,  Norristown  State  Hosp.,  Stanbridge  & 
Sterigere  Sts.,  Norristown,  19401. 


Sayre;  September  1,  1972  - August  31,  1973 
AMA — Neurology;  at  Robert  Packer  Hosp.;  by 
Hahnemann;  1 hr.  per  day;  1 day  a mo;  7 days 
otal;  no  fee.  Contact  Paul  C.  Royce,  M.D.,  Ph.D., 
Pir.  of  Med.  Educ.,  Robert  Packer  Hosp.  Sayre 
8840. 


OBSTETRICS  AND  GYNECOLOGY 
'ittsburgh ; July  3.  1972  - March  1973 
Ob-Gyn  Conference;  at  St  Margaret  Memorial 

I hospital ; 1 hr.  every  Wed.,  33  weeks;  33  hrs  AAFP 
redit  requested.  Contact  Paul  W.  Dishart.  M.D., 
iME,  St.  Margaret  Mem.  Hosp.,  265  - 46th  st., 
ittsburgh  15201. 


OTOLARYNGOLOGY 

'ittsburgh;  September  11,  1972  - May  21 , 1973 
AMA — Continuing  Education  Program  in  Oto- 
iryngology;  by  Pitt;  at  Eye  and  Ear  Hosp.;  2 hrs. 
ler  day;  every  other  Monday;  44  hrs.  AAFP  credit 
bquested.  Contact  William  M.  Cooper,  M.D.,  Dir., 
,iv.  of  Cont.  Educ.,  Pitt.,  1022  Scaife  Hall,  Pitts- 
urgh  15213. 


PATHOLOGY 

orristown;  October  11,  1972  - May  9.  1973 
S — Surburban  Pathology  Slide  Seminars;  by 
uburban  Pathology  Soc.  of  Phila.  and  Mont- 
omery  Co.  Med.  Soc.;  at  Montgomery  Co.  Med. 
ociety;  3 hrs.  per  day,  1 day  per  mo.;  fee  = $5. 
ontact  John  J.  McGraw,  Jr.,  M.D.,  Secy., 
uburban  Pathology  Soc.  of  Phila.,  Bryn  Mawr 
osp.,  Bryn  Mawr  19010. 


PSYCHIATRY 

aston  Hospital;  September  25,  1972  - June  25, 
>73 

AMA — Psychiatry  in  Medical  Practice;  by  Dept. 
Mental  Health  Sciences  of  Hahnemann;  IVi  hrs. 
ar  day;  1 day  per  mo.;  13V4  hrs.  AAFP  and  ACGP 
edit  requested.  Contact  Paul  J.  Fink,  M.D.  Dir.  of 
duca.  and  Training,  Hahnemann,  230  N.  Broad 
I.,  Philadelphia  19102. 


arrisburg;  October  6,  1972  - April  20,  1973 
AMA — Psychiatric  Problems  in  Medical  Prac- 
,;e;  by  Hahnemann;  at  Polyclinic  Hosp.,  1 hr.  per 
ly;  1 day  per  week;  20  weeks;  AAFP  and  ACGP 
edit  requested.  Contact  Paul  J.  Fink,  M.D.,  Dir. 
due.  and  Training,  Hahnemann,  230  N.  Broad  St., 
liladelphia  19102. 


orristown  State  Hospital;  Sept.  8,  1972  - April  13, 
>73 

S — Intensive  Review  of  Psychiatry;  VA  hrs.  per 
ty;  1 day  per  week;  30  weeks;  37’/2  hrs.  total;  fee 
$100.  Contact  John  D.  Pruitt,  M.D.,  Dir.  Cont. 
ed.  Educ.,  Norristown  State  Hosp.  Stanbridge  & 
i eri g ere  Sts.,  Norristown,  19401. 


liladelphia;  November  8,  1972  - January  17,  1973 
AMA  - Psychiatry  in  Family  Practice;  by  Jef- 
rson;  1 day  per  week;  2 hrs.  ea.  day;  10  weeks; 
hrs.  AAFP  credit  requested;  fee  = $50  Contact 
,iul  J.  Poinsard,  M.D  , Prof,  of  Psychiatry,  Jef- 
|rson,  1025  Walnut  St.;  Philadelphia  19107. 

iladelphia;  September  5,  1972  - June  5,  1973 

\NUARY  1973 


AMA/S — Recent  Advances  in  Psychiatry  and  the 
Behavioral  Sciences;  by  U.  of  Pa.,  Dept,  of  Psychi- 
atry; at  the  Institute  of  Pa.  Hosp,;  1 hr.  per  day;  1 
day  per  mo.;  10  months;  fee=$50.  Contact  Peter 
B.  Bloom,  M.D.,  Coordinator,  Institute  of  Pa. 
Hosp.,  Ill  N.  49th  St.,  Philadelphia  19139. 


Philadelphia;  September  20,  1972  - May  9.  1973 
AMA — Psychological  Pediatrics  Conference;  by 
Hahnemann;  at  Dept,  of  Mental  Health  Sciences; 
1'/2  hrs.  per  day;  1 day  per  week;  40'/2  hrs.  AAFP 
and  ACGP  credit  requested;  fee  = $75.  Contact 
Paul  J.  Fink,  M.O.,  Dir.  Educ.  and  Training,  Dept, 
of  Mental  Health  Sciences,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


Philadelphia;  January  8 - March  12,  1973 
AMA/S  - Behavior  Therapy;  at  Hospital  of  U.  of 
Pa.;  by  Institute  of  Pa.  Hosp.  1 day  per  week;  2 
hrs.  ea.  day;  10  days;  fee  = $100.  Contact  Peter  B. 
Bloom,  M.D.,  Coordinator,  Institute,  111  N.  49th 
St.,  Philadelphia  19139. 


Philadelphia;  January  8 - March  12,  1973 
AMA/S  - Family  Therapy;  at  Philadelphia  Child 
Guidance  Clinic;  by  Institute  of  Pa.  Hosp.;  1 day 
per  week;  2'/2  hrs.  per  day;  10  days;  fee  = $100. 
Contact  Peter  B Bloom,  M.D.,  Coordinator,  Insti- 
tute, 111  N.  49th  St.,  Philadelphia  19139. 


Philadelphia,  January  17-31,  1973  (repeat  starting 
April  4,  1973) 

AMA/S — Self-Assessment  Test  Workshop;  bv 
Dept,  of  Psychiatry,  U.  of  Pa.;  at  the  Institute  of 
Pa.  Hosp.;  4 hrs.  per  day;  1 day  per  week;  3 
weeks;  fee  = $50.  Contact  Peter  B.  Bloom,  M.D.  In- 
stitute of  the  Pa.  Hosp.,  Ill  N.  49th  St., 
Philadelphia  19139. 


Philadelphia;  March  17  - May  19,  1973 
AMA/S — Principles  and  Practice  of  Group  Psy- 
chotherapy; by  Institute  of  Pa.  Hosp.;  2 hrs.  per 
day;  1 day  per  week;  10  weeks;  fee  = $100.  Contact 
Peter  B.  Bloom,  M.D.,  Coordinator,  Institute,  111 
N.  49th  St.,  Philadelphia  19139. 


Philadelphia;  March  21  - May  23,  1973 

AMA — Adolescence  and  the  Youth  Culture;  by 
Hahnemann;  at  Dept,  of  Mental  Health  Sciences;  2 
hrs.  per  day;  1 day  per  week;  10  weeks;  20  hrs. 
AAFP  credit  requested;  fee  = $75.  Contact  Paul  J. 
Fink,  M.D.,  Dir.  of  Educ.  & Training,  Hahnemann, 
230  N.  Broad  St.,  Philadlephia  19102. 


Philadelphia,  October  5,  1972  - March  8,  1973 
AMA/S — Medical  Hypnosis;  by  Dept.  Psychia- 
try,— U.  of  Pa.;  at  the  Institute  of  Pa.  Hosp.;  4 hrs. 
per  day;  1 day  per  week;  20  weeks;  fee  = $175. 
Contact  Peter  B.  Bloom,  M.D.,  Institute  of  Pa. 
Hosp.  Ill  N.  49th  St.,  Philadelphia  19139. 


Philadelphia;  January  3 - March  7,  1973/March  14 
- May  16,  1973. 

AMA — Seminars  in  Psychotherapy:  Short-Term, 
Crisis  and  Supportive  Therapies  (for  general  prac- 
tice and  part-time  specialist);  at  Hahnemann;  2 
hrs.  per  day;  1 day  per  week;  10  weeks;  20  hrs. 
AAFP  and  ACGP  credit  requested;  fee=$75  for  10 
weeks  ($150  for  all  30).  Contact  Paul  J.  Fink,  M.D., 
Dir.,  Educ.  and  Training,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


Philadelphia;  October  21,  1972  - March  3,  1973 
AMA/S — Films  in  Psychiatry  and  the  Behavioral 
Sciences;  by  Dept,  of  Psychiatry  of  U.  of  Pa.  at  In- 
stitute of  Pa.  Hosp.;  4 hrs.  per  day;  1 day  per  mo.; 
fee  = $20  each  session  ($100  for  all  6).  Contact 
Peter  B.  Bloom,  M.D.,  Institute  of  Pa.  Hosp.,  Ill 
N.  49th  St.,  Philadelphia  19139. 


Philadelphia;  October  25,  1972  - January  18,  1973 
AMA — Sexual  Problems  in  Medical  Practice;  at 
Hahnemann;  2 hrs.  per  day;  1 day  per  wk;  12 
weeks;  24  hrs  AAFP  and  ACGP  credit  requested; 
fee=$75.  Contact  Paul  J.  Fink,  M.D.,  Dir.  Educ. 
and  Training,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Pittsburgh;  September  7,  1972  - June  14,  1973 
Psychiatry  Seminars  in  Family  Practice;  at  St. 
Margaret  Mem.  Hosp.;  2 hrs.  per  day;  1 day  per 
week;  30  weeks;  60  hrs.  AAFP  credit  requested; 
fee=$50  for  each  10-week  series.  Contact  Paul  W. 
Dishart,  M.D.,  Dir.  of  Med.  Educ.,  St.  Margaret 


Mem.  Hosp.,  265-46th  St.,  Pittsburgh  15201. 


Pittsburgh;  January  10  - April  4,  1973 
AMA  - Seminars  in  Patient  Care;  at  Staunton 
Clinic;  by  Pitt.;  1 day  per  week;  2 hrs.  per  day;  26 
hrs.  AAFP  credit  approved;  fee  = $100.  Contact 
Rex.  A.  Pittenger,  M.D.,  Chief,  Staunton  Clinic, 
3601  Fifth  Ave.,  Pittsburgh  15213. 


SURGERY 

Pittsburgh;  January  9 - May  31,  1973 
AMA — Continuing  Education  in  Surgery;  at  Pitt.; 
by  Dept,  of  Surgery;  21  weeks;  Tues.  and  Thurs. 
evenings;  3 hrs.  ea  evening;  126  hrs.  AAFP  credit 
requested;  fee  = $500  ($15  single  session).  Con- 
tact William  M.  Cooper,  M.D.,  Dir.,  Div.  of  Cont. 
Educ.,  Pitt,  1022-H  Scaife  Hall,  Pittsburgh  15213 


OTHER  COURSES 
code 

C — Continuous  (Consecutive  Oays) 
O — One  Day  or  Less 
PG — Postgraduate  Traineeship 
M — Multiple  Sites  (Circuit) 


ALLERGY 

Continuous  (February  5 -March  30,  1973); 

Philadelphia 

(repeat  May  7 - June  29,  1973;  and  September  3 
- October  26,  1973) 

AMA/PG — Clinical  Immunology  Tutorial  Course; 
at  Hahnemann;  7-8  hrs.  per  day;  40  days; 
fee=$500.  Contact  Frederick  K.  Heath,  M.D., 
Assoc.  Dean.  Sch.  of  Cont.  Educ.,  Hahnemann, 
230  N Broad  St.,  Philadelphia  19102 


ARTHRITIS  AND  RHEUMATISM 
Continuous  (September  1972  - June  1973); 

Philadelphia 

AMA/P  G- — Rheumatology  Tutorial  Course;  at 
Hahnemann;  6-7  hrs.  per  day;  2 days  per  week;  4 
weeks  total;  fee=$150.  Contact  Frederick  K. 
Heath,  M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N Broad  St.,  Philadelphia  19102. 


CARDIOVASCULAR  DISEASE 
Continuous  (September  1972  - June  1973); 

Philadelphia 

AMA/PG — Tutorial  Courses  (10  days  in  each 
sub-specialty — Hypertension,  clinical  and  labora- 
tory; fluid  and  electrolyte  metabolism;  dialysis);  at 
Hahnemann;  8 hrs.  per  day;  fee=$300  per  course. 
Contact  Frederick  K.  Heath,  M O.,  Assoc.  Dean, 
Sch.  of  Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Continuous  (October  2,  1972  - June  22,  1973); 
Philadelphia 

AMA/PG — Tutorial  Courses  (15  days  in  each 
sub-speciality;  clinical  cardiology  and  car- 
diovascular surgery,  clinical  cardiology- 
physiology  and  phono-echo,  electrophysiology, 
cardio-hemodynamics,  cardiac  care  unit);  at  Hah- 
nemann; 6-9  hrs.  per  day;  15  days  each  course; 
fee=$300  each  course.  Contact  Frederick  K. 
Heath,  M O , Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N Broad  St.,  Philadelphia  19102. 


January  18-19,  1973  - Philadelphia 
February  12,  1973  - Pittsburgh 
April  9,  1973  - Pittsburgh 
April  12  - 13,  1973  - Philadelphia 
M — Instructors'  Training  Courses  in  Cardiopul- 
monary Resuscitation;  by  Pa.  Heart  Assoc.,  Emer- 
gency Care  Research  Inst.,  Milton  S.  Hershey 
Med.  Center  and  Pitt;  AAFP  Elective  Credit 
Requested;  Fee  = $40  for  two  days;  $20  for  one. 
Contact  Pa.  Heart  Assoc.  P.O.  Box  2435  - Harris- 
burg, 17105  or  your  local  Heart  Assoc. 


March  5 - 16,  1973;  Philadelphia 
C/AMA — Core  Curriculum/Fundamentals  and 
Applied  Clinical  Cardiology;  at  Hahnemann;  by 
Hahnemann  and  Amer.  Coll,  of  Cardiology;  7 hrs. 
per  day;  10  days;  max.  enrollment  = 125; 
fee  = $300.  Contact  Frederick  K.  Heath,  M.D  , 
Assoc.  Dean  Sch.  of  Cont.  Educ.,  Hahnemann;  230 
N.  Broad  St.,  Philadelphia  19102. 


May  23  - 24,  1973;  Philadelphia 
C/AMA — The  Clinical  Manifestations  of  Congen- 
ital Heart  Disease  from  Birth  through  Adulthood; 


69 


by  Amer.  Coll,  of  Cardiology;  fee-$70  ($90  for 
non-members  of  ACCard.).  Contact  Miss  Mary 
Anne  Mclnerny,  Dir..  Dept,  of  Cont.  Educ.,  Amer. 
Coll,  of  Cardiology,  9650  Rockville  Pike, 
Bethesda,  Md.  20014. 

CHEST  DISEASES 

Continuous  (September,  1972  - December  1973), 
Philadelphia 

AMA/PG — Tutorial  Courses  (20  days  in  each 
sub-specialty;  respiratory  inhalation  therapy;  res- 
piratory intensive  care;  pulmonary  physiology; 
clinical  pulmonary  disease);  at  Hahnemann;  8-9 
hrs.  per  day;  fee=$350  per  course.  Contact 
Frederick  K.  Heath,  M.D.,  Assoc.  Dean,  Sch.  of 
Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 

February  5 - 16,  1973;  Philadelphia 

PG  - Course  in  Bronchoesophagology;  at 
Chevalier  Jackson  Clinic;  by  Temple;  planned  for 
chest  physicians,  thoracic  surgeons,  anesthesi- 
ologists and  gastroenterologists;  fee  = $350  Con- 
tact Charles  M.  Norris,  M.D.,  Prof,  and  Chrm., 
Dept,  of  Laryngology,  Temple,  3401  N.  Broad  St., 
Philadelphia  19140 

~ EMERGENCY  MEDICINE 
February  5-16.  1973;  Philadelphia  (repeat  May  7- 
18  1 973  ) 

AMA/PG — Emergency  Room  and  Critical  Care 
Medicine  Tutorial  Course,  at  Hahnemann;  8 hrs. 
per  day;  11  days;  fee  = $400.  Contact  Frederick 
K.  Heath,  M.D.  Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia  19102. 


ENDOCRINOLOGY 

Continuous  (March  5-30,  1973);  Philadelphia 

(repeat  September  3-28,  1973) 

AMA/PG — Diabetes  Tutorial  Course;  at  Hah- 
nemann; 7-8  hrs.  per  day,  20  days;  fee = $350. 
Contact  Frederick  K.  Heath,  M.O.,  Assoc.  Dean, 
Sch.  of  Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 

May  7 - 11,  1973;  Philadelphia 

C/AMA — Current  Advances  in  Endocrinology 
and  Diabetes  (30th  Hahnemann  Symposium);  by 
Hahnemann;  at  Marriott  Motor  Hotel;  6 hrs.  per 
day;  4'/2  days;  fee  = $175.  Contact  Frederick  K. 
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Heath,  M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann.  230  N.  Broad  St.,  Philadelphia  19_102. 

FAMILY  MEDICINE 
March  28,  1973;  Philadelphia 

C Office  ENT  Seminar;  by  Temple;  at  Albert  M. 

Greenfield  Center;  6 hrs.;  fee  = $35.  Contact  Albert 
J.  Finestone.  M.D  , Asst.  Dean  for  Cont.  Educ., 
Temple,  3400  N.  Broad  St.,  Philadelphia  19140.  ^ 

GENERAL  MEDICINE 
Late  Winter;  Philadelphia 

C/PG — Retraining  Program;  at  M.C.P.;  6 weeks;  7 
hrs  per  day;  no  fee.  Contact  Ethel  Weinberg, 
M.D.,  Assoc.  Dean,  MCP,  3300  Henry  Ave.. 
Philadelphia  19129. 

As  Arranged;  Philadelphia 

PG — Preceptorship  for  Practicing  Physicians;  at 
MCP;  may  be  arranged  as  1 day  per  week  in  16- 
week  block  @ $200-$300,  2 weeks  @ $250,  3 
weeks  @ $375  or  1 month  @$500;  programs  avail- 
able in  Int.  Med.,  Ob.  & Gyn.,  Pediatrics,  Psychia- 
try, Radiology  and  Surgery.  Contact  Gerald  H.  Es- 
covitz,  M.D.,  Dir.  Regional  Medical  Program  Activ- 
ities, M.C.P.,  3300  Henry  Ave.,  Philadelphia  19129. 


Continuous  (September  11,  1972  - June  22,  1973), 
Philadelphia 

AMA/PG — Basic  Tutorial  Course;  at  Hah- 
nemann; 7-8  hrs.  per  day;  60  days;  fee  = $700. 
Contact  Frederick  K.  Heath,  M.D.,  Assoc.  Dean, 
Sch.  of  Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


INTERNAL  MEDICINE 
March  19-21,  1973;  Philadelphia 
C/AMA — Nephrology  for  Today's  Practicing  In- 
ternist; by  Hahnemann;  at  Holiday  Inn  (Penn 
Center);  8 hrs.  per  day;  3 days;  max.  enrollment  = 
150;  fee  = $125.  Contact  Frederick  K.  Heath, 
M O , Assoc.  Dean,  Sch.  of  Cont.  Educ.,  Hah- 
nemann, 230  N.  Broad  St..  Philadelphia  19102. 


April  24-27,  1973;  Philadelphia 

C/AMA — Pulmonary  Disease;  by  Amer.  Coll,  of 
Physicians;  at  U.  of  Pa.;  Director  =Alfred 
Fishman,  M.D.;  fee  = $80  for  members  of  A.C.P. 
(others  on  request).  Contact  Amer.  Coll,  of 
Physicians,  4200  Pine  St. , Philadelphia  19104. 

” Hvialignant  disease 


Continuous  (October  2,  1972  - April  27.  1973); 
Philadelphia 

AMA/PG — Hematology  and  Medical  Oncology 
Tutorial  Course;  at  Hahnemann  8-9  hrs.  per  day  20 
days  ea.  course;  fee  = $400  Contact  Frederick  K. 
Heath  M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N.  Broad  St..  Philadelphia  19102. 


NEUROLOGY 

Continuous  (October  2,  1972  - June  22,  1973),  II 
Philadelphia 

AMA/PG — Tutorial  Courses  (60  days  in  each 
sub-specialty— adult  Neurology,  -neuropathology, 
pediatric  neurology);  at  Hahnemann;  5-6  hrs.  per 
day;  310  hrs.  total  ea.  course;  fee  = $1,000  per 
course.  Contact  Frederick  K.  Heath,  M.D.,  Assoc. 
Dean,  Sch.  of  Cont.  Educ.,  Hahnemann,  230  N. 
Broad  St. . Philadelphia  19102. 

OPHTHALMOLOGY 
March  9 and  10,  1973;  Philadelphia 

C/S Macular  Disease;  by  Wills  Eye  Hosp  ; at 

Philadelphia  Co.  Med.  Soc  Bldg  ; 7 hrs.  ea.  day 
Contact  Williams  Tasman.  M.D  . 187  E.  Evergreen, 
Ave.,  Philadelphia  19118. 


May  10  and  11,  1973;  Philadelphia 

C/S — Pediatric  Ophthalmology;  by  Wills  Ey« 
Hosp.;  at  Philadelphia  Co.  Medical  Society;  8 hrs 
per  day;  2 days.  Contact  R D Harley.  M.D  . Dir 
Pediatric  Ophthalmology,  St.  Christopher's  Hosp 
for  Children,  2600  N.  Lawrence  St.,  Philadelphia 
19133. 


PEDIATRICS 

May  8 - 11,  1973;  Philadelphia 

C — Twenty-second  Seminar  in  Pediatrics;  b- 
Temple;  at  St.  Christopher's  Hosp.;  7 hrs.  per  day 
4 days;  28  hrs.  AAFP  credit  requested;  fee  = $100 
Contact  John  B.  Bartram,  M.D.,  St.  Christopher' 
Hosp.  for  Children,  2600  N.  Lawrence  St. 
Philadelphia  19133. 

RADIOLOGY 

Continuous  (October,  1972  - June,  1973) 

Philadelphia 

AMA/PG — Tutorial  Course/Cardiac  Radiolog 
and  Angiography;  at  Hahnemann;  8 hrs.  per  day 
15  days;  fee=$300.  Contact  Frederick  K.  Heath 
M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Educ.,  Hah 
nemann,  230  N.  Broad  St.,  Philadelphia  19102. 


Tax-sheltered  Investments: 

Are  they  suitable  to 
your  investment  needs? 

Tax-sheltered  investments  are  designed  to: 
—create  deductions  from  other  taxable  income; 
—generate  dollars  that  may  be  totally  or  partially 
free  or  deferred  from  current  federal  income 
taxation. 

Not  all  tax-sheltered  investments  are  the  same 
They  come  in  different  forms  in  a variety  of  in- 
dustrial and  commercial  fields.  Each  has  its  advan- 
tages, risks  and  costs. 

To  determine  if  one  or  more  of  the  many  forms  of 
tax-sheltered  investments  may  be  appropriate  for 
you,  please  write  or  call: 


■ Inves 

boob 


Investments,  Inc 

Babb  Building 
850  Ridge  Avenue 
Pittsburgh,  Pa  15212 
(412)  323-0300 
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ALSO  AVAILABLE  FOR  THE  TREATMENT  OF 

impotence 

due  to  androgenic  deficiency  in  the  American  male. 


Android  ! 5 

Methyltestosterone  N.F.-5  mg. 

Android!  10 

Methyltestosterone  N.F.-10  mg. 

Android  f 25 


Methyltestosterone  N.F.  -25  mg. 


DESCRIPTION:  Methyltestosterone  is  17/:-Hydroxyl7Methylandrost  4 en 
3-one. 

ACTIONS:  Methyltestosterone  is  an  oil  soluble  androgenic  hormone 

INDICATIONS:  In  the  male  1 Eunuchoidism  and  eunuchism  2 Male 
climacteric  symptoms  when  these  are  seconlary  to  androgen  deficiency 
3 Impotence  due  to  androgenic  deficiency  4 Postpuberal  cryptor 
chidism  with  evidence  of  hypogonadism 

Cholestatic  hepatitis  with  jaundice  and  altered  liver  function  tests,  such 
as  increased  BSP  retention  and  rises  in  SCOT  levels,  have  been  reported 
after  Methyltestosterone  These  changes  appear  to  be  related  to 
dosage  of  the  drug  Therefore,  in  the  presence  of  any  changes  in  liver 
function  tests,  drug  should  be  discontinued 

PRECAUTIONS  Prolonged  dosage  of  androgen  may  result  in  sodium  and 
fluid  retention  This  may  present  a problem,  especially  in  patients 
with  compromised  cardiac  reserve  or  renal  disease  In  treating  males 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of  increas 
mg  the  nervous,  mental,  *and  physical  activities  beyond  the  patient's 
cardiovascular  capacity. 

CONTRAINDICATIONS:  Contraindicated  in  persons  with  known  or  s'us 
pected  carcinoma  of  the  prostate  and  in  carcinoma  of  the  male  breast 
Contraindicated  in  the  presence  of  severe  liver  damage 

WARNINGS:  If  priapism  or  other  signs  of  excessive  sexual  stimulation 
develop,  discontinue  therapy.  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular  function,  with 
resultant  oligospermia  and  decrease  in  ejaculatory  volume  Use  caut 
lously  m young  boys  to  avoid  premature  epiphyseal  closure  or  pre 
cocious  sexual  development  Hypersensitivity  and  gynecomastia  may 
occur  rarely  PBI  may  be  decreased  in  patients  taking  androgens 
Hypercalcemia  m3y  occur,  particularly  during  therapy  for  metastii 
breast  carcinoma.  If  this  occurs,  the  drug  should  be  discontinued 

ADVERSE  REACTIONS:  Cholestatic  Jaundice  • Oligospermia  and  d. 
creased  ejaculatory  volume  • Hypercalcemia  particularly  in  patients 
with  metastic  breast  carcinoma  This  usually  indicates  progression  of 
bone  metastases  • Sodium  and  water  retention  • Priapism  • Vinli 
ration  in  female  patients  • Hypersensitivity  and  gynecomastia 

DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  stricly  individualized 
as  patients  vary  widely  in  requirements  Daily  requirements  are  best 
administered  in  divided  doses  The  following  chart  is  suggested  as  an 
average  daily  dosage  guide 

INDICATION  Averagely  Dosage 

In  the  male: 

Eunuchoidism  and  eunuchism  10  to  40  mg 

Male  climacteric  symptoms  and  impotence 
due  to  androgen  deficiency  10  to  40  mg 

Postpuberal  cryptorchism  30  mg 

HOW  SUPPLIED  5.  10  25  mg  in  bottles  of  60.  250 


Write  tor  Literature  and  Samples 
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THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  6th  Street,  Los  Angeles.  California  90057 
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PROFESSIONAL  LIABILITY  INSURANCE 

id  a liLcjli  mart?  of  distinction 


Professional  Protection  Exclusively  since  1899 

' r . '-‘C  ;v.  r ' , | 

EASTERN  PENNSYLVANIA  OFFICE: 

E.  L.  Edwards,  D.  R.  Lowe,  L.  R.  Wilson,  Jr.,  and  S.  B.  Elston,  Jr.,  Representatives 
Suite  126-BC,  The  Benson,  Jenkintown  19046  Telephone:  215-887-6335 

WESTERN  PENNSYLVANIA  OFFICE:  N.  Wells  and  S.  T.  Ingram,  Representatives 
1074  Greentree  Road,  Pittsburgh  15220  Telephone:  412-531-4226 
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MEDICINE 


classifieds 


PHYSICIANS  WANTED 

Wanted — Interns  and  residents  with 
health  professions  loans  to  investigate 
the  many  attractive  practice  opportu- 
nities in  the  twenty-one  Pennsylvania 
counties  declared  shortage  areas,  per- 
mitting cancellation  of  50  percent  of 
loan.  For  further  details  contact  The 
Educational  and  Scientific  Trust,  20 
Erford  Road,  Lemoyne,  Pa.  17043. 

Excellent  opportunity  for  a general  sur- 
geon. Rapidly  developing  resort  area, 
with  hunting,  fishing,  and  winter 
sports.  Fully  accredited,  60-bed  hospi- 
tal, just  completing  a million  dollar 
modernization  program.  Contact  E.  L. 
Pritt,  Administrator,  Meyersdale  Com- 
munity Hospital,  Meyersdale,  Pa. 
15552. 

Wanted — Pathologist.  Part  time,  on 
contract,  schedule  flexible.  Contact 
F.C.  Wagenseller,  M.D.,  Mayview 
State  Hospital,  Bridgeville,  Pennsyl- 
vania. Telephone:  (412)  343-2700. 

Psychiatric  Staff — Requirements  of 
three  year  residency  training  to  Board 
Certified.  $26,000  to  $36,300  de- 
pending upon  qualifications.  Dramati- 
cally beautiful,  leisurely  paced,  cultur- 
al, summer-winter  vacationland.  Su- 
perb sailing,  skiing,  fishing.  Resident 
theater.  Near  Interlochen  National 
Music  Camp.  College.  JCAH  approved 
1,400-bed  psychiatric  hospital.  Three 
year  psychiatric  residency  program. 
Excellent  fringe  benefits.  Contact 
Philip  B.  Smith,  M.D.,  Room  330, 
Traverse  City  State  Hospital,  Traverse 
City,  Michigan  49684.  An  equal  oppor- 
tunity employer. 

Clinical  Director — Five  years  adminis- 
trative experience  in  program  planning 
and  direction  of  multi-disciplinary 
staff  for  established  1 100  bed  modern 
extended  care  facility.  Comprehensive 
diagnostic  and  treatment  services. 
Board  certified  consultants  in  all  rele- 
vant specialties  and  affiliation  with 
five  excellent  hospitals.  Salary  compet- 
itive. Fringe  benefits  include  low  cost 
life  insurance,  liberal  vacation  and  sick 
leave  program  plus  13  paid  holidays, 


excellent  retirement  program.  Civil 
Service  coverage  with  no  written  ex- 
amination. Limited  living  accommo- 
dations available  at  nominal  cost. 
Write  or  call  D.  L.  Kirk,  M.D.,  South 
Mountain  Restoration  Center,  South 
Mountain.  Franklin  County,  Pennsyl- 
vania 17261.  Telephone:  (717)  749- 


Internist,  orthopedic  surgeon,  derma- 
tologist, psychiatrist — Board  Certified 
or  Board  Eligible.  To  join  small  group 
with  modern  offices  in  beautiful,  rapid- 
ly growing  community  with  full  hospi- 
tal privileges  available.  Write:  Ralph  J. 
Miller,  M.D.,  Heatherbrae  Square,  In- 
diana, Pennsylvania  15701. 


3121. 

Two  staff  physicians  with  some  gener- 
al practice  background,  for  established 
1 100  bed  modern  extended  care  facili- 
ty. Comprehensive  diagnostic  and 
treatment  services.  Board  certified 
consultants  in  all  relevant  specialties 
and  affiliation  with  five  excellent  hos- 
pitals. Salary  competitive.  Fringe 
benefits  include  low  cost  life  insur- 
ance, liberal  vacation  and  sick  leave 
program  plus  13  paid  holidays,  ex- 
cellent retirement  program.  Civil  Serv- 
ice coverage  with  no  written  examina- 
tion. Limited  living  accommodations 
available  at  nominal  cost.  Write  or  call 
D.  L.  Kirk,  M.D..  South  Mountain 
Restoration  Center,  South  Mountain, 
Franklin  County.  Pennsylvania  17261. 
Telephone:  (7 1 7)  749-3 121. 

General  Practitioners.  Tamaqua. 
Northeast  Pennsylvania.  Population 
18,000.  Replace  two  retiring  M.D.'s. 
Many  small-town  advantages.  Commu- 
nity assistance.  Telephone  collect: 
(717)  668-1880  or  write:  Tamaqua 
Area  Chamber  of  Commerce,  Ta- 
maqua, Pennsylvania  18252. 


Orthopedic  Surgeon  wanted — As- 
sociate for  well  established  clinic  in 
Eastern  Pennsylvania.  Under  36  years. 
Partnership  after  Wi  years.  No  invest- 
ment needed.  Board  eligibility 
required.  Write  Department  612,  Penn- 
sylvania Medicine,  20  Erford  Rd., 
Lemoyne,  Pa.  17043. 

Psychiatrists  and  Physicians— 

Accredited  Hospital:  Affiliated  with 
approved  general  hospital  for  all  medi- 
cal and  surgical  treatments  as  required 
$20,629  to  $30,540;  Limited  housing 
possible.  Pennsylvania  license  required 
Robert  L.  Gatski,  M.D.,  Director,  Statt 
Hospital,  Danville,  Pa.  17821. 

General  Practitioner  as  replacement  ii 
a large,  stable,  active  general  practice  it 
Mt.  Holly,  New  Jersey.  Present  owne 
is  assuming  another  position.  This  is  ; 
viable,  solo  practice  in  a medium  sizei 
community  with  an  inadequte  supply  o 
practitioners.  There  is  an  excellen 
General  Hospital  in  the  communit) 
The  practice  will  be  available  i 
January  1973.  Please  write  or  call:  J 
Arthur  Steitz,  M.D.,  479  High  Stree 
Mt.  Holly,  N.J.  08060.  Telephone 
(609)  267-0646. 
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Rates — $10.00  per  insertion  up  to  30  words;  40  cents  each  additional 


word;  $1.00  per  insertion  for  answers  sent  in  care  of  Pennsylvania  Medi- 
cal Society.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  preceding 
month  of  publication.  Send  to  Pennsylvania  Medical  Society,  20  Erford 
Rd..  Lemoyne.  Pennsylvania  17043.  The  right  is  reserved  to  reject  or 
modify  copy  to  conform  with  publication  rules. 

DEPARTMENT  NUMBERS— Advertisers  using  department  numbers 
forbid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to 
such  advertisers. 


WORD  COUNT — Count  as  one  word  all  single  words,  two  initials  of  a 
name,  each  abbreviation,  isolated  numbers,  groups  of  numbers, 
hyphenated  words.  Count  name  and  address  as  five  words,  telephone 
number  as  one.  and  “Write  Department...,  PENNSYLVANIA  MEDICINE, 
as  five 
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Physical  Medicine  and  Rehabilitation. 

Staff  physiatrist  for  an  active, 
comprehensive  Rehabilitation  Center. 
Latest  facilities  and  equipment.  Quali- 
fied supportive  staff.  Favorable  geo- 
graphic area.  Extensive  educational, 
religious,  and  recreational  facilities 
^available.  Write:  Sister  Margaret  Ann, 
Assistant  Administrator,  St.  Vincent 
Hospital,  Box  740,  Erie,  Pa.  16512. 

Medical  Specialists  Needed — Out- 
standing opportunity  to  join  mul- 
tispecialty group  partnership.  The  fol- 
lowing specialties  are  crucially  needed: 
Dermatology,  OB/GYN,  Internal  Med- 
icine, Family  Practice.  Salary  outstand- 
ing— fringe — four  weeks  vacation,  etc. 
[Also  Needed:  Many  specialties  for 
nedical  directorship  in  large  hospital 
inked  to  new  medical  school. 

\lso  Needed:  Any  specialty  for  several 
positions  in  industrial  or  occupational 
nedicine — part  time  and  full  time. 
Cardiologist — For  ultramodern  health 
facility  in  suburban  Pittsburgh.  Board 
:ertification — American  medical 


school  training.  Two  to  three  years  ex- 
perience required.  For  all  above  posi- 
tions, please  contact:  Dr.  Daniel  Stern. 
Telephone:  (412)  683-6570.  Or  send 
credentials  to  3506  Fifth  Avenue,  Pitts- 
burgh 15213. 

Two  Family  Physicians  needed  for 
large  practice  in  college  community. 
New  Medical  Arts  building.  Adjacent 
to  hospital.  Many  fringe  benefits.  Ideal 
community  for  family,  good  schools, 
near  metropolitan  area  for  cultural  and 
educational  benefits.  Contact:  Charles 
R.  Huffman,  M.D.,  1150  Seventh  St., 
Medical  Arts  Bldg.,  Waynesburg,  Pa. 
15370.  Or  telephone:  (412)  627-6106. 

Emergency  Room  Physician — Forty 
hour  week.  No  Saturdays,  Sundays, 
nights,  etc.  $30,000  plus  fringe. 
Progressive  350-bed  general  hospital. 
Call:  Dr.  L.  Saidman,  Director  of 
Emergency  Services.  Telephone:  (717) 
823-1  121. 

Life  Insurance  Medicine — Assistant 


medical  director — Major  Life  Com- 
pany. April  1973.  Full  time.  Excellent 
career  opportunity.  Internal  Medicine 
preferred.  Age  under  40,  good  health 
required.  Write  or  phone  Medical 
Department,  Life  Insurance  Company 
of  North  America,  1600  Arch  St., 
Philadelphia,  Pa.  19101.  Telephone 
(215)  241-4994. 

FOR  SALE 

Physician’s  office — fully  equipped. 
Furnished  or  unfurnished.  Six  rooms, 
suitable  for  family  practice  or  other 
specialty.  Very  close  to  hospital. 
Located  in  beautiful  central  Pennsyl- 
vania. Write  Box  606,  Pennsylvania 
Medicine,  20  Erford  Rd.,  Lemoyne, 
Pa.  17043.  Present  owner  plans  to  re- 
tire. 

WANTED 

ENT  equipment  and  instruments.  Send 
description  and  price.  Rolf  Nieman, 
M.D.,  16101  Oak  Hill  Rd.,  Silver 
Spring,  Md.  20904. 


TREAT  THE  SYMPTOMS  IN  THE  GERIATRIC  PATIENT 


APATHY  • IRRITABILITY 
FORGETFULNESS  • CONFUSION 


Cerebro- 
Nicin  ~ 


A GENTLE  CEREBRAL 
STIMULANT  & VASODILATOR 
FOR  GERIATRIC  PATIENTS 

CEREBRO-NICIN®  double-blind  study* 
shows  how  some  senile  symptoms  can  be  treated. 
Four  times  as  many  aging  patients  showed 
striking  improvement 

Each  CEREBRO-NICIN  capsule  contains: 

Pentylenetetrazole 100  mg.  • Nicotinic  Acid  ...100  mg. 

Ascorbic  Acid  100  mg.  • Thiamine  HCI  25  mg. 

I-Glutamic  Acid  .......  .50  mg.  • Niacinamide  5 mg. 

Riboflavin  2 mg.  • Pyridoxine  HCI  3 mg. 

AVAILABLE:  Bottles  100,  500,  1000 

SIDE  EFFECTS:  Most  persons  experience  a flushing  and  tin- 
gling sensation  after  taking  a higher  potency  nicotinic  acid. 
As  a secondary  reaction  some  will  complain  of  nausea,  sweat- 
ing and  abdominal  cramps.  The  reaction  is  usually  transient. 
INDICATIONS:  As  a cerebral  stimulant  and  vasodilator. 
REC0MMEN0E0  GERIATRIC  DOSAGE:  One  capsule  three  times 
daily  adjusted  to  the  individual  patient. 

WARNING:  Overdosage  may  cause  muscle  tremor  and  con- 
vulsions. 

CONTRAINDICATIONS:  Epilepsy  or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. Keep  out  of  reach  of  children. 

Write  tor  literature  and  samples  . . . 

( bnc1VJ%  tup  BROWN  PHARMACEUTICAL  CO. 

2500  W.  6th  St.,  Los  Angeles,  Calif.  90057 

'AVAILABLE  ON  REBUEST:  Ronald  I.  Goldberg,  M.D.  & Franklin  I Shuman,  M D 
Double-blind  study  on  the  treatment  of  mentally  confused  patients.  Reprinted 
)m  the  Journal  of  the  American  Geriatrics  Society,  Vol.  XII,  No.  6,  June  1964 
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PENNSYLVANIA 

MEDICINE 


obituaries 


• Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 


• Harry  W.  Bagenstose,  West 
Reading;  University  of  Pennsylvania 
School  of  Medicine,  1912;  age  85; 
died  October  12,  1972.  A son  and  a 
daughter  survive  him. 

• Louis  Breskman,  Dickson  City; 
University  of  Pennsylvania  School  of 
Medicine,  1908;  age  86;  died  October 
25,  1972.  He  is  survived  by  his  son. 

• LeRoy  G.  Cooper,  York;  Uni- 
versity of  Maryland  School  of  Medi- 
cine, 1941;  age  55;  died  November  1, 
1972.  He  had  been  an  industrial  plant 
medical  director  for  more  than  forty 
area  companies,  and  a director  and 
cofounder  of  the  York  County  Kidney 
Foundation.  His  wife  and  a daughter 
survive  him. 

• Joseph  R.  Criswell,  Cornwells 
Heights;  Hahnemann  Medical  College 
and  Hospital,  1913;  age  81 ; died  Octo- 
ber 23,  1972.  Information  regarding 
survivors  is  unavailable. 

• Kenneth  J.  Crothers,  Chester; 
Jefferson  Medical  College,  1930;  age 
67;  died  October  21,  1972.  He  had 
been  chief  of  urology  at  Taylor  Hospi- 
tal until  his  retirement  a year  ago.  His 
wife,  one  daughter,  one  son,  and  a 
brother,  W.  Gifford  Crothers,  M.D., 
Chester,  survive  him. 

• Ralph  G.  Ellis,  Indiana;  Temple 
University  School  of  Medicine,  1936; 
age  65;  died  October  21,  1972.  For  the 
past  year  he  had  served  as  one  of  the 
physicians  at  the  Pechan  Health 
Center.  Indiana  University  of  Pennsyl- 
vania. His  wife  and  a son  survive  him. 

• Boyce  M.  Field,  Pittsburgh; 
University  of  Louisville  School  of 
Medicine,  1932;  age  66;  died  No- 
vember 8,  1972.  He  is  survived  by  his 
wife,  three  daughters,  and  four  sons. 

• Charles  H.  Fleck,  Altoona; 
George  Washington  University  School 
of  Medicine,  1932;  age  68;  died  Octo- 
ber 16,  1972.  He  is  survived  by  two 
brothers  and  a sister. 

• Gordon  R.  Jones,  Waynesburg; 
University  of  Pittsburgh  School  of 
Medicine,  1963;  age  35;  died  No- 
vember 1,  1972.  He  was  chief  of  staff 
of  Greene  County  Memorial  Hospital, 
Waynesburg.  Dr.  Jones  was  a director 
of  the  Greene  County  Heart  Associa- 
tion and  a founder  of  the  Green  Valley 


Farm  Alcoholic  Rehabilitation  Center. 
He  was  a member  of  the  American 
Academy  of  Family  Physicians.  In  ad- 
dition to  his  wife,  he  is  survived  by  a 
daughter,  two  sons,  a brother,  and  his 
parents. 

• Paul  R.  Maxwell,  Yarmouth. 
Mass.;  Ohio  State  University  College 
of  Medicine,  1928;  age  73;  died  Octo- 
ber 16,  1972.  He  was  a member  of  the 
Association  of  American  Physicians 
and  Surgeons.  In  addition  to  his  wife, 
he  is  survived  by  one  daughter  and 
four  sons,  one  of  whom  is  Dr.  Richard 
D.  Maxwell,  Pittsburgh. 

• William  F.  McAnally,  Pitts- 
burgh; Medical  College  of  Virginia, 
1915;  age  79;  died  November  7,  1972. 
He  is  survived  by  a sister  and  a 
brother,  Dr.  Charles  W.  McAnally. 

• Ray  Parker,  Flint  Mich.; 
Medico-Chirurgical  College,  Philadel- 
phia, 1904;  age  87;  died  in  October  of 
1972.  He  was  a former  chief  of  plastic 
surgery  and  of  the  ear,  nose,  and 
throat  department  at  Memorial  Hospi- 
tal, Johnstown.  No  information  re- 
garding survivors  is  available. 

• Frank  A.  Viggiano,  New  Ken- 
sington; Temple  University  School  of 
Medicine,  1940;  age  57;  died  June  22, 
1972.  He  was  in  charge  of  the  New 
Kensington  State  Tuberculosis  Clinic 
for  over  fifteen  years  and  taught  in 
Citizens  General  Hospital  School  of 
Nursing.  Survivors  include  his  wife,  a 
daughter,  three  sons,  and  a sister. 

• Audra  H.  Yarnall.  California; 
Jefferson  Medical  College,  1916;  age 
80;  died  July  7,  1972.  He  is  survived 
by  his  wife,  a daughter,  and  two  half- 
sisters. 

Francis  T.  Jamison,  Jr.,  Philadel- 
phia; Howard  University  College  of 
Medicine,  1944;  age  53;  died  October 
1 5,  1 972.  His  wife,  a son,  a daughter,  a 
brother,  and  his  mother  survive  him. 

Curtis  L.  Zimmerman,  Lebanon; 
College  of  Physicians  and  Surgeons, 
Baltimore,  Md„  1912;  age  84;  died 
September  25,  1972.  He  is  survived  by 
his  wife. 

Stanley  A.  Brunner,  Lenhartsville; 
University  of  Pennsylvania  School  of 
Medicine,  1909;  age  88;  died  Sep- 
tember 8,  1972.  He  is  survived  by  his 
wife. 


Benjamin  A.  King,  Aliquippa 

Meharry  Medical  School,  1946;  agt 
53;  died  May  29,  1972.  His  wife  sur 
vives  him. 

Jerome  F.  Grunnagle,  Naples 
Florida;  University  of  Pittsburgh 
School  of  Medicine,  1935;  age  61 
died  September  13,  1972.  He  hat 

been  an  assistant  professor  o 
neurological  surgery  at  the  Universit; 
of  Pittsburgh  School  of  Medicine.  H* 
was  a member  of  the  Americai 
College  of  Surgeons,  the  Congress  o 
Neurological  Surgeons,  and  a fellow  o 
the  International  College  of  Surgeons 
His  wife,  three  daughters,  and  a soi 
survive  him. 

Helen  H.  Koenig,  Bethel  Park;  Uni 
versity  of  Pittsburgh  School  of  Medi 
cine,  1939;  age  56;  died  May  27,  1972 
She  is  survived  by  her  husband.  Fret 
W.  Koenig,  M.D.,  Pittsburgh. 

Harry  S.  Mauser,  Scranton;  Hah 
nemann  Medical  College,  1906;  agi 
91;  died  July  27,  1972.  He  had  prac 
ticed  medicine  for  sixty  years.  Twi 
daughters  survive  him. 

John  G.  Torney,  Philadelphia;  Hah 
nemann  Medical  College,  1945;  ag 
53;  died  August  17,  1972.  He  ha< 
taught  psychiatry  at  Hahnemann  Med 
ical  College  and  neurology  at  Women' 
Medical  College,  now  the  Medica 
College  of  Pennsylvania.  Recently  h 
had  served  on  the  staff  at  Philadelphi 
State  Hospital,  Byberry.  His  wife, 
son,  and  two  daughters  survive  him. 

Paul  J.  McGuire,  Verona;  age  14 
died  May  26,  1972.  He  is  survived  b 
his  wife. 

John  Smarkola,  Philadelphia;  Un 
versity  of  Pennsylvania  School  c 
Medicine,  1927;  age  76;  died  May  31 
1972.  His  wife  survives  him. 

Adelmo  N.D.  Pollice,  Coraopoli: 
Faculty  of  Medicine  and  Chirurgic; 
College,  University  of  Bologna,  Itab 
1 926;  age  7 1 ; died  May  4,  1 972.  He 
survived  by  his  wife. 

Margaret  R.  Schreiner,  Philade 
phia;  Temple  University  School  c 
Medicine,  1971;  age  26;  died  Sep 
tember  20,  1972.  She  was  an  anesthes 
ologist  at  Jefferson  Hospital.  She 
survived  by  a sister  and  her  fathe 
Herman  M.  Schreiner,  M.D.,  Lan 
dale. 


74 


PENNSYLVANIA  MEDICIN1 


Pennsylvania  Medical  Society 

Officials  for  the  Year  1972-1973 

Officers 


PRESIDENT 

Robert  S.  Sanford,  M.D. 

12  N.  Main  St. 

Mansfield  16933 

PRESIDENT-ELECT 
Ralph  C.  Wilde,  M.D. 

320  East  North  Ave. 
Pittsburgh  15212 

IMMEDIATE  PAST  PRESIDENT 
George  P.  Rosemond,  M.D. 

3401  N.  Broad  St. 

Philadelphia  19140 

VICE-PRESIDENT 
A.  Reynolds  Crane,  M.D. 

Pennsylvania  Hospital 
Philadelphia  19107 

SECRETARY 

Raymond  C.  Grandon,  M.D 

131  State  St. 

Harrisburg  17101 

SPEAKER 

HOUSE  OF  DELEGATES 
William  Y.  Rial,  M.D. 

Ill  Dartmouth  Ave. 
Swarthmore  1 9081 

VICE-SPEAKER 
HOUSE  OF  DELEGATES 
John  B.  Lovette,  M.D. 

353  Market  St. 
Johnstown  1 5901 

TREASURER  AND 
EXECUTIVE  VICE-PRESIDENT 
John  F.  Rineman 

20  Erford  Rd. 

Lemoyne  17043 

Judicial 

Council 

William  F.  Brennan,  M.D. 

ll 900  William  Penn  Highway 
Pittsburgh  15221 
Term  expires  1 974 
Lewis  T.  Buckman,  M.D. 

26  W.  River  St. 

Wilkes-Barre  18702 
Term  expires  1974 

George  E.  Farrar,  Jr.,  M.D. 

528  Scott  Rd. 

Gladwyne  19035 
Term  expires  1975 

Address  inquiries  to  office  of  Council  Secretary,  Raymond  C. 

M.  Louise  Gloeckner,  M.D. 
1 10  E.  Fourth  Ave. 
Conshohocken 19428 
Term  expires  1975 
Russell  B.  Roth,  M.D. 

225  W.  Twenty-Fifth  St. 

Erie  16502 

Term  expires  1975 

Grandon,  M.D.,  20  Erford  Rd.,  Lemoyne  17043 


Board  of  Trustees 
and  Councilors 

David  S.  Masland,  M.D.,  Chairman 
Cyrus  B.  Slease,  M.D.,  Vice-Chairman 


:irst  District — Donald  R.  Cooper,  M.D.,  3300  Henry  Ave., 
Philadelphia  19129.  Term  expires  1974.  Philadelphia  County. 
Second  District — LeRoy  A.  Gehris,  M.D.,  808  N.  Third  St., 
heading  19601.  Term  expires  1976.  Berks,  Bucks,  Chester, 
Delaware,  Lehigh  and  Montgomery  Counties. 
rhird  District — Ralph  K.  Shields,  M.D.,  35  E.  Elizabeth  Ave., 
Bethlehem  18018.  Term  expires  1975.  Carbon,  Lackawanna, 
Conroe,  Northampton,  Pike,  and  Wayne  Counties. 

'■ourth  District— George  A.  Rowland,  M.D.,  101  State  St.,  Mill- 
i'ille  17846.  Term  expires  1973.  Columbia,  Montour,  Northum- 
berland, Schuylkill  and  Snyder  Counties. 

:ifth  District— David  S.  Masland,  M.D.,  313  S.  Hanover  St., 
Carlisle  17013.  Term  expires  1973.  Adams,  Cumberland, 
Dauphin,  Franklin,  Fulton,  Lancaster,  Lebanon,  Perry  and  York 
Bounties. 

Sixth  District — H.  Thompson  Dale,  M.D.,  138  W.  College  Ave., 
ptate  College  16801.  Term  expires  1974.  Blair,  Centre,  Clear- 
ield,  Huntingdon,  Juniata  and  Mifflin  Counties. 


Seventh  District — Kenneth  L.  Cooper,  M.D.,  230  Dunbar  Rd., 
Williamsport  17701.  Term  expires  1977.  Cameron,  Clinton,  Elk, 
Lycoming,  Potter,  Tioga  and  Union  Counties. 

Eighth  District — David  J.  Keck,  M.D.,  7 E.  Main  St.,  Fairview 
16415.  Term  expires  1976.  Crawford,  Erie,  Forest,  Mercer, 
McKean  and  Warren  Counties. 

Ninth  District — Cyrus  B.  Slease,  M.D.,  183  S.  Jefferson  St.,  Kit- 
tanning 16201.  Term  expires  1975.  Armstrong,  Butler,  Clarion, 
Indiana,  Jefferson  and  Venango  Counties. 

Tenth  District — William  J.  Kelly,  M.D.,  721  Jenkins  Bldg.,  Pitts- 
burgh 15222.  Term  expires  1977.  Allegheny,  Beaver,  Lawrence 
and  Westmoreland  Counties. 

Eleventh  District — William  C.  Ryan,  M.D.,  W.  Fairview  St., 
Somerset  15501.  Term  expires  1976.  Bedford,  Cambria, 
Fayette,  Greene,  Somerset  and  Washington  Counties. 

Twelfth  District — Orlo  G.  McCoy,  M.D.,  Box  195,  Canton  17724. 
Term  expires  1977.  Bradford,  Luzerne,  Sullivan,  Susquehanna 
and  Wyoming  Counties. 
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District  Censors 

(All  Are  Medical  Doctors) 


Adams — James  H.  Allison 
Allegheny — Robert  A.  Schein 
Armstrong — Arthur  R.  Wilson 
Beaver — Herman  Bush 
Bedford — William  E.  Palin 
Berks — Eugene  Mendelsohn 
Blair — John  W.  Hurst 
Bradford — Willis  A.  Redding 
Bucks — Stanley  F.  Peters 
Butler — Robert  C.  McCorry 
Cambria — Warren  F.  White 
Carbon — James  Farr 
Centre — H.  Richard  Ishler 
Chester— Grant  W.  Bamberger 
Clarion — Theodore  R.  Koenig 
Clearfield — Fred  Pease 
Clinton — Robert  E.  Drewery 
Columbia — James  F.  Youngkin 
Crawford — David  D.  Kirkpatrick,  Jr. 
Cumberland — Hans  S.  Roe 


Dauphin — Nathan  Sussman 
Delaware — Richard  H.  Flandreau 
Elk-Cameron — John  T.  McGeehan 
Erie — Robert  L.  Loeb 
Fayette — Harold  L.  Wilt 
Franklin — Albert  W.  Freeman 
Greene — William  H.  Bartholomew 
Huntingdon — Thomas  Mainzer 
Indiana — Herbert  L.  Hanna 
Jefferson — Fred  E.  Murdock 
Lackawanna — Anthony  J.  Cummings 
Lancaster — William  H.  Schaeffer 
Lawrence — Gerald  H.  Weiner 
Lebanon — C.  Ray  Bell,  Jr. 

Lehigh — Frederick  R.  Bausch,  Jr. 
Luzerne — John  J.  Gill 
Lycoming — Wilfred  W.  Wilcox 
McKean — Ralph  E.  Hockenberry 
Mercer — Frank  E.  McElree 
Mifflin-Juniata — John  R.  W.  Hunter,  Jr. 


Monroe — John  L.  Rumsey 
Montgomery — Rudolph  K.  Glocker 
Montour — Isaac  L.  Messmore 
Northampton — Walter  J.  Filipek 
Northumberland — J.  Mostyn  Davis,  Jr. 
Perry — Frank  A.  Belmont 
Philadelphia — Charles  M.  Thompson 
Potter — Vacancy 
Schuylkill — Joseph  T.  Marconis 
Somerset — Alexander  Solosko 
Susquehanna — Raymond  C.  Davis 
Tioga — James  L.  Wilson 
Union — Vacancy 
Venango — Nicholas  J.  Pozza 
Warren — Donald  J.  Furman 
Washington — Herbert  J.  Levin 
Wayne-Pike — Emil  T.  Niessen 
Westmoreland — Leslie  S.  Pierce 
Wyoming — John  S.  Rinehimer,  Jr. 
York — William  C.  Langston 


Administrative  Staff 

Headquarters  Office 
20  Erford  Rd.,  Lemoyne  1 7043 
Telephone:  (717)  238-1635 

John  F.  Rineman,  Executive  Vice-President,  Aide  to  President  and  President-Elect 


COUNCIL  ON  EDUCATION  AND  SCIENCE 
LeRoy  C.  Erickson,  Director  of  Educational  Activities 
Kenneth  B.  Jones,  Staff  Assistant 
Velma  L.  McMaster,  Staff  Assistant 

COUNCIL  ON  GOVERNMENTAL  RELATIONS 
Robert  H.  Craig,  Jr.,  Director  of  Governmental  Relations 

COUNCIL  ON  MEDICAL  SERVICE 

Ronald  M.  Bachman,  Acting  Director  of  Economic  Affairs 
Donald  N.  McCoy,  Staff  Assistant 

COUNCIL  ON  PUBLIC  SERVICE 

Dane  S.  Wert,  Director  of  Communications 

L.  Riegel  Haas,  Staff  Assistant 

James  P.  O’Leary,  Staff  Assistant 

Mary  L.  Uehlein,  Managing  Editor, 

Pennsylvania  Medicine 


Official  Publication 

Pennsylvania  Medicine 

Office  of  Publication,  20  Erford  Rd.,  Lemoyne  17043. 

David  A.  Smith,  M.D.,  Medical  Editor;  Mary  L.  Uehlein,  Manag- 
ing Editor. 

Legal  Counsel 

Pepper,  Hamilton  & Scheetz,  2001  The  Fidelity  Bldg., 
Philadelphia  19109,  C.  Grove  McCown,  Esq.,  and  Thomas  A. 
Decker,  Esq. 
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MEDICAL  CARE  APPRAISAL  PROJECT 

Larry  R.  Fosselman,  Project  Director 

J.  Harvey  Gossard,  Assistant  to  Project  Director 

Paul  P.  Rogers,  Director  of  Systems  Design  and  Planning 

EDUCATIONAL  AND  SCIENTIFIC  TRUST 
Alex  H.  Stewart,  Executive  Director 

GENERAL  ADMINISTRATION 

David  H.  Small,  Assistant  Executive  Vice  President,  Aide  tc 
Chairman  of  the  Board 
William  N.  Graff,  Administrative  Assistant 
Robert  L.  Lamb,  Assistant  Secretary,  Aide  to  Speaker  of  House 
Terry  R.  Lenker,  Staff  Assistant 
Anna  M.  Roberts,  Staff  Assistant  for  Finance 

OPERATING  SERVICES 

Charles  G.  Appleby,  Jr.,  Business  Manager 

M.  Robert  Sterner,  Assistant  to  Business  Manager 


Educational  and  Scientific  Trust 

James  Z.  Appel’,  M.D.,  Chairman 
305  N.  Duke  St.,  Lancaster  17602 
Pascal  F.  Lucchesi,  M.D., 

601  E.  Gorgas  Ln.,  Philadelphia  19119 
Thomas  W.  McCreary,  M.D., 

500  Pinney  St.,  Rochester  15074 
Russell  B.  Roth,  M.D., 

225  W.  Twenty-Fifth  St.,  Erie  16502 
William  C.  Ryan,  M.D., 

W.  Fairview  St.,  Somerset  15501 
Executive  Director — Alex  H.  Stewart 

PENNSYLVANIA  MEDICINE 


Delegates  and  Alternates  to 
American  Medical  Association 

ELEGATES  WHOSE  TERMS  EXPIRE  1973 
filbur  E.  Flannery,  M.D., 

4 E.  Grant  St.,  New  Castle  16101 
aul  S.  Friedman,  M.D., 

422  Chestnut  St.,  Philadelphia  19102 
ohn  B.  Lovette,  M.D.,  Vice-Chairman 
53  Market  St.,  Johnstown  15901 
latthew  Marshall,  Jr.,  M.D., 

70  Medical  Center  E„  211  N.  Whitfield  St., 
ittsburgh  15206 

lalcolm  W.  Miller,  M.D.,  Chairman 

12  Lankenau  Medical  Bldg., 
hiladelphia  19151 

ELEGATES  WHOSE  TERMS  EXPIRE  1974 
dmund  L.  Housel,  M.D.,  Secretary, 

55  S.  Seventeenth  St.,  Philadelphia  19103 
hiladephia  19103 
aymond  C.  Grandon,  M.D., 

31  State  St.,  Harrisburg  17101 
'illiam  A.  Limberger,  M.D., 

enape  and  Birmingham  Rds.,  West  Chester  19380 
illiam  Y.  Rial,  M.D., 

II  Dartmouth  Ave.,  Swarthmore  19081 
eorge  A.  Rowland,  M.D., 

31  State  St.,  Millville  17846 

illiam  B.  West,  M.D., 

neida  Heights,  Huntingdon  16652 

LTERNATE  DELEGATES  WHOSE  TERMS  EXPIRE  1973 
obert  F.  Beckley,  M.D., 

III  Susquehanna  Ave.,  Lock  Haven  17745 
)hn  Helwig,  Jr.,  M.D., 

Penn  and  Wister  Sts.,  Philadelphia  19144 
avid  J.  Keck,  M.D., 

E.  Main  St.,  Fairview  16415 
illiam  J.  Kelly,  M.D., 

?1  Jenkins  Bldg.,  Pittsburgh  15222 
avid  S.  Masland,  M.D., 

13  S.  Hanover  St.,  Carlisle  17013 

LTERNATE  DELEGATES  WHOSE  TERMS  EXPIRE  1974 
. William  Alexander,  M.D., 

42  Elm  St.,  Reading  19601 
arry  V.  Armitage,  M.D., 

25  E.  24th  St.,  Chester  19013 
erome  Chamovitz,  M.D., 

7 Beaver  Rd.,  Sewickley  15143 
bhn  H.  Harris,  Jr.,  M.D., 

24  Parker  St.,  Carlisle  17013 
ichard  L.  Huber,  M.D., 

736  Sanderson  Ave.,  Scranton  18509 
. Robert  Tyson,  M.D., 

401  N.  Broad  St.,  Philadelphia  19140 

Standing  Committees 
Board  of  Trustees 

EXECUTIVE 

)avid  S.  Masland,  M.D.,  Chairman, 

113  S.  Hanover  St.,  Carlisle  17013 
Ik.  Reynolds  Crane,  M.D., 

Pennsylvania  Hospital.  Philadelphia  19107 
5eorge  P.  Rosemond,  M.D., 

401  N.  Broad  St.,  Philadelphia  19140 
5eorge  A.  Rowland,  M.D., 

01  State  St.,  Millville  17846 


Robert  S.  Sanford,  M.D., 

12  N.  Main  St.,  Mansfield  16933 
Cyrus  B.  Slease,  M.D., 

183  S.  Jefferson  St.,  Kittanning  16201 
Ralph  C.  Wilde,  M.D., 

320  East  North  Ave.,  Pittsburgh  15212 
Staff  Assignment — John  F.  Rineman 

FINANCE 

George  A.  Rowland,  M.D.,  Chairman, 

101  State  St.,  Millville  17846 
H.  Thompson  Dale,  M.D., 

138  W.  College  Ave.,  State  College  16801 
William  J.  Kelly,  M.D., 

721  Jenkins  Bldg.,  Pittsburgh  15222 
William  C.  Ryan,  M.D., 

W.  Fairview  St.,  Somerset  15501 
Ralph  K.  Shields,  M.D., 

35  E.  Elizabeth  Ave.,  Bethlehem  18018 
Staff  Assignment — David  H.  Small 

PUBLICATION 

H.  Thompson  Dale,  M.D.,  Chairman, 

138  W.  College  Ave.,  State  College  16801 
Donald  R.  Cooper,  M.D., 

3300  Henry  Ave.,  Philadelphia  19129 
LeRoy  A.  Gehris,  M.D., 

808  N.  Third  St.,  Reading  19601 
George  A.  Rowland,  M.D., 

101  State  St.,  Millville  17846 
William  C.  Ryan,  M.D., 

W.  Fairview  St.,  Somerset  15501 
Staff  Assignment — Mary  L.  Uehlein 

Special  Committees 
Board  of  Trustees 

BENJAMIN  RUSH  AWARDS 
Ralph  K.  Shields,  M.D.,  Chairman, 

35  E.  Elizabeth  Ave.,  Bethlehem  18018 
Kenneth  L.  Cooper,  M.D., 

230  Dunbar  Rd.,  Williamsport  17701 
David  J.  Keck,  M.D., 

7 E.  Main  St.,  Fairview  16415 
Orlo  G.  McCoy,  M.D., 

P.O.  Box  195,  Canton  17724 
Staff  Assignment — L.  Riegel  Haas 

DISTINGUISHED  SERVICE  AWARD 
William  A.  Barrett,  M.D.,  Chairman, 

3708  Fifth  Ave.,  Pittsburgh  15213 
William  A.  Limberger,  M.D., 

Lenape  and  Birmingham  Rds.,  West  Chester  19380 
George  P.  Rosemond,  M.D., 

3401  N.  Broad  St.,  Philadelphia  19140 
Staff  Assignment — Dane  S.  Wert 

FAMILY  MEDICINE 

Harriet  M.  Harry,  M.D.,  Chairman, 

P.O.  Box  617,  State  College  16801 
Winfield  B.  Carson,  Jr.,  M.D., 

3361  Bethel  Church  Rd.,  Pittsburgh  15241 
H.  Robert  Davis,  Jr.,  M.D., 

112  Fourth  St.,  Boiling  Springs  17007 
Robert  G.  Hale,  M.D., 

4004  Fairway  Rd.,  Lafayette  Hill  19444 
David  W.  Kistler,  M.D., 

171  Stanton  St.,  Wilkes-Barre  18702 
M.  Lorenzo  Walker,  M.D., 

5703  W.  Girard  Ave.,  Philadelphia  19131 
George  E.  Way,  M.D., 

345  Walnut  St.,  Hellertown  18055 
Staff  Assignment — LeRoy  C.  Erickson 
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INTERSPECIALTY  COMMITTEE 
Robert  S.  Pressman,  M.D.,  Chairman 
Theodore  A.  Tristan,  M.D.,  Vice-Chairman 

(Following  each  specialty  represented,  the  delegate  is  listed 
first,  the  alternate  second.) 

Anesthesiology — Louis  J.  Hampton,  M.D.,  300  Highland  Ave., 
Hanover  17331;  Richard  S.  Wagner,  Jr.,  M.D.,  1411  Hillcrest 
Rd.,  Lancaster  17603. 

Colon,  Rectal  Surgery — Guy  L.  Kratzer,  M.D.,  1447  Hamilton 
St.,  Allentown  18102;  Henry  C.  Schneider,  M.D.,  4801  Penn  St., 
Philadelphia  19124. 

Dermatology — Robert  F.  Dickey,  M.D.,  Geisinger  Medical 
Center,  Danville  17821;  Herbert  M.  Parnes,  M.D.,  104  Erford 
Rd.,  Camp  Hill  17011. 

Family  Physicians — Thomas  L.  Leaman,  M.D.,  Hershey  Medical 
Center,  500  University  Dr.,  Hershey  17033;  John  J.  Hanlon, 
M.D.,  400  W.  Main  St.,  Mechanicsburg  17055. 

Internal  Medicine — Robert  S.  Pressman,  M.D.,  170  W.  Olney 
Ave.,  Philadelphia  19120;  Alexander  M.  Minno,  M.D.,  3500  Fifth 
Ave.,  Pittsburgh  15213. 

Neurosurgery — Axel  K.  Olsen,  M.D.,  1700  B.F.  Pkwy., 

Philadephia  19103;  George  M.  Markley,  M.D.,  1625  N.  Front  St., 
Harrisburg  17102. 

Obstetrics,  Gynecology — Russell  deAlvarez,  M.D.,  3401  N. 
Broad  St.,  Dept.  OBG,  Philadelphia  19140;  Rupert  H.  Friday, 
M.D.,  1501  Locust  St.,  Rm.  401,  Pittsburgh  15219. 
Ophthalmology — H.  Ford  Clark,  M.D.,  814  Washington  St., 
Huntingdon  16652;  William  K.  Grove,  M.D.,  426  W.  Market  St., 
York  17404. 

Otolaryngology — David  A.  Cope,  M.D.,  210  S.  Sixth  Ave.,  W. 
Reading  19602;  Eugene  B.  Rex,  M.D.,  214  Lankenau  Medical 
Bldg.,  Philadelphia  19151. 

Orthopaedics — Robert  H.  Cram,  M.D.,  49  Hampden  Rd.,  Upper 
Darby  19082;  Willard  H.  Love,  Jr.,  M.D.,  2800  Green  St.,  Harris- 
burg 17110. 

Clinical  Pathology — Robert  C.  Lyons,  M.D.,  1759  Helen  Dr., 
Pittsburgh  15216;  John  W.  Eiman,  M.D.,  Abington  Memorial 
Hospital,  Abington  19001. 

Pediatrics — David  M.  Besselman,  M.D.,  4601  Devonshire  Rd., 
Harrisburg  17109;  James  E.  Jones,  M.D.,  2800  Green  St.,  Har- 
risburg 17110. 

Physical  Medicine,  Rehabilitation — John  S.  Tennant,  M.D., 
Harrisburg  Polyclinic  Hospital,  Harrisburg  17105;  Carl  S.  Mil- 
ler, M.D.,  15  Farmhouse  Lane,  Camp  Hill  17011. 

Psychiatry — Frederick  L.  Weniger,  M.D.,  Western  Psychiatric 
Institue,  Pittsburgh  15213;  Rex  A.  Pittenger,  M.D.,  3601  Fifth 
Ave.,  Pittsburgh  15213. 

Radiology — Theodore  A.  Tristan,  M.D.,  Polyclinic  Hospital, 
Harrisburg  17105;  C.  Jules  Rominger,  M.D.,  Misericordia  Hos- 
pital, Radiology  Dept.,  Philadelphia  19143. 

Surgery — Leonard  F.  Bush,  M.D.,  Geisinger  Medical  Center, 
Danville  17821;  Brooke  Roberts,  M.D.,  3400  Spruce  St., 
Philadelphia  19104. 

Thoracic  Surgery — Joseph  C.  Donnelly,  Jr.,  M.D.,  305 
Lankenau  Medical  Bldg.,  Philadelphia  19151;  Moreye  Nus- 
baum.  M.D.,  Graduate  Hospital,  University  of  Pennsylvania, 
Philadelphia  19146. 

Urology — Robert  H.  Clymer,  M.D.,  301  S.  Seventh  Ave.,  West 
Reading  19602;  Russell  E.  Allyn,  M.D.,  803  N.  Second  St.,  Har- 
risburg 17102. 

Staff  Assignment — Robert  L.  Lamb 


LIAISON  WITH  HOSPITAL  ASSOCIATION  OF  PENNSYLVANIA 
Robert  S.  Sanford,  M.D.,  Chairman 
12  N.  Main  St.,  Mansfield  16933 
William  Y.  Rial,  M.D. 

1 1 1 Dartmouth  Ave.,  Swarthmore  1 9081 
John  L.  Steigerwalt,  M.D. 

1 509  Montgomery  Ave.,  Rosemont  1 901 0 
Staff  Assignment — Donald  N.  McCoy 


LIBRARY  AND  ARCHIVES 
George  A.  Rowland,  M.D.,  Chairman 
101  State  St.,  Millville  17846 
Harold  O.  Closson,  M.D. 

7 W.  Broadway,  Gettysburg  17325 
James  R.  Johnston,  M.D. 

629  Belvedere  St.,  Carlisle  17013 

Staff  Assignment — Charles  G.  Appleby,  Jr. 

OFFICERS’  CONFERENCE 

David  S.  Cristol  M.D.,  Chairman 

255  S.  Seventeenth  St.,  Philadelphia  19103 

R.  William  Alexander,  M.D. 

544  Elm  St.,  Reading  19601 
John  H.  Boat,  Jr.,  M.D. 

385  Second  St.,  Beaver  15009 
William  E.  DeMuth,  M.D. 

M.  S.  Hershey  Medical  Center,  Hershey  17033 
David  W.  Kline,  M.D. 

Medical  Center  Clinic,  Greenville  16125 
Ex  Officio 

Robert  S.  Sanford,  M.D.  (President) 

12  N.  Main  St.,  Mansfield  16933 

Orlo  G.  McCoy,  M.D.  (Board  Representative) 

P.  O.  Box  195,  Canton  17724 
Staff  Assignment — Robert  L.  Lamb 

SUSQUEHANNA  VALLEY  REGIONAL  MEDICAL  PROGRAM 
Raymond  C.  Grandon,  M.D.,  Chairman 
131  State  St.,  Harrisburg  17101 
Kenneth  L.  Cooper,  M.D. 

230  Dunbar  Rd.,  Williamsport  17701 
H.  Thompson  Dale,  M.D. 

138  W.  College  Ave.,  State  College  16801 
David  S.  Masland,  M.D. 

313  S.  Hanover  St.,  Carlisle  17013 
Orlo  G.  McCoy,  M.D. 

P.  O.  Box  195,  Canton  17724 
George  A.  Rowland,  M.D. 

101  State  St.,  Millville  17846 
William  C.  Ryan,  M.D. 

W.  Fairview  St.,  Somerset  15501 
John  A.  Waldhausen,  M.D. 

Milton  S.  Hershey  Medical  Center,  P.  O.  Box  Y,  Hershey  17033 
Ex  Officio 

Robert  S.  Sanford,  M.D.  (President) 

12  N.  Main  St.,  Mansfield  16933 

J.  Finton  Speller,  M.D.  (Secretary  of  Health) 

802  Health  and  Welfare  Bldg.,  Harrisburg  17102 
Staff  Assignment — John  F.  Rineman 

Standing  Committees 
State  Society 

ADVISORY  TO  WOMAN’S  AUXILIARY 
J.  Thomas  Millington,  M.D.,  Chairman 
242  Westover  Dr.,  New  Cumberland  17070 
William  R.  A.  Boben,  M.D. 

318  S.  Franklin  St.,  Wilkes-Barre  18702 
William  A.  Limberger,  M.D. 

Lenape  and  Birmingham  Rds.,  West  Chester  19380 
Donald  R.  Pohl,  M.D. 

353  Market  St.,  Johnstown  15901 
Staff  Assignment — Arlene  C.  Oyler 

AID  TO  EDUCATION 

William  F.  Brennan,  M.D.,  Chairman 

1900  William  Penn  Highway,  Pittsburgh  15221 

Manuel  A.  Bergnes,  M.D. 

1 735  W.  Main  St.,  Norristown  1 9401 
George  A.  Rowland,  M.D. 

101  State  St.,  Millville  17846 
Staff  Assignment — Alex  H.  Stewart 
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CONSTITUTION  AND  BY-LAWS 
R.  Robert  Tyson,  M.D.,  Chairman 
3401  N.  Broad  Street 
3hiladelphia  19140 
/Villiam  M.  Shue,  M.D. 

386  Fairview  Terrace 
I'ork  17403 

/irginia  E.  Washburn,  M.D. 

>08  Gladstone  Road 
3ittsburgh  15217 
R.  L.  Taylor,  M.D. 

Jnion  and  Washington  Streets 
ifitusvi  lie  16354 
lohn  C.  Cavender,  M.D. 

Hop  Bottom  18824 

>taff  Assignment — Robert  L.  Lamb 

JISCIPLINE 

lohn  T.  McGeehan,  M.D.,  Chairman 

Andrew  Kaul  Memorial  Hospital,  St.  Marys  15857 

lames  H.  Allison,  M.D. 

>08  S.  Washington  St.,  Gettysburg  17325 
lerman  Bush,  M.D. 

154  College  Ave.,  Beaver  15009 
heodore  H.  Mendell,  M.D. 

1023  Spruce  St.,  Philadelphia  19103 
ohn  W.  Robertson,  M.D. 

335-49  Tabor  Rd.,  Philadelphia  19141 
ithan  L.  Trexler,  M.D. 

5 S.  Franklin  St.,  Fleetwood  19522 
itaff  Assignment — Robert  L.  Lamb 


/IEDICAL  BENEVOLENCE 
Herman  A.  Fischer,  Jr.,  M.D.,  Chairman 
!5  W.  Ross  St.,  Wilkes-Barre  18702 
taymond  C.  Grandon,  M.D. 

31  State  St.,  Harrisburg  17101 
Jeorge  A.  Rowland,  M.D. 

01  State  St.,  Millville  17846 
Villiam  B.  West,  M.D. 

Oneida  Heights,  Huntingdon  16652 
j >taff  Assignment — Robert  L.  Lamb 

IOMINATE  DELEGATES  AND  ALTERNATES  TO  THE  AMA 
red  C.  Brady,  M.D.,  Chairman  (Term  expires  1973) 

501  Locust  St.,  Pittsburgh  15219 
ohn  V.  Blady,  M.D.  (Term  expires  1975) 

|201  B Franklin  Pkwy.,  Philadelphia  19130 
onald  E.  Harrop,  M.D.  (Term  expires  1974) 

:50  S.  Main  St.,  Phoenixville  19460 
dgar  W.  Meiser,  M.D.  (Term  expires  1975) 

28  N.  Duke  St.,  Lancaster  17602 

ohn  L.  Steigerwalt,  M.D.  (Term  expires  1973) 

509  Montgomery  Ave.,  Rosemont  19010 
taff  Assignment — John  F.  Rineman 


1BJECTIVES 

'ohn  L.  Kelly,  M.D.  Chairman  (Term  expires  1975) 

■46  W.  Baltimore  Ave.,  Media  19063 
•avid  W.  Clare,  M.D.  (Term  expires  1973) 

04  Craft  Ave.,  Pittsburgh  15213 

krthur  C.  Crovatto,  M.D.  (Term  expires  1974) 

•24  Colonial  Ave.,  York  17403 

tichard  I.  Darnell,  M.D.  (Term  expires  1973) 

30  N.  Main  St.,  New  Hope  18938 
ilmo  E.  Erhard,  M.D.  (Term  expires  1974) 

11  N.  2nd  St.,  Clearfield  16830 
:urtis  Ngau,  M.D.  (Term  expires  1973) 

555  Wissahickon  Ave.,  Apt.  807,  Philadelphia  19144 
/lr.  Barry  S.  Titton 

841  Ridge  Ave.,  Philadelphia  19128 
itaff  Assignment — William  N.  Graff 


RELATIONSHIPS  WITH  ALLIED  PROFESSIONS 
Malcolm  W.  Miller,  M.D.,  Chairman 
412  Lankenau  Medical  Bldg.,  Philadelphia  19151 
Charles  L.  Leedham,  M.D. 

Pennsylvania  Dept,  of  Health,  P.  O.  Box  90,  Harrisburg  17120 
Joseph  M.  Stowell,  M.D. 

501  Howard  Ave..  Altoona  16601 
(Two  Vacancies) 

Staff  Assignment — Robert  H.  Craig,  Jr. 

Special  Committees 
State  Society 

MEDICINE  AND  RELIGION 
Gordon  D.  Bell,  M.D. 

841  Wyoming  Ave.,  Kingston  18704 
Clinton  R.  Coulter,  M.D. 

Box  354,  Parker  16049 
J.  Mostyn  Davis,  M.D. 

301  E.  Sunbury  St.,  Shamokin  17872 
Wilbur  E.  Flannery,  M.D. 

24  E.  Grant  St.,  New  Castle  16101 
Donald  C.  Geist,  M.D. 

510  Cynwyd  Cir.,  Bala-Cynwyd  19004 
George  R.  Greenwood,  M.D. 

35  E.  Elizabeth  Ave.,  Bethlehem  18018 
Thomas  M.  Hart,  M.D. 

Family  Practice  Center,  York  Hospital 
York  17405 

George  R.  Matthews,  M.D. 

Reading  Hospital,  Reading  19601 
Charles  W.  Rohrbeck,  M.D. 

251  Easterly  Pkwy.,  State  College  16801 
Harold  L.  Wilt,  M.D. 

207  Union  Station  Bldg.,  Brownsville  15417 
(Two  Vacancies) 

Consultants 

The  Rev.  Donald  E.  Adams 
P.  O.  Box  2557,  Harrisburg  17105 
The  Rev.  Richard  B.  McCune 

Director  of  Pastoral  Counselling,  Harrisburg  Hospital,  S.  Front 
St.,  Harrisburg  17101 
The  Rev.  John  K.  Stoner 
Twentieth  and  Chestnut  Sts.,  Harrisburg  17104 
Rabbi  Jeffrey  A.  Wohlberg 
Front  and  Wiconisco  Sts.,  Harrisburg  17110 
Staff  Assignment — William  N.  Graff 

STUDY  RELATIONS  BETWEEN  MEDICINE 

AND  OSTEOPATHY 

William  A.  Sodeman,  M.D.,  Chairman 

Suite  620,  1 16  S.  Seventh 

Philadelphia  19106 

Harry  W.  Bashline,  M.D. 

Pine  Street 
Grove  City  16127 
Raymond  C.  Grandon,  M.D. 

131  State  Street 
Harrisburg  17101 
(Two  Vacancies) 

Ex  Officio 

Robert  S.  Sanford,  M.D. 

12  N.  Main  Street 
Mansfield  16933 
Ralph  C.  Wilde,  M.D. 

320  East  North  Ave. 

Pittsburgh  15212 
David  S.  Masland,  M.D. 

313  South  Hanover  Street 
Carlisle  17013 

Staff  Assignment — Robert  H.  Craig,  Jr. 
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Administrative  Councils 


Council  on  Education 
and  Science 

James  A.  Collins,  Jr.,  M.D.  Chairman 
Geisinger  Medical  Center,  Danville  17821 
Jerome  Chamovitz,  M.D.  Vice-Chairman 
17  Beaver  Rd.,  Sewickley  15143 
J.  Reed  Babcock,  M.D. 

421  N.  Allegheny  St.,  Bellefonte  16823 
William  F.  Bouzarth,  M.D. 

Front  and  Lehigh  Ave.,  Philadelphia  19125 
Frederick  B.  Glaser,  M.D. 

321  Bala  Ave.,  Bala-Cynwyd  19004 
William  C.  Grasley,  M.D. 

938  S.  Sparks  St.,  State  College  16801 
John  H.  Killough,  M.D. 

1025  Walnut  St.,  Philadelphia  19107 
Roland  A.  Loeb,  M.D. 

435  W.  Chestnut  St.,  Lancaster  1 7603 
Frank  M.  Mateer,  M.D. 

West  Penn  Hospital,  Pittsburgh  15224 
David  G.  Moyer,  M.D. 

701  W.  Main  St.,  Lansdale  19446 
John  H.  Moyer,  III,  M.D. 

230  N.  Broad  St.,  Philadelphia  19102 
Paul  J.  Poinsard,  M.D. 

2123  Delancey  St.,  Philadelphia  19103 
James  A.  Raub,  M.D. 

501  Howard  Ave.,  Altoona  16601 
Joseph  J.  Schwerha,  M.D. 

6306  Jack  St.,  Finleyville  15332 
Bernard  Sigel,  M.D. 

The  Medical  College  of  Pennsylvania,  Philadelphia  19129 
Nathan  Sussman,  M.D. 

805  N.  Second  St.,  Harrisburg  17102 
Samuel  G.  Watterson,  M.D. 

R.  D.  2,  Boswell  15531 
Theodore  L.  Yarboro,  M.D. 

755  Division  St.,  Sharon  16146 
Ex  Officio 

Ralph  K.  Shields,  M.D.  (Board  Representative) 

35  E.  Elizabeth  Ave.,  Bethlehem  18018 
Staff  Assignment — LeRoy  C.  Erickson 

COMMISSION  ON  ATHLETIC  MEDICINE 
William  C.  Grasley,  M.D.,  Chairman 
938  S.  Sparks  St.,  State  College  16801 
Robert  B.  Edmiston,  M.D. 

3301  Schoolhouse  Ln.,  Harrisburg  17109 
David  G.  Moyer,  M.D. 

701  W.  Main  St.,  Lansdale  19446 
Gordon  D.  Myers,  M.D. 

Harrisburg  Hospital,  Harrisburg  17101 
Richard  J.  Patterson,  M.D. 

232  State  St.,  Harrisburg  17101 
Staff  Assignment — Kenneth  B.  Jones 

COMMISSION  ON  CONTINUING  MEDICAL 
EDUCATION  AND  ACCREDITATION 
John  H.  Killough,  M.D.,  Chairman, 

1025  Walnut  St.,  Philadelphia  19107 
John  H.  Esbenshade,  II,  M.D., 

525  N.  Duke  St.,  Lancaster  17602 
Frederick  D.  Fister,  M.D., 

R.D.  2,  Wescosville  18090 
David  W.  Kistler,  M.D., 

171  Stanton  St.,  Wilkes-Barre  18702 
John  H.  Moyer,  III,  M.D., 

230  N.  Broad  St.,  Philadelphia  19102 
Rex.  A.  Pittenger,  M.D., 

3601  5th  Ave.,  Pittsburgh  15213 
Herman  W.  Rannels,  M.D., 

777  Rural  Ave.,  Williamsport  17701 
Staff  Assignment — Velma  L.  McMaster 


COMMISSION  ON  EMERGENCY  MEDICAL  SERVICES 
William  F.  Bouzarth,  M.D.,  Chairman, 

Episcopal  Hospital,  Philadephia  19125 
J.  Reed  Babcock,  M.D., 

421  N.  Allegheny  St.,  Bellfonte  16823 
William  E.  DeMuth,  Jr.,  M.D., 

1 7 S.  West  St.,  Carlisle  17013 
Jake  Fong,  M.D., 

35  Fairway  Dr.,  Greensburg  15601 
John  Howard,  M.D., 

230  N.  Broad  St.,  Philadelphia  19102 
Frank  H.  Ridgley,  M.D., 

415  N.  Franklin  St.,  West  Chester  19380 
Grant  Underwood,  M.D. 

416  Wilson  Ave.,  Washington  15301 
Consultants 

Gerald  Esposito, 

P.O.  Box  237,  Indiana  15701 
Francis  C.  Jackson,  M.D., 

Veterans  Administration,  Washington,  D.C.  20420 
John  E.  Rowland, 

P.O.  Box  90,  Pennsylvania  Dept,  of  Health,  Harrisburg  17120 
Peter  Safar,  M.D., 

Presbyterian-University  Hospital,  Pittsburgh  15213 
Staff  Assignment — Kenneth  B.  Jones 


COMMISSION  ON  ENVIRONMENT 
Joseph  J.  Schwerha,  M.D.,  Chairman, 
6306  Jack  St.,  Finleyville  15332 
Whittier  C.  Atkinson,  M.D., 

824  E.  Chestnut  St.,  Coatesville  19320 
William  H.  Frank,  M.D., 

1 6 Akers  St.,  Johnstown  1 5905 
Edward  T.  Geller,  M.D., 

1027  N.  Nineteenth  St.,  Allentown  18104 
James  T.  McClowry,  M.D., 

315  North  St.,  Springdale  15144 
Lewis  D.  Polk,  M.D., 

500  S.  Broad  St.,  Philadelphia  19146 
James  A.  Raub,  M.D., 

501  Howard  Ave.,  Altoona  16601 
Charles  G.  Watson,  M.D., 

230  N.  Craig  St.,  Pittsburgh  15213 
Staff  Assignment — Kenneth  B.  Jones 


COMMISSION  ON  GERIATRICS 
Nathan  Sussman,  M.D.,  Chairman, 

805  N.  Second  St.,  Harrisburg  17102 
Edward  R.  Deverson,  M.D., 

J.J.  Kane  Hospital,  Pittsburgh  15216 
Roland  A.  Loeb,  M.D., 

435  W.  Chestnut  St.,  Lancaster  17603 
Morton  Ward,  M.D., 

2950  Disston  St.,  Philadelphia  19149 
Raymond  Wing,  M.D., 

Fairview  Ave.  and  Twenty-First  St.,  Easton  18042 
(One  Vacancy) 

Staff  Assignment — LeRoy  C.  Erickson 


COMMISSION  ON  MANPOWER 
Bernard  Sigel,  M.D.,  Chairman, 

The  Medical  College  of  Pennsylvania,  Philadelphia  19129 
Jack  Lee  Fairweather,  M.D., 

22  S.  5th  St.,  Lewisburg  17837 

Paul  J.  Fink,  M.D., 

Rm.  306,  249  N.  Broad  St.,  Philadelphia  19107 
Paul  C.  Royce,  M.D., 

Guthrie  Clinic  Ltd.,  Sayre  18840 
Samuel  G.  Watterson,  M.D., 

R.D.  2,  Boswell  15531 

Staff  Assignment — Kenneth  B.  Jones 
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:OMMISSION  ON  MENTAL  HEALTH/MENTAL  RETARDATION 
3aul  J.  Poinsard,  M.D.,  Chairman, 

2123  Delancey  St.,  Philadelphia  19103 
Frederick  B.  Glaser,  M.D., 

321  Bala  Ave.,  Bala-Cynwyd  19004 
Robert  J.  Shoemaker,  M.D., 

121  University  PI.,  Pittsburgh  15213 
Joseph  O.  Strite,  M.D., 

118  Cumberland  Ave.,  Shippensburg  17257 
Mikitas  J.  Zervanos,  M.D., 

_ancaster  General  Hospital,  Lancaster  17602 
Staff  Assignment — LeRoy  C.  Erickson 

COMMISSION  ON  SCIENTIFIC  ASSEMBLY 
:rank  M.  Mateer,  M.D.,  Chairman, 

Nest  Penn  Hospital,  Pittsburgh  15224 
Villiam  H.  Mahood,  M.D., 

,1245  Highland  Ave.,  St.  302,  Abington  19001 
Theodore  L.  Yarboro,  M.D., 

'55  Division  St.,  Sharon  16146 

Staff  Assignment — Velma  L.  McMaster 

Council  on  Governmental 
Relations 

dgar  W.  Meiser,  M.D.,  Chairman, 

28  N.  Duke  St.,  Lancaster  17602 
harles  J.H.  Kraft,  M.D.,  Vice-Chairman, 
ileshoppen  18630 
eonard  Bachman,  M.D., 

740  Bainbridge  St.,  Philadelphia  19146 
obert  J.  Beitel,  M.D., 

026  Hamilton  St.,  Allentown  18101 
obert  J.  Carroll,  M.D., 

'725  McKnight  Rd.,  Pittsburgh  15237 
ohn  C.  Cavender,  M.D., 
ope  Bottom  18824 
nthony  J.  Cummings,  M.D., 

421  Pittston  Ave.,  Scranton  18505 
onald  E.  Harrop,  M.D., 

50  S.  Main  St.,  Phoenixville  19460 
Preston  Hoyle,  M.D., 
i?6  S.  Third  St.,  Lewisburg  17837 
hilip  E.  Ingaglio,  M.D., 

338  S.  Broad  St.,  Philadelphia  19145 
dgar  W.  Kline,  M.D., 

)0  Columbia  Ave.,  Lansdale  19446 
ichael  P.  Levis,  M.D., 
r25  McKnight  Rd.,  Pittsburgh  15237 
ed  J.  Phillips,  M.D., 

39  S.  Eleventh  St.,  Quakertown  18951 
< Officio 

enneth  L.  Cooper,  M.D.,  (Board  Representative) 

30  Dunbar  Rd.,  Williamsport  17701 
onsultant 

srnard  B.  Zamostein,  M.D., 

301  N.  9th  St.,  Philadephia  19141 
'aff  Assignment — Robert  H.  Craig,  Jr. 

OMMISSION  ON  FORENSIC  MEDICINE 
anald  E.  Harrop,  M.D.,  Chairman, 

>0  S.  Main  St.,  Phoenixville  19460 
arvin  E.  Aronson,  M.D., 

edical  Examiner’s  Office,  Thirteenth  and  Wood  Sts., 

liladelphia  19107 

romas  W.  Bonekemper,  M.D., 

jnbrook  Apt.  Black  River,  Bethlehem  18015 

an  L.  Dorian,  M.D., 

108  DeKalb  St.,  Norristown  19401 
Jbert  J.  Gill,  M.D., 

>1  Spruce  St.,  Philadelphia  19107 


Robert  E.  Hobbs,  M.D., 

Pottsville  Hospital,  Pottsville  17901 
Robert  J.  McConaghie,  M.D. 

Carlisle  Hospital,  Carlisle  17013 
Cyril  H.  Wecht,  M.D., 

1417  Frick  Bldg.,  Pittsburgh  15219 
Staff  Assignment — Robert  H.  Craig,  Jr. 


Council  on  Medical  Service 

D.  Ernest  Witt,  M.D.,  Chairman 

Fifth  and  Park  Sts.,  Bloomsburg  17815 
John  Helwig,  Jr.,  M.D.,  Vice-Chairman, 

E.  Penn  and  E.  Wister  Sts.,  Philadelphia  19144 
Henry  H.  Fetterman,  M.D., 

501  N.  17th  St.,  Allentown  18104 
Allen  H.  Holt,  M.D., 

32  Jefferson  Ave.,  Sharon  16146 
J.  Scott  Hommer,  Jr.  M.D., 

2500  5th  St.,  Altoona  16601 
John  D.  Lane,  M.D., 

1202  Pond  St.,  Bristol  19007 
Matthew  Marshall,  Jr.,  M.D., 

21 1 N.  Whitfield  St.,  Pittsburgh  1 5206 
George  R.  Moffitt,  Jr.,  M.D., 

Harrisburg  Hospital,  Harrisburg  17101 
William  G.  Ridgway,  M.D., 

115  N.  Ninth  St.,  Akron  17501 
Robert  A.  Schein,  M.D., 

5257  Greenridge  Dr.,  Pittsburgh  15236 
Daniel  S.  Snow,  M.D., 

602  W.  Ninth  St.,  Erie  16502 
John  L.  Steigerwalt,  M.D., 

1509  Montgomery  Ave.,  Rosemont  19010 
R.  Robert  Tyson,  M.D., 

3401  N.  Broad  St.,  Philadelphia  19140 
Ex  Officio 

Orlo  G.  McCoy,  M.D.  (Board  Representative) 

P.O.  Box  195,  Canton  17724 

Staff  Assignment — Ronald  M.  Bachman 

COMMISSION  ON  COMPREHENSIVE  HEALTH  PLANNING 
John  L.  Steigerwalt,  M.D.,  Chairman, 

1509  Montgomery  Ave.,  Rosemont  19010 
James  Z.  Appel,  M.D., 

305  N.  Duke  St.,  Lancaster  17602 
George  J.  D'Angelo,  M.D., 

1611  Peach  St.,  Erie  16501 
William  R.  Davison,  M.D., 

1111  Franklin  St.,  Johnstown  15905 
Ralph  H.  DeOrsay,  M.D., 

1241  Lindale  Ave.,  Drexel  Hill  19026 
Louis  J.  Hampton,  M.D., 

300  Highland  Ave.,  Hanover  17331 
William  Pearlman,  M.D., 

71  W.  River  St.,  Wilkes-Barre  18702 
James  A.  Rock,  M.D., 

320  Main  St.,  Johnstown  15901 
(One  Vacancy) 

Staff  Assignment — Donald  N.  McCoy 

COMMISSION  ON  HOSPITAL  RELATIONS 
Allen  H.  Holt,  M.D.,  Chairman, 

32  Jefferson  Ave.,  Sharon  16146 
James  A.  Batts,  Jr.,  M.D., 

433  W.  Johnson  St.,  Philadelphia  19144 
Robert  E.  Brant,  M.D., 

710  Main  St.,  Phoenixville  19460 
James  C.  McElree,  M.D., 

98  Clinton  St.,  Greenville  161 25 
(One  Vacancy) 

Staff  Assignment — Donald  N.  McCoy 
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COMMISSION  ON  PROFESSIONAL  LIABILITY  INSURANCE 

R.  Robert  Tyson,  M.D.,  Chairman, 

3401  N.  Broad  St.,  Philadelphia  19140 
Gerald  L.  Andriole,  M.D., 

10  W.  Broad  St.,  Hazleton  18201 
John  J.  Danyo,  M.D., 

Upland  Rd„  York  17403 
John  Helwig,  Jr.,  M.D., 

Germantown  Disp.  and  Hospital,  E.  Penn  and  Wister  Sts. 
Philadelphia  19144 
Earle  L.  Keeter,  M.D., 

405  W.  Market  St.,  Pottsville  1 7901 
David  H.  Kohl,  M.D., 

154  S.  Jefferson  St.,  Kittanning  16201 
Richard  C.  Lyons,  M.D., 

210  W.  Sixth  St.,  Erie  16501 
Walter  W.  Nagle,  M.D., 

1237  Providence  Rd.,  Rosetree,  Media  19063 
John  Pirris,  M.D., 

416  Wilson  Ave.,  Washington  15301 
Ralph  J.  Stalter,  M.D., 

1039  Brookline  Blvd.,  Pittsburgh  15226 
Charles  A.  Waltman,  M.D., 

2007  Washington  Blvd.,  Easton  18042 
Paul  H.  Wengrovitz,  M.D., 

251  Easterly  Pkwy.,  State  College  16801 
(One  Vacancy) 

Staff  Assignment — Ronald  M.  Bachman 


Council  on  Public  Service 

Robert  N.  Moyers,  M.D.,  Chairman, 

381  Chestnut  St.,  Meadville  16335 
Ulysses  E.  Watson,  M.D.,  Vice-Chairman, 

Eastern  Pennsylvania  Psychiatric  Institute 
Henry  Ave.  & Abbottsford  Rd.  Philadephia  19149 
Stanley  N.  Cohen,  M.D., 

255  S.  Seventeenth  St.,  Philadelphia  19103 
John  C.  Cwik,  M.D., 

1086  Franklin  St.,  Johnstown  15905 
H.  Robert  Davis,  M.D., 

112  Fourth  St.,  Boiling  Springs  17007 
Leo  C.  Eddinger,  M.D., 

951  N.  Fourth  St.,  Allentown  18102 
Lawrence  D.  Ellis,  M.D., 

3515  5th  Ave.,  Pittsburgh  15213 
Conrad  A.  Etzel,  M.D., 

422  E.  Twenty-Second  St.,  Chester  19013 
Earle  L.  Keeter,  M.D., 

405  W.  Market  St.,  Pottsville  1 7901 
Paul  H.  Ripple,  M.D., 

558  N.  Duke  St.,  Lancaster  17602 
G.  Winfield  Yarnall,  M.D., 

125  State  St.,  Harrisburg  17101 
Charles  K.  Zug,  III,  M.D., 

35  E.  Elizabeth  Ave.,  Bethlehem  18018 
(One  Vacancy) 

Ex  Officio 

LeRoy  A.  Gehris,  M.D.  (Board  Representative) 

808  N.  Third  St.,  Reading  19601 
Staff  Assignment — Dane  S.  Wert 


PENNSYLVANIA  MEDICAL  CARE  FOUNDATION 

Board  of  Directors 


Matthew  Marshall,  Jr.,  M.D.,  Interim  Chairman, 

211  N.  Whitfield  St.,  Pittsburgh  15206 

Mr.  Robert  A.  Albright, 

Vice-President,  U.S.  Steel  and  Carnegie  Pension  Fund, 
Rm.  2684,  600  Grant  St.,  Pittsburgh  15230 
J.  Reed  Babcock,  M.D., 

421  N.  Allegheny  St.,  Bellefonte  16823 

Mr.  Warren  E.  Barnhart, 

General  Personnel  Supervisor,  Bell  Telephone  Co.  of  Pa., 
1 Pkwy.,  Philadelphia  19102 
Joseph  N.  Demko,  M.D., 

1 15  W.  Drinker  St.,  Dunmore  18512 
Robert  B.  Edmiston,  M.D., 

3301  Schoolhouse  Ln.,  Harrisburg  17109 
Henry  H.  Fetterman,  M.D., 

501  N.  Seventeenth  St.,  Allentown  18104 
George  R.  Fisher,  III,  M.D., 

801  Spruce  St.,  Philadelphia  19107 
John  Helwig,  Jr.,  M.D., 

Germantown  Disp.  and  Hospital, 

E.  Penn  and  Wister  Sts.,  Philadelphia  19144 
Mrs.  Frankie  Mae  Jeter, 

Welfare  Rights  Organization,  451  Century  Bldg., 

Seventh  St.  at  Penn  Ave.,  Pittsburgh  15222 


Mr.  Vincent  Lechner, 

President,  American  Sterilizer  Corporation, 

2424  W.  23rd  St.,  Erie 
William  B.  McNamee,  M.D., 

151  Long  Lane,  Upper  Darby  19082 

George  R.  Moffitt,  Jr.,  M.D., 

Harrisburg  Hospital,  S.  Front  St.,  Harrisburg  17101 
Joseph  J.  Namey,  D.O., 

2222  W.  Eighth  St.,  Erie  16505 
William  G.  Ridgway,  M.D., 

115  N.  Ninth  St.,  Akron  17501 
William  C.  Ryan,  M.D., 

W.  Fairview  St.,  Somerset  15501 
Raymond  J.  Saloom,  D.O., 

301  Prairie  St.,  Harrisville  16038 
Robert  A.  Schein,  M.D., 

5257  Greenridge  Dr.,  Pittsburgh  15236 
Robert  B.  Stuart,  M.D., 

1565  W.  38th  St.,  Erie  16508 
Gabriel  F.  Tucker,  Jr.,  M.D., 

Broad  and  Ontario  Sts.,  Philadelphia  19140 

(Four  Vacancies;  Two  Public  Representatives;  Two  Hospi 
Association  of  Pennsylvania  Representatives) 
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Why  send  him 

to  the  islets 
of  Langerhans? 


Since  sulfonylureas  promote  the  release  of 
insulin  which  is  lipogenic  and  helps  transport 
glucose  into  adipose  tissue. . . 

And  since  many  overweight  patients  already 
have  normal  or  high  levels  of  endogenous  insulin, 
why  not  consider  DBI-TD? 

It  lowers  blood  sugar  without  stimulating 


insulin  secretion  from  the  pancreas.  And  this 
may  be  important  to  the  dieting  diabetic. 

In  adult-onset,  nonketotic  diabetics  uncontrolled  by  diet  alone . . 

DBI-TD*  Geigy 

phenformin  HC1 

lowers  blood  sugar  without  raising  blood  insulin. 


DBI*  phenformin  HCI 
Tablets  of  25  mg. 

DBI-TD®  phenformin  HCI 
Timed-Disintegration 
Capsules  of  50  and  100  mg. 
Indications:  Stable  adult  diabetes 
mellitus;  sulfonylurea  failures, 
primary  and  secondary;  adjunct  to 
insulin  therapy  of  unstable  diabetes 
mellitus. 

Contraindications:  Diabetes  mellitus 
that  can  be  regulated  by  diet  alone; 
juvenile  diabetes  mellitus  that  is 
uncomplicated  and  well  regulated  on 
insulin;  acute  complications  of 
diabetes  mellitus  (metabolic  acidosis, 
coma,  infection,  gangrene);  during 
or  immediately  after  surgery  where 
insulin  is  indispensable;  severe 
hepatic  disease;  renal  disease  with 
uremia;  cardiovascular  collapse 
(shock);  after  disease  states 
associated  with  hypoxemia. 


Warnings:  Use  during  pregnancy  is 
to  be  avoided. 

Precautions:  1.  Starvation  Ketosis: 
This  must  be  differentiated  from 
“insulin  lack”  ketosis  and  is 
characterized  by  ketonuria  which,  in 
spite  of  relatively  normal  blood  and 
urine  sugar,  may  result  from 
excessive  phenformin  therapy, 
excessive  insulin  reduction,  or 
insufficient  carbohydrate  intake. 
Adjust  insulin  dosage,  lower 
phenformin  dosage,  or  supply 
carbohydrates  to  alleviate  this  state. 
Do  not  give  insulin  without  first 
checking  blood  and  urine  sugar. 

2.  Lactic  Acidosis:  This  drug  is  not 
recommended  in  the  presence  of 
azotemia  or  in  any  clinical  situation 
that  predisposes  to  sustained 
hypotension  that  could  lead  to  lactic 
acidosis.  To  differentiate  lactic 
acidosis  from  ketoacidosis,  periodic 


determinations  of  ketones  in  the 
blood  and  urine  should  be  made  in 
diabetics  previously  stabilized  on 
phenformin,  or  phenformin  and 
insulin,  who  have  become  unstable. 
If  electrolyte  imbalance  is  suspected, 
periodic  determinations  should  also 
be  made  of  electrolytes,  pH.  and 
the  lactate-pyruvate  ratio.  The  drug 
should  be  withdrawn  and  insulin, 
when  required,  and  other  corrective 
measures  instituted  immediately 
upon  the  appearance  of  any 
metabolic  acidosis. 

3.  Hypoglycemia:  Although 
hypoglycemic  reactions  are  rare 
when  phenformin  is  used  alone, 
every  precaution  should  be  observed 
during  the  dosage  adjustment  period 
particularly  when  insulin  or  a 
sulfonylurea  has  been  given  in 
combination  with  phenformin. 
Adverse  Reactions:  Principally 


gastrointestinal;  unpleasant  metallic 
taste,  continuing  to  anorexia,  nausea 
and,  less  frequently,  vomiting  and 
diarrhea.  Reduce  dosage  at  first  sign 
of  these  symptoms.  In  case  of 
vomiting,  the  drug  should  be 
immediately  withdrawn.  Although 
rare,  urticaria  has  been  reported,  as 
have  gastrointestinal  symptoms  such 
as  anorexia,  nausea  and  vomiting 
following  excessive  alcohol  intake. 
(B)  98-146-103-D  (6/72) 

For  complete  details,  including 
dosage,  please  see  fall  prescribing 
information. 


GEIGY  Pharmaceuticals 
Division  of  S 

C1BA-GE1GY  Corporation  5 

Ardsley,  New  York  10502  ° 


He  won’t  resist 
feeling  better  with 

Mylanta 

Because  the  taste  is  good. 

□ promptly  relieves  hyperacidity 

f □ also  relieves  fullness  and  bloating  / 

□ non-constipating 


STUART  PHARMACEUTICALS  | Div.s.on  of  ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 


LIQUID 


MYLANTA 


TABLETS 


aluminum  and  magnesium  hydroxides  with  simethicone 
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WELFARE  FEE  HIKE  CONTROLLED?  Welfare  Department  fee  increases 

effective  January  1 may  be  subject 
to  wage-price  control  regulations  that  would  require  physicians  to 
file  for  exceptions  if  the  hikes  would  increase  his  net  income  more 
than  the  allowable  2.5  percent.  The  PMS  is  investigating  the  entire 
matter  and  will  have  definitive  information  as  quickly  as  possible. 
Meanwhile,  it  is  suggested  that  physicians  go  slow  in  accepting  the 
higher  fees  for  medicaid  patients  if  a significant  amount  of  their 
income  is  derived  from  that  source.  The  Welfare  Department  received 
wage-price  board  permission  to  increase  the  fees  but  the  providers 
apparently  are  still  subject  to  the  general  wage-price  regulations 
which  the  president  has  continued  in  the  health  care  field  and  in  the 
construction  and  food  industries. 

PRE-DISCHARGE  REVIEW  PLAN  CRITICIZED  A Department  of  Public  Welfare 

Pre-Discharge  Utilization 

Review  (PDUR)  program  for  medicaid  hospitalizations  is  scheduled  to 
be  tried  in  the  Pittsburgh  area  starting  February  1 despite  Pennsyl- 
vania Medical  Society  objections  that  the  system  is  filled  with  flaws. 
The  PMS  had  urged  the  Welfare  Department  to  adopt  a PSRO-type  plan 
developed  through  the  Pennsylvania  Medical  Care  Foundation  for  a cer- 
tified hospital  admission  program  to  monitor  appropriateness,  necessity, 
quality  and  cost  of  care  under  Foundation  direction  but  this  was  re- 
jected. After  a study  by  a special  committee  of  the  PMS  Boards  the 
Board  is  suggesting  cooperation  with  the  Welfare  plan  but  only  in  the 
hope  that  the  deficiencies  can  be  corrected  promptly.  As  an  example 
of  the  many  critical  faults  in  the  Welfare  plan,  the  PMS  cited  auto- 
matic reimbursement  for  the  first  two  days--  the  most  expensive  days-- 
of  hospitalization  regardless  of  the  medical  necessity  for  the  hospi- 
talization^ lack  of  provision  for  any  quality  assurance  and  a continu- 
ing potential  for  retroactive  denial  of  payments.  The  State  Society 
is  increasing  its  efforts  to  have  the  program  developed  by  the 
Foundation  substituted  for  the  Welfare  plan  and  background  information 
has  been  sent  to  key  state  officials,  hospital  staffs,  county  medical 
societies  and  state  specialty  organizations.  Copies  are  available 
upon  request  and  details  will  appear  in  the  next  issue  of 
PENNSYLVANIA  MEDICINE. 


MASS  PURCHASING  SURVEY  PLANNED  The  Council  on  Public  Service  will 

conduct  a market  survey  on  a pro- 
posed mass  purchasing  plan  for  Society  members  as  a result  of  Board 
action  in  January. 

COMMITTEE  TO  NOMINATE  ASKS  SUGGESTIONS  The  Society's  Committee  to 

Nominate  Delegates  and 

Alternates  to  the  AMA  has  asked  that  county  medical  societies  forward 
suggestions  for  nominations  for  alternate  delegates  to  Society  Head- 
quarters no  later  than  March  15,  1973*  John  L.  Steigerwalt,  M.D. , 
said  that  the  committee  plans  a spring  meeting. 
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DR.  MARSHALL  APPOINTED  Matthew  Marshall,,  Jr.*  M.D.*  interim  chair- 

man of  the  Board  of  Directors  of  the  Penn- 
sylvania Medical  Care  Foundation*  has  been  nominated  to  the  eleven- 
physician  National  Professional  Standards  Review  Council  on  the  rec- 
ommendation of  the  American  Association  of  Foundations  for  Medical  Cai 
The  council  will  advise  the  Secretary  of  Healthy  Education*  and  Welfai 
on  Peer  Standards  Review  Organizations  (PSRO) . Larry  R.  Fosselman* 
director  of  the  Medical  Care  Appraisal  Project*  explained  the  PSRO 
mechanism  to  the  Society’s  Board  of  Trustees  at  its  January  meeting. 
His  presentation  will  appear  in  the  March  issue  of  PENNSYLVANIA 
MEDICINE. 

DR.  GRANDON  APPOINTED  TO  STATE  BOARD  State  Society  Secretary  Raymc 

C.  Grandon*  M.D.*  of  Harrisbu 
has  been  appointed  to  the  State  Board  of  Medical  Education  and  Licensi 
Dr.  Grandon  is  in  the  private  practice  of  internal  medicine. 

DR.  WELLER  LEAVES  BLUE  SHIELD  Carl  A.  Weller*  M.D.*  of  Sunbury*  hs 

resigned  the  post  of  vice-president 
for  medical  affairs  at  Pennsylvania  Blue  Shield  and  returned  to  privat 
medical  practice  in  Sunbury.  His  successor  has  not  yet  been  named. 

GOVERNOR'S  ADVISOR  ADDRESSES  BOARD  Leonard  Bachman*  M.D.*  the  gove 

nor’s  advisor  on  medical  affaii 

spoke  to  the  Board  of  Trustees  and  Councilors  at  the  January  meeting. 
He  described  the  reorganization  of  the  Department  of  Health  and  re- 
structuring of  its  purpose.  He  said  it  includes  placing  hospital  lice 
sure  and  the  Hill-Burton  office  within  the  department*  decentralizing 
department  services  by  utilizing  regional  deputies*  new  emphasis  on  cc 
prehensive  health  planning  and  creating  a center  for  information  on  ph 
sician's  assistants  and  health  manpower  problems  (recommendation  from 
the  Blue  Ribbon  Panel  report).  He  said  the  administration  hopes  for  a 
reformation  of  the  state’s  medical  assistance  program*  the  further  de- 
velopment of  area  emergency  health  councils  and  implementation  of  Blue 
Ribbon  Panel  recommendations  regarding  health  personnel  training. 

SOCIETY  OFFERS  NEW  INSURANCE  PLANS  The  Board  of  Trustees  in  Januar 

endorsed  three  new  group  insur- 
ance plans  with  potential  for  significant  savings  which  will  be  avail- 
able to  members  shortly.  They  are:  a personal -prof essional  umbrella 
liability  program  of  the  Reliance  Insurance  Co.*  administered  by  the 
Alexander  Agency*  Inc.*  Pittsburgh;  a group  automobile  Insurance  plan 
underwritten  by  the  Automobile  Insurance  Co.  of  Hartford*  Conn.*  ad- 
ministered by  Bertholon-Rowland  Agencies;  and  a group  life  insurance 
proposal  underwritten  by  Union  Central  Life  Insurance  Co.*  administere 
by  Malachy  Whalen  and  Co. 

SOCIETY  TO  ASSIST  WELFARE  DEPARTMENT  The  Board  of  Trustees  agreed 

at  its  January  meeting  to  coo 

erate  with  the  Department  of  Public  Welfare  in  an  evaluation  of  the 
quality  of  medical  care  provided  to  those  individuals  residing  in  the 
state's  homes  and  schools  for  the  mentally  retarded  if  the  Welfare  off 
cials  will  agree  to  details  developed  jointly  by  them  and  the  Council 
on  Medical  Service.  The  Board  pointed  out  that  the  peer  review  con- 
cept must  be  applied  to  all  cost  and  quality  appraisal  programs  oper- 
ated by  the  Department  of  Public  Welfare. 
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PENNSYLVANIA  MEDICINE 


PROFESSIONAL  LIABILITY 
INSURANCE 

PENNSYLVANIA  MEDICAL  SOCIETY 
(Sponsor) 


ARGONAUT  INSURANCE 
COMPANY 

(Underwriter) 


PARKER  & COMPANY  INC. 
OF  PENNSYLVANIA 

(Administrator) 


A long-term,  physician-oriented  insurance  partnership...designed  for  today  with 

tomorrow  in  mind! 

Check  the  Program’s  key  features — each  of  significant  value  to  you... 

★ No  member’s  application  can  be  rejected  without  the  applicant  having  the  right  to  request 
the  State  Society’s  review  and  concurrence... 

★ Five  year  coverage  cannot  be  canceled  or  non-renewed  (except  for  non-payment  of 
premium)  without  consent  of  the  State  Society  following  the  insured’s  appeal  for  review... 

★ State  Society  “peer  review”  of  individual  claim  or  suit  settlement  disputes... 

★ Primary  coverage  available  up  to  and  including  limits  of  $1 ,000,000... 

★ Physicians  previously  insured  under  Lloyds’  “claims  made”  policy  have  the  option  of 
purchasing  retroactive  “drop-back”  coverage  ... 

★ Extensive  involvement  by  State  Society  in  underwriting,  claims,  classification  statistics  and 
rate-making  developments... 

★ Planned  program  of  continuing  education  in  malpractice  claims  avoidance  and  preven- 
tion... 

Plan  now  on  participating...  with  the  State  Society  acting  as  the  physician’s  “Ombudsman,” 

it’s  like  having  your  own  insurance  company...  only  better! 

Use  this  coupon  to  secure  an  application 


Mail  to: 

Parker  & Company  Inc.  of  Pennsylvania 
1616  Walnut  Street,  Philadelphia.  Pa.  19103 
Attention:  A.  John  Smither,  Vice-President 

□ I am  interested  in  participating  in  the  PMS  Lia- 
bility Insurance  Program.  Please  send  me  an 
application. 

Present  Carrier 


Name  

Office  Address  

City  

Telephone  

Medical  Specialty  

Date  your  professional  liability 
insurance  expires  


Everybody  experiences  psychic  tension. 


Most  people  can 


handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
(diazepam)  part  of  your  treatment 
plan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  what  his  response  has 
been.  Along  with  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
when  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  when  dosage  guidelines 
are  followed,  Valium  is  w ell 
tolerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5-mg 
and  1 o-mg  tablets. 

Drow  siness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
oatients  receiving  Valium  should 
ae  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho.- 
neurotic  states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stirf-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  he  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  sucn 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b i d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  1000. 


Yfilium 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect:  minor  dosage 
adjustments  are  usually  all  that's  needed  to  produce  the  desired  degree  of 
sedation.  (With  3 dosage  forms  and  4 strengths  to  make  adjustments  easy.) 


BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non-cumulative  action: 
begins  to  work  within  30  minutes. . .yet,  because  of  its  intermediate  rate  of 
metabolism,  generally  has  neither  a “roller-coaster”  nor  a “hangover”  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated:  a 30-year  safety  record 
assures  you  that  there  is  little  likelihood  of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money:  costs  less  than  half  as  much 
as  most  commonly  prescribed  sedative  tranquilizers* 

These  are  four  good  reasons  for  prescribing  BUTISOL  Sodium  for  the  many 
patients  who  need  to  have  the  pace  set  just  a little  slower.  Its  gentle  daytime 
sedative  action  is  often  all  that’s  needed  to  help  the  usually  well-adjusted 
patient  cope  with  temporary  stress. 

‘Based  on  surveys  of  average  daily  prescription  costs. 


Butisol 

(SODIUM  BUTABARBITAL) 


SODIUM’ 


Contraindications:  Porphyria,  sensitivity  to  barbiturates,  or  susceptibility  to  dependence  on  sedative-hypnotics 
warning:  May  be  habit  forming  Precautions:  Exercise  caution  in  moderate  to  severe  hepatic  disease;  withdrawal 
'n  °ru9  dependence  or  the  taking  of  excessive  doses  over  a long  period,  to  avoid  withdrawal  symptoms;  elderly 
or  detuhtated  Parents,  to  avoid  possible  marked  excitement  or  depression;  use  with  alcohol  or  other  CNS  depressanl 
because  of  combined  effects  Adverse  Reactions:  Drowsiness  at  daytime  sedative  dose  levels,  skin  rashes,  "hangovc 
and  gastrointestinal  disturbances  are  seldom  seen  Usual  Adult  Dosage:  For  daytime  sedation,  15  mg  to  30  mq 
t ' d.  or  q.i.d  For  hyP"°S's.  50  mg.  to  100  mg.  Available  as:  Tablets.  15  mg.,  30  mg.,  50  mg..  100  mg.;  Elixir,  30  mq.  pei 
cc  (a  co  o 7 /o).  BUI  ICAPS"  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital)]  15  mg.,  30  mg.,  50  mg.,  100  mg 


[ Me  NEIL ) 


McNeil  Laboratories.  Inc  Fort  Washington.  Pa.  19034 


Now  culture  for 
6 common  pathogens 

■ f | 


Staph  Aureus 
N.  Gonorrhoeae 
Candida 

(Monilia) 

Beta  Hemolytic 
Throat  Organisms 

Urinary  Bacteria 

Pseudomonas  Aeruginosa 

with  the  compact,  economical 

Clinicult 

Diagnostic  Culturing  System 


Swab...  Incubate...  Read  Results... 


■ No  Media  Preparation 

■ No  Streaking  Inoculum 

■ Most  Cultures  Easily 
Identified  in  24-48  Hours 

■ No  Specialized  Training  Needed 


Phone  (21 5)  LO  4-2400 

To  order  or  for  more  information,  mail  coupon  or  call  collect. 


SMITH  KLIIME  DIAGNOSTICS 

Dept.  E 42 

1500  Spring  Garden  St. , Philadelphia,  Pa.  19101 
Please  send  me: 

dozen  Clinicult'  tests  for 

N gonorrhoeae,  $28.20  per  dozen;  all  others  $23.40  per  dozen 

'Clinicult'  incubator,  $25  each;  8 test  capacity;  fully  guaranteed 

More  information  on  Clinicult' 


Name 


Address 


C,ty  Sta,e  Z|P  SJG-PM-2/73 


impotence 


LINCOLN  INVESTMENT  PLANNING,  INC. 

The  Benson,  Jenkintown,  Pa.  19046  One  Cherry  Hill,  Cherry  Hill,  N.J.  08034 

Telephone:  PA.  215-927-7880  N.J.  609-667-6500 


Please  send  further  information  about  the  tax  advantages  of  a professional  corporation: 

NAME  ADDRESS  

TELEPHONE 


The  treatment  of 


due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 


as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 


Official  Journal  of  the 


American  Fertility  Society 


Android 

(thyroid-androgen)  tablets 


Choice  of  4 strengths: 

Android  Android-KP 


Android-X  Android-Plus 


Each  yellow  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  (1/6  gr.)  ..10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 
REFER  TO 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext.  (Va  gr.)  ...30  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Eit.  (1  gr.)  ...64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 


PDR 


WITH  HIGH  POTENCY 
8-COMPLEX  AN0  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  . .2.5  mg. 
Thyroid  Ext.  ('A  gr.)  ...15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL  5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  . 10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60,  500. 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  iaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos- 
terone. Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dullness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions;  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 

Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 

References:  1.  Montesano.  P..  and  Evangelista,  I.  Methyltestosterone-thyroid  treatment  of  seXual 
impotence  Clin  Med  12  69,  1966  2.  Dublin,  M F.  Treatment  of  impotence  with  methyltestosterone- 
thyroid  compound.  West  Med  5 67,  1964  3.  Titeff,  A.  S.  Methyltestosterone-thyroid  in  treating  impotence 
Gen  Prac  25  6.  1962  4.  Heilman,  l.,  Bradlow,  H.  1.,  Zumoff,  B.,  Fukushima,  D.  K.,  and  Gallagher,  T.  F 
Thvroid-androgen  interrelations  and  the  hypocholesteremic  effect  of  androsterone.  J Clin  Endocr  19  936 
1959  5 Farris.  E.  J.,  and  Colton,  S W.  Effects  of  L-thyroxme  and  liothyronme  on  spermatogenesis 
J Urol  79  863,  1958  6.  Osol,  A.,  and  Farrar,  G.  E.  United  States  Dispensatory  (ed.  25).  Lippincott,  Phila 
delphia.  1955,  p.  1432.  7 Wershub,  L.  P.  Sexual  Impotence  in  the  Male.  Thomas.  Springfield, 

III.,  1959,  pp.  79-99. 


Write  lor  literature  and  samples: 


THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  Street,  Los  Angeles,  California  90057 


PROFESSIONAL 

CORPORATION 

PROFESSIONAL 

CORPORATION 

PROFESSIONAL 

CORPORATION 

PROFESSIONAL 

CORPORATION 

PROFESSIONAL 

CORPORATION 

PROFESSIONAL 

CORPORATION 


TAX  SAVING  from  a pension  or  profit-sharing  plan  is 
the  primary  advantage  of  a professional  corporation.  A 
professional  corporation  is  not  suited  for  everyone  but 
it  may  be  right  for  you.  Lincoln  Investment  Planning, 
Inc.  specializes  in  employee  benefit  plans  for  the  pro- 
fessional. Why  not  find  out  how  we  can  save  you  tax 
dollars? 
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E-Mycin 

(erythromycin,  Upjohn) 

Available  in  250  mg  tablets 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


P 1972  THE  UPJOHN  COMPANY  JA72-2141-6 


MONTGOMERY  COUNTY  MEDICAL  SOCIETY 

invites  the  members  and  their  immediate  families  to.  . . 

8 great  days  ip 

MUNICH  VIENN 

4 Nights  in  Munich  3 Nights  in  Vienna 

$4o900 

Plus  10%  tax  and  service  (based  upon  double 
occupancy.  Single  supplement:  $90.00  additional. 


8 GREAT  DAYS  IN  MUNICH  / VIENNA  INCLUDE: 


• Overnight  round  trip  jet  transportation 
with  inflight  dining  and  beverage  service 

• 4 nights  in  Munich  at  the  deluxe  Munchen 
Hilton  Hotel 

• 3 nights  in  Vienna  at  the  deluxe  Inter 
continental  Hotel 

• Full  American  breakfast  each  morning 

• Elegant  dinners  served  each  evening  at 
your  hotel.  . . tipping  and  service  charges 
are  included  for  meals 

• Special  cocktail  reception  in  Munich 
including  snacks  at  the  Munchen  Hilton 

• A BAVARIAN  EVENING  including 
a huge  buffet  dinner  featuring 

all  the  local  delicacies  and  un- 
limited German  beer 

• Transportation  between  Munich  and 
Vienna  via  private  chartered  train 


• Special  orientation  briefing  by  UTS  local 
staff  upon  arrival  in  each  city 

• Half-day  sightseeing  tour  of  Munich 

• A complete  selection  of  optional  tours 
has  been  arranged  including: 

"A  PEEK  BEHIND  THE  WALL"- 
a comprehensive  tour  of  East  and 
West  Berlin 

• Services  of  UTS  local  staff  personnel  in 
both  Munich  & Vienna 

• Services  of  UTS  tour  escort  throughout 
your  "GREAT  DAYS  VACATION" 
program 

• Transfers  between  airports  and  hotels 
including  luggage  transfers  and  tipping 
for  porters 

• Hospitality  Desk  in  each  hotel  for  the 
service  and  convenience  of  all  passengers 


DEPART:  May  4,  1973  - RETURN:  May  12,  1973  - FROM:  Philadelphia  - Pittsburgh 


Montgomery  County  Medical  Society 
1 529  DeKalb  Street 
Norristown,  Pennsylvania  19401 


Return  this  reservation  promptly  to  insure  space, 

□ Depart  Philadelphia 

□ Depart  Pittsburgh 

8 GREAT  DAYS  IN  MUNICH  / VIENNA  — $409.00  + $40.90  tax  and  services. 


□ deposit  □ full  payment  for  our  trip.  I understand  a deposit 


Here  is  my  $ . _ __  _ 

of  at  least  $100.00  per  person  is  required  and  that  full  payment  is  due  45  days  before 
departure.  You  will  refund  my  entire  deposit  if  I cancel  at  least  45  days  before  depar- 
ture. There  will  be people  in  my  party.  Names  attached. 

Make  checks  payable  to:  Montgomery  County  Medical  Society-Munich/Vienna  Holiday 
^ame Phone 


Address 


- State Zip 

For.  information  and  reservations  call:  (215)  277  3690 

All  travel  arrangements  by  United  Travel  Service,  Inc.,  Brookline,  Mass.  02147 


MV  5 04 


PENNSYLVANIA 

MEDICINE 


newsfronts 


M.D.  unions  subject  of  Officers’  Conference 


Physicians'  Unions — an  idea  whose 
time  has  come?  That's  one  of  the  ques- 
tions to  be  explored  at  the  State  Soci- 
ety's 1973  Officers'  Conference  sched- 
uled for  April  25-26  at  the  Penn  Harris 
Motor  Inn,  Camp  Hill. 

Sanford  A.  Marcus,  M.D.,  a surgeon 
from  Daly  City,  California,  president  of 
the  1,000-member  Union  of  American 
Physicians,  will  address  the  conference 
Thursday  morning,  April  26.  "Or- 
ganizing Organized  Medicine"  will  be 
his  subject. 

The  spectre  of  national  health  insur- 
ance, the  encroachment  of  medicare 
and  medicaid  regulations  and  the 
growing  power  of  “third  parties”  are 
just  some  of  the  factors  that  have  aided 
the  development  of  physicians’  unions 
and  guilds.  At  the  forefront  of  the 
movement  has  been  Dr.  Marcus,  a 
Californian  who  received  his  M.D. 
degree  from  the  University  of  Pennsyl- 
vania in  1 944. 

In  early  December,  leaders  of  twelve 
medical  unions  drafted  a constitution 
and  bylaws  for  a national  union  of 
physicians  and  dentists  to  be  known  as 
the  American  Federation  of  Physicians 
and  Dentists.  When  the  constitution  is 
formally  ratified,  the  organization  will 
have  a membership  of  about  25,000 
physicians  and  dentists. 

Dr.  Marcus  said,  “We  feel  that  the 
path  of  unionization  is  the  only  effec- 
tive one  left  to  physicians  in  these  times 
when  public  expectations  have  been 
whetted  to  expect  medical  services  as 
one  of  the  emoluments  to  be  provided 
by  government." 

Noting  the  shift  in  the  patterns  of 
collective  bargaining  from  industry, 
construction  and  retailing  to  service  oc- 
cupations, Dr.  Marcus  said,  “Just  as 
other  professional  groups,  including 
university  professors  and  engineers, 
have  been  obliged  to  shed  their  mantle 
of  professionalism  and  enter  the  arena 
of  hard  collective  bargaining,  so  we  feel 
that  physicians  must  ultimately  be 
obliged  to  do  likewise.  We  feel  at  this 
time  that  this  can  be  accomplished 
without  any  conflict  between  the  ex- 
isting medical  organizations  and  the 
new  socioeconomic  arm  of  medicine 
which  we  will  represent." 


Asked  about  the  problems  of 
physician  strikes  and  antitrust  laws.  Dr. 
Marcus  said,  “We  are  well  aware  of  the 
legal  pitfalls  of  an  improperly  consti- 
tuted physicians’  union  and  have  taken 


DR.  MARCUS 


ample  precautions  to  ensure  that  we 
can  proceed  legally  at  every  step." 

The  Pennsylvania  Medical  Society 
has  not  yet  taken  a position  on 
physicians'  unions  and  collective  bar- 
gaining. The  subject,  which  came  up  at 


the  1 972  House  of  Delegates  meeting  in 
Lancaster,  has  been  referred  to  the 
Board  of  Trustees  for  studv. 

Dr.  Marcus  will  be  followed  by  a re- 
action panel:  Joseph  F.  Boyle,  M.D.,  a 
Los  Angeles  internist  and  past  president 
of  the  Los  Angeles  County  Medical  As- 
sociation, will  provide  the  rebuttal  to 
physicians’  unions.  Dr.  Boyle  is  a 
member  of  the  AM  A Speaker’s  Bureau, 
a former  chairman  of  the  Board  of 
Trustees  of  the  Los  Angeles  County 
Medical  Association  and  vice-speaker 
of  the  California  Medical  Association 
House  of  Delegates. 

Jacob  dayman,  administrative 
director  of  the  Industrial  Union 
Department,  AFL-CIO,  Washington, 
D.C.,  will  give  organized  labor’s  view- 
point. Mr.  dayman  is  a graduate  of 
Oberlin  College  and  the  University  of 
Michigan  Law  School.  He  was  a 
member  of  the  Ohio  Legislature  before 
joining  the  labor  movement. 

Harry  Schwartz,  an  editorial  writer 
for  The  New  York  Times,  and  author  of 
the  recent  book,  “The  Case  for  Ameri- 
can Medicine”,  will  present  a journal- 
ist's perspective.  Time  will  be  provided 
for  questions  and  answers. 


GROUNDBREAKING  CEREMONIES  for  an  eight-floor  basic  sciences-cancer 
research  unit  at  the  Milton  S.  Hershey  Medical  Center  of  Pennsylvania  State  Uni- 
versity find  George  T.  Harrell,  M.D.,  vice-president  of  medical  sciences  and 
director  of  the  project,  at  the  controls  of  the  front-end  loader.  Left  to  right  are 
Tom  Mahaffey,  executive  vice-president  of  the  Pennsylvania  Division  of  the  Amer- 
ican Cancer  Society,  whose  $2  million  contract  has  made  the  facility  possible; 
W.H.  Alexander,  general  contractor;  Harry  Kurki,  architect,  Harbeson  Hough  Liv- 
ingston and  Larson;  Dr.  Fred  Rapp,  professor  and  chairman  of  microbiology  at  the 
medical  center;  John  A.  Waldhausen,  M.D.,  interim  provost  and  dean;  and  Arthur 
R.  Whiteman,  president  of  Hershey  Trust  Co.,  trustee  of  the  Hershey  Foundation. 


FEBRUARY  1973 


13 


Allegheny  CMS  installs  Dr.  Stalter  president 


Ralph  J.  Stalter,  M.D.,  Pittsburgh  in- 
ternist and  former  Allegheny  County 
coroner,  was  sworn  in  as  president  of 
the  Allegheny  County  Medical  Society 
at  the  society’s  108th  annual  dinner 
dance  recently.  Serving  with  Dr.  Stalter 
are  David  W.  Clare,  M.D.,  president- 
elect; Michael  P.  Levis,  M.D.,  first 
vice-president;  Joseph  P.  Caliguiri, 
M.D.,  secretary;  and  Marshall  M. 
Johnson,  M.D.,  treasurer. 

Dr.  Stalter  succeeds  Ralph  C.  Wilde, 
M.D.,  chief  of  surgery  at  Allegheny 
General  Hospital  and  president-elect  of 
the  Pennsylvania  Medical  Society. 

Russell  B.  Roth,  M.D..  Erie, 
president-elect  of  the  AM  A,  spoke  at 
the  installation  ceremonies. 

James  R.  Dornenberg,  M.D.,  pre- 
sented the  society’s  annual  Benjamin 
Rush  Awards.  Freedom  House  En- 
terprise, Inc.  Ambulance  Service 
received  the  group  award  for  outstand- 
ing contributions  by  laymen  in  the 
health  field.  Also  receiving  awards  were 
Mrs.  Walter  H.  Miller,  former  presi- 
dent of  the  Allegheny  County  Federa- 
tion of  Women's  Clubs,  who  directed  a 
project  which  raised  more  than  $20,000 
for  leukemia  research,  and  Dolores 
Frederick,  science  writer  for  The  Pitts- 
burgh Press . who  wrote  a series  of  ar- 
ticles on  the  state  of  emergency  care  in 
Allegheny  County. 

The  Frederick  A.  Jacob  Physician's 
Merit  Award  was  presented  to  Drs. 
Fred  C.  Brady  and  Eugene  A.  Conti  in 
recognition  of  their  contributions  to  the 
society.  Both  are  past  presidents.  Cita- 


tions for  service  to  the  State  Society’s 
Speakers'  Bureau  went  to  Cyril  H. 
Wecht,  M.D.,  Allegheny  County 
coroner,  and  Stephen  Galla,  M.D. 

Also  honored  by  the  State  Society 
were  twenty  physicians  who  have 
completed  fifty  years  in  the  practice  of 
medicine.  They  are  Drs.  James  L. 
Auslander.  Ralph  P.  Beatty,  Lear  E. 


DR.  STALTER 


Brougher,  Elizabeth  R.  Childs,  William 
H.  Clark,  Clarence  W.  Cummings,  Jean 
R.  Foight,  Donald  A.  Fusia  Sr.,  John 
A.  Heberling,  Fred  C.  Koenig,  Louis  H. 
Landay,  Edward  Lebovitz,  Pauline  C. 
Marks,  Alexander  C.  McCormick, 
William  R.  Morton,  Dante  Pigossi, 
Maurice  Rosenzweig,  George  J.  Thom- 
as, Franklin  A.  Weigand  and  Theodore 
C.  Zeller. 

The  county  society  honored  with  a 
special  award  for  outstanding  achieve- 


ment in  a non-academic  field  Olympic 
medalist  Dick  Rydze  of  Mt.  Lebanon 
who  is  a student  at  the  University  of 
Pittsburgh  School  of  Medicine. 

Lancaster  physicians 
in  encounter  session 

The  Lancaster  Chapter  of  the  Penn- 
sylvania Academy  of  Family  Physi- 
cians (PAFP)  and  the  Institute  of 
Pennsylvania  Hospital  sponsored  a 
seminar  recently  for  physicians  and 
their  wives  called,  “What  You  Always 
Wanted  to  Know  About  Doctoring  but 
Were  Afraid  to  Ask.” 

The  seminar,  organized  by  Joseph 
Knepper,  M.D.,  and  Nikitas  J.  Zer- 
vanos,  M.D.,  consisted  of  three  group 
sessions  and  covered  general  topics 
exploring  the  relationship  of  physi- 
cianhood  with  marriage,  with  service 
and  with  parenthood.  Discussion  lead- 
ers included  H.  Keith  Fischer,  M.D., 
Temple  University;  Rex  A.  Pittenger, 
M.D.,  Staunton  Clinic,  University  of 
Pittsburgh;  and  William  Webb,  M.D., 
University  of  Pennsylvania. 

In  the  final  plenary  session,  some 
of  the  comments  of  participants  were: 
“This  conference  helped  me  to  es- 
tablish priorities  for  my  patients,  my 
time,  my  energies  and  my  family.” 

“I  understand  my  frustrations  over 
my  loneliness  better  now  that  I realize 
the  demands  on  my  physician  hus- 
band’s time.” 

"Our  group  agreed  that  a physician 
should  schedule  some  time  alone  with 
his  wife  and  with  each  child.” 

“I  wish  the  sessions  had  lasted 
longer  so  we  could  have  learned  more 
about  constructive  fighting.” 

“Why  didn’t  the  medical  school  give 
us  something  like  this  to  help  prepare 
us  for  our  roles  as  physicians,  commu- 
nity members  and  as  members  of  a 
family?  It  all  has  a bearing  on  how  ef- 
fective we  will  be  as  physicians.” 

The  conference  was  originally 
designed  by  the  Pennsylvania  Steering 
Committee  for  Continuing  Education 
in  Psychiatry  and  was  held  in  Pitts- 
burgh for  the  PAFP  in  March  of  1972. 

Professional  medical  organizations 
interested  in  replicating  this  confer- 
ence may  call  William  Lentz,  Jr.  Tele- 
phone: (717)  564-5420. 


OFFICERS  of  the  Philadelphia  Pediatric  Society  talk  with  Alfred  M Bongiovanni 
M.D.,  endocrinologist  at  the  Children’s  Hospital  of  Philadelphia  (third  from  left) 
prior  to  his  presentation  of  the  Frederick  A.  Packard  Lecture  to  the  society 
Physicians  (left  to  right ) are  Patrick  S.  Pasquariello,  Jr.,  M.D.,  secretary  Arturo  Her- 
vada,  M.D.,  vice-president;  and  (far  right)  Benjamin  Dickstein,  M D president 
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PMS  grievance  and  discipline  survey  under  way 


The  Annual  Survey  of  Grievance 
and  Disciplinary  Activities  has  been 
mailed  to  county  society  secretaries, 
and  replies  are  due  at  the  State  Society 
by  February  15  according  to  Raymond 
C.  Grandon,  M.D.,  State  Society  secre- 
tary. 

In  announcing  the  survey,  Dr. 
Grandon  said,  “The  almost  100  percent 
cooperation  we  have  received  in  the 
past  has  made  it  possible  for  us  to  an- 
swer criticism  from  Commissioner 
Denenberg  and  others  regarding  or- 
ganized medicine's  ability  to  mediate 
grievances  and  to  impose  self-discipline 
on  the  profession.” 

In  addition  to  counting  the  number 
of  grievances  received  and  cases  closed 
in  1972,  this  year’s  survey  will  probe 
the  areas  of  income  tax  evasion  and 
medicare  and  medicaid  fraud.  The 
survey  will  also  seek  to  learn  how  many 
county  societies  publicize  their  griev- 
ance committees. 

Results  of  the  1973  Grievance  and 
Disciplinary  survey  will  be  published  in 
the  Official  Reports  Book.  The  1971 
survey  showed  a total  of  43 1 grievances 
received  with  37 1 being  closed  in  1971 
or  86  percent  of  the  case  load. 

Both  the  Board  of  Trustees  and  the 
House  of  Delegates  have  called  for  a 
new  look  at  the  way  the  Society  handles 
grievances  and  disciplinary  problems. 
The  job  of  review  and  recommendation 
has  been  referred  to  the  Judicial 
Council. 

Resolution  72-21  states  the  problem 
in  the  following  way: 

"WHEREAS,  From  time  to  time, 
physicians  may  for  one  reason  or  an- 
other. become  incapable  of  practicing 
medicine  in  the  usual  and  customary 
manner;  and 

WHEREAS,  Present  capabilities  of 
the  medical  society  to  censor  these  in- 
dividuals is  considered  to  be  impotent; 
and 

WHEREAS,  A profession  must  be 
capable  of  policing  its  members  for 
infractions  or  inability  to  practice  in 
the  usual  and  customary  manner,  and 
that  the  lay  community,  at  present,  ex- 
pects that  the  physicians  should  be  per- 
forming this  function;  and 

WHEREAS,  It  is  recognized  that  at 
the  present  time,  neither  the  state  medi- 
cal Society  nor  the  state  legislators  have 
provided  medical  societies  with  a real- 


istic means  of  enforcing  compliance  to 
good  medical  standards  and  ethics; 
therefore  be  it 

RESOLVED,  That  the  wish  of  the 
Erie  County  Medical  Society  is  that  the 
Pennsylvania  Medical  Society  pursue 
appropriate  discussion  and  recommen- 
dation to  the  various  state  agencies  such 
as  the  Board  of  Licensure  and  the  State 
Legislature  to  enable  local  medical 
societies  to  adequately  control  the 
standard  of  practice  in  their  area.” 

At  its  meeting  on  October  23,  1972, 

ACS  honors  Hershey 

The  Milton  S.  Hershey  Medical 
Center  of  Pennsylvania  State  Universi- 
ty has  been  cited  for  dedicated  service 
by  the  Pennsylvania  Division  of  the 
American  Cancer  Society. 

A special  citation  was  presented  to 
John  A.  Waldhausen,  M.D.,  then  in- 
terim provost  and  dean  of  the  College 
of  Medicine,  at  the  society's  1972  annu- 
al meeting.  It  recognized  the  faculty, 
staff  and  student  body  of  the  medical 
center  for  their  “sincere  and  dedicated 
service  in ‘aiding  the  society's  commu- 
nity, state  and  national  cancer  control 
program.” 


the  Board  of  Trustees  determined  to 
revise  current  disciplinary  and  griev- 
ance functions  to  make  them  more  ef- 
fective in  terms  of  contemporary  medi- 
cal practice.  The  Committee  on  Consti- 
tution and  Bylaws,  the  Judicial  Council 
and  the  county  society  boards  of 
censors  are  to  work  on  this  project 
jointly. 

Course  offered  in 
otolaryngology 

A two-day  course,  "Pediatric  Oto- 
laryngology," will  be  held  May  4 and 
5.  1973,  sponsored  by  the  division  of 
continuing  education  of  the  University 
of  Pittsburgh  School  of  Medicine  at 
the  University  Health  Center  and 
directed  by  Herman  Felder,  M.D., 
clinical  assistant  professor  of  otolaryn- 
gology at  the  school. 

Fee  for  the  course  is  $100.  Advance 
registration  is  requested.  Further  infor- 
mation may  be  obtained  from  William 
M.  Cooper,  M.D.,  Division  of  Con- 
tinuing Education,  University  of  Pitts- 
burgh School  of  Medicine,  I022H 
Scaife  Hall,  Pittsburgh,  Pa.  15213. 


VENEREAL  DISEASE  education  and  the  Humanity  Gifts  Registry  were  featured  in 
the  Pennsylvania  Medical  Society's  exhibit  at  the  1973  Farm  Show.  Handing  out 
literature  and  answering  questions  from  interested  viewers  on  the  growing 
problems  of  VD  and  the  merits  of  donating  body  and  body  parts  through  the  Hu- 
manity Gifts  Center,  administered  by  the  State  Society,  are  two  members  of  the 
Dauphin  County  Medical  Society's  Auxiliary,  Mrs.  James  F.  Crispen,  president, 
and  Mrs.  Donald  G.  Crawford.  Members  of  the  Dauphin  County  Medical  Society’s 
Auxiliary  annually  assist  PMS  staff  fh  manning  the  Farm  Show  exhibit. 
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In  Luzerne  County  Program 

State’s  first  physician’s  assistants  graduate 


The  first  graduates  of  a physician’s 
assistant  training  program  in  the  Com- 
monwealth are  working  now  extending 
the  services  of  their  physician-super- 
visors  in  Luzerne  County. 

The  group  of  eight — all  registered 
nurses — were  graduated  in  ceremonies 
recently  at  Wilkes-Barre  General  Hos- 
pital following  a year  of  intense  training 
in  a pilot  program  offered  by  the  Rural 
Health  Corporation  of  Luzerne  County 
and  the  hospital,  and  funded  by  the  Of- 
fice of  Economic  Opportunity. 

The  Honorable  Daniel  J.  Flood, 
member  of  the  U.S.  House  of  Repre- 
sentatives and  chairman  of  the  Sub- 
committee on  Labor,  Health,  Educa- 
tion, and  Welfare  of  the  House  Appro- 
priations Committee,  presented  certifi- 
cates to  the  graduates  who  had  just 
completed  three  months  of  didactic  and 
nine  months  of  clinical  training  under 
the  direction  of  Lester  M.  Saidman, 
M.D..  director  of  medical  education  at 
Wilkes-Barre  General  Hospital.  All  en- 
tered the  program  as  registered  nurses 
from  Luzerne  County  and  are  now 
working  as  physician’s  assistants  in  the 
clinics  operated  by  the  Rural  Health 
Corporation  of  Luzerne  County.  Dr. 
Saidman  said  it  is  expected  that 
physician  productivity  can  be  increased 
35  percent  by  the  use  of  physician’s  as- 
sistants. 

Dr.  Saidman  said  the  purpose  of  the 
program  was  to  train  participants  for  a 
broadened  base  of  medical  service 
within  legal  limits  and  thus  allow  the 
physician  employing  such  assistants 
greater  time  to  treat  and  prevent 
disease.  Impetus  for  the  program  came 
from  recognition  by  government  and 
other  groups  interested  in  health  care  of 
the  need  to  provide  adequate  health 
care  in  areas  experiencing  a physician 
shortage. 

The  course  provided  a broad-based 
training  in  medical  aspects  comprising 
85  percent  of  conditions  seen  in  a gen- 
eral physician’s  office. 

Curriculum,  ’ he  said,  “stressed 
evaluation  of  the  normal,  so  that  the  as- 
sistants could  alert  their  physicians 
about  any  deviation  from  normal  con- 
ditions.” 

Currently  training  in  a pilot  program 


of  similar  nature  are  two  senior 
premedical  students  from  Kings 
College  who  were  among  those 
thousands  of  such  students  for  whom 
there  was  not  enough  room  in  the  na- 
tion’s medical  schools. 

Dr.  Saidman  said  the  pilot  programs 
are  planned  to  permit  local  people  with 
ability  to  receive  training  in  the  geo- 


A seminar  on  human  needs  in  the 
health  care  system  sponsored  by  Dis- 
trict 15  (Cumberland-Dauphin-Perry 
Counties)  of  the  Pennsylvania  Nurses' 
Association  will  be  held  April  12, 
1973  at  the  Hershey  Motor  Lodge, 
Hershey,  Pa. 

Dr.  Esther  Lucille  Brown,  sociolo- 
gist and  anthropologist,  will  be  a fea- 
tured speaker.  Additional  speakers 
include  Rev.  Richard  B.  McCune, 
director  of  pastoral  care  at  Harrisburg 
Hospital,  and  William  P.  Graham,  III, 
M.D.,  chief  of  the  division  of  plastic 
surgery  at  the  Milton  S.  Hershey  Medi- 
cal Center  of  Pennsylvania  State  Uni- 
versity. 

Administrators,  nurses,  physicians, 
clergymen,  social  workers,  and  all 
related  health  care  workers  are  urged  to 
register  early  since  facilities  are  limited. 


graphic  area  as  an  inducement  to 
keeping  them  in  the  area  to  meet  the 
needs  there.  A permanent  program  for 
training  of  physician's  assistants  as  a 
part  of  the  Hahnemann-Wilkes  Area 
Health  Education  Center  for  training 
health  personnel  to  meet  shortages  in 
the  area  is  a goal  of  the  pilot  efforts.  Dr. 
Saidman  said. 


The  registration  fee,  which  includes 
luncheon,  is  $ 1 0 — payable  to  CDP  Dis- 
trict of  the  Pennsylvania  Nurses'  Asso- 
ciation. Checks  may  be  sent  to  the  asso- 
ciation at  112  Market  St.,  Blackstone 
Bldg.,  Room  513,  Harrisburg,  Pa. 
17101 — Attention:  Mary  Beth  Camp- 
bell. 

Ancillary  care  is  topic 

A symposium  entitled  “Sources  of 
Ancillary  Medical  Care  in  Mont- 
gomery County"  will  be  presented  by 
the  Pennsylvania  Academy  of  Family 
Physicians  (Montgomery  Chapter)  on 
Sunday  afternoon,  March  4,  at  the 
Plymouth  Country  Club  in  Norris- 
town. 

Category  I credit  is  available.  A 
dinner  for  physicians  and  their  fami- 
lies will  be  served  at  6:30  p.m. 


GRADUATES  of  a pilot  program  for  training  physician’s  assistants  at  Wilkes- 
Barre  General  Hospital  are  shown  above.  Seated,  (left  to  right)  are:  Theresa  Kolly, 
Nanticoke;  Elfriede  Turner,  Dallas;  Sandra  Farcus,  McAdoo;  Connie  Miller  and 
Shirley  O'Donnell,  Freeland;  Jeanette  Youngman,  Sugarloaf;  Joyce  Decker,  King- 
ston; and  Irene  Zaleskas,  Harveys  Lake.  Standing  (same  order)  are:  Lester  M. 
Saidman,  M.D.,  director  of  medical  education  at  Wilkes-Barre  General  Hospital; 
Thomas  P.  Saxton,  hospital  administrator;  U.S.  Representative  Daniel  J.  Flood; 
Mrs.  Anna  Lapinski,  secretary  of  the  Board  of  Directors  of  the  Rural  Health  Cor- 
poration of  Luzerne  County;  and  Louis  D.  Coccodrilli,  the  corporation's  project 
director. 


Nurses  issue  invitation  to  seminar 
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AMA  'deeply  disturbed’  by  Phase  III  controls 


The  AMA  has  called  President 
Richard  M.  Nixon's  announcement  of 
Phase  III  price  controls  “deeply  dis- 
turbing" and  has  questioned  the  ability 
of  the  health  service  industry  to  com- 
pete for  skilled  personnel  as  long  as  it 
is  saddled  with  controls  while  the  rest 
of  the  nation's  economy  is  virtually 
free. 

John  R.  Kernodle,  M.D.,  chairman 
of  the  AMA  Board  of  Trustees,  replied 
to  the  announcements  concerning 
Phase  III.  He  said: 

"We  are  deeply  disturbed  with.  . . an- 
nouncements regarding  continued  gov- 
ernment economic  controls  over  the 
health  service  industry.  Controls  are 
relaxed  in  other  areas,  yet  the  discrimi- 
nation against  physicians  and  some 
three  million  others  who  serve 
America's  health  needs  is  now  even 
more  sharply  focused.  A very  real 
possibility  exists  that  there  will  be  a 
flight  of  allied  ancillary  and  support 
personnel  from  the  health  field  jeopar- 
dizing the  quality  of  care  being  deliv- 
ered. 

"How  can  the  health  service  in- 
dustry, saddled  with  controls,  compete 
for  skilled  personnel  in  an  economy 
that  is  otherwise  virtually  free?  In  the 
past  we  have  approached  the  whole 
subject  of  controls  in  a spirit  of  coop- 
eration. Right  now,  however,  we  may 
have  to  reconsider  that  attitude. 

"When  controls  were  first  imposed 
on  health  care  thirteen  months  ago, 
the  AMA  urged  physicians  to  comply. 
We  adopted  that  position  even  though 
the  regulations  as  applied  to  health 
care  providers  were  clearly  discrimi- 
natory. 

“Today  we  face  the  prospects  of 
mandatory  controls  despite  the  fact 
that  physicians  have  demonstrated 
during  Phase  I and  II  that  they  can 
keep  prices  under  control  through  vol- 
untary compliance. 

“The  goal  for  Phase  II  was  to  reduce 
the  rate  of  inflation  by  one  half. 
During  the  first  nine  months  of  Phase 
II  the  rate  of  increase  in  physicians’ 
fees  was  kept  to  one-third  of  the  pre- 
Phase  I rate,  thus  surpassing  the  expec- 
tations of  the  Economic  Stabilization 
Program. 

“From  August,  1971,  when  Phase  I 


began,  through  November  of  1972, 
physicians’  fees  nationwide  rose  by  2.7 
percent.  During  the  same  period,  the 
all  services  component  of  the  Con- 
sumer Price  Index  rose  by  4.3  percent. 

"The  cost  of  the  semi-private  hospi- 
tal room  rose  by  6.2  percent,  and  hos- 
pital operating  rooms  by  10.3  percent. 
Food  went  up  4.5  percent. 

“And  while  physicians'  fees  were 
being  held  to  2.7  percent  the  cost  of 
Legal  Services  rose  by  14  percent.  Yet 
there  are  no  controls  on  lawyers  or 
other  professional  groups. 

"It  is  essential  that  the  public  under- 
stand the  full  implications  of  the  regu- 
lations announced  today.  They  will 
substantially  intensify  for  health  care 
providers  a problem  that  existed  to  a 
lesser  degree  under  Phase  II. 

“For  whenever  one  industry  is 
singled  out  for  economic  controls  in 


One-Day  drug  abuse  training  insti- 
tutes, which  have  been  approved  for 
Category  I credit  toward  the  AMA 
Physician's  Recognition  Award  and  the 
educational  requirement  in  the  State 
Society,  are  being  held  throughout  the 
Commonwealth  during  February  and 
March. 

The  institutes,  cosponsored  by  the 
State  Society,  place  major  emphasis  on 
the  latest  statistics  on  the  drug  abuse 
problem  in  Pennsylvania  and  the  new- 
est treatment  methods.  Locations  and 
dates  are:  M.S.  Hershey  Medical 

Center,  Hershey,  Feb.  1;  Holiday  Inn, 
Allentown,  Feb.  14;  Holiday  Inn,  King 
of  Prussia,  Feb.  15;  Sheraton  Inn, 
Scranton,  Feb.  28;  Williamsport  Hos- 
pital, Williamsport,  March  1;  Mount 
View  Inn,  Greensburg,  March  7;  Holi- 
day Inn,  Altoona,  March  8;  Holiday 
Inn,  Butler,  March  21;  and  Raniada 
Inn,  Erie,  March  22. 

Speakers  include:  Catherine  Hess, 
M.D..  narcotics  advisor  to  the  secre- 
tary of  health;  Harold  Trigg,  M.D..  as- 
sociate director  of  psychiatry  for  ad- 
diction at  Beth  Israel  Medical  Center, 
New  York  City;  Leo  C.  Eddinger, 
M.D.,  family  physician,  Allentown; 
and  Frederick  D.  Glaser,  M.D., 


an  economy  that  is  uncontrolled  or 
subject  to  considerably  less  control,  ex- 
treme pressures  are  imposed  on  the 
controlled  industry. 

“First,  while  its  own  ability  to  raise 
prices  is  restricted,  it  must  purchase 
supplies  and  resources  from  industries 
who  operate  under  no  restrictions. 

“Second,  it  must  compete  for  quali- 
fied personnel  under  handicaps  that  do 
not  hamper  any  other  industry.  Thus 
the  full  impact  of  the  sanctions  im- 
posed on  health  care  will  not  fall  on 
physicians  alone.  It  will  have  a direct 
effect  on  wages  of  technicians,  nurses 
and  all  other  hospital  and  health  care 
personnel,  many  of  whom  are  already 
underpaid  by  today's  standards. 

“Thirteen  months  ago  we  urged 
physicians’  compliance.  In  light  of  the 
above  record  we  shall  now  have  to  re- 
consider that  advice.” 


director  of  the  Addiction  Sciences 
Center,  Philadelphia. 

A $10  registration  fee  includes 
luncheon  and  an  information  packet. 
For  further  information  contact;  Drug 
Abuse  Institute,  Pennsylvania  Medical 
Society,  20  Erford  Rd.,  Lemoyne,  Pa. 

Grant  funds  study 
of  reproduction 

Two  research  awards  have  recently 
been  granted  to  Howard  Balin,  M.D., 
professor  of  obstetrics  and  gynecology 
at  Hahnemann  Medical  College  and 
Hospital  by  the  National  Institutes  of 
Child  health  and  Human  Development. 

“Device  and  Technique  for  Blocking 
Fallopian  Tubes,”  being  conducted  by 
the  Division  of  Reproductive  Biology 
at  Hahnemann  and  the  Franklin  Insti- 
tute Research  Laboratories,  has  been 
renewed  under  a $ 1 32,946  grant. 

"Interaction  of  Contraceptive 
Steroids  with  Metabolic  Functions  of 
Vitamin  B6,”  has  been  funded  for 
$136,077.  Collaborating  institutions 
include  the  Philadelphia  General  Hos- 
pital and  the  Division  of  Reproductive 
Biology  at  Hahnemann. 


State  Society  sponsors  drug  abuse  institutes 
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Department  of  Health  assigns  expanded  duties 


Secretary  of  Health  J.  Finton  Speller, 
M.D.,  has  announced  the  assignment  of 
additional  duties  to  a number  of  the 
state  health  department  staff  who  are 
currently  serving  as  regional  consult- 
ants for  the  department’s  Comprehen- 
sive Health  Planning  (CPH)  program. 

In  the  future  they  will  also  serve  as 
principal  planners  for  making  available 
in  their  separate  geographic  regions  all 
the  services  of  the  Pennsylvania 
Department  of  Health. 

“The  additional  duties  to  be  per- 
formed by  our  regional  CHP  consult- 
ants will  greatly  extend  the  depart- 
ment’s planning  capability,”  Dr.  Speller 
noted. 

Region  I — Charles  M.  Daly,  Exton, 
will  work  under  the  direction  of 
William  T.  Lane,  M.D.,  medical 
director  of  Region  I (Bucks,  Chester, 
Delaware,  Montgomery  and  Philadel- 
phia counties). 

Region  I /-North — John  J.  Farrell, 
Dallas,  will  work  under  the  direction  of 
R.  Michael  Yeller,  M.D.,  medical 
director  of  Region  II  in  Bradford, 
Lackawanna,  Luzerne,  Pike,  Sullivan, 
Susquehanna,  Tioga,  Wayne  and 
Wyoming  counties. 

Region  //-South — John  L.  Breisch, 
Reading,  will  work  under  the  direction 
of  R.  Michael  Yeller,  M.D.,  medical 

Jefferson  to  expand 

Thomas  Jefferson  University  has 
recently  announced  plans  for  an  exten- 
sive ten-year  building  and  develop- 
ment program  to  implement  new  pro- 
grams in  medical  and  allied  health  ed- 
ucation. 

Included  in  the  plans  are  a $78 
million  400-bed  hospital  and  clinical 
teaching  facility  to  replace  the  present 
main  hospital  building,  and  a $6 
million  student  housing  complex. 

In  addition,  Jefferson’s  new  pro- 
gram includes  the  development  of 
three  community  health  clinics — one 
on  campus  and  two  in  South 
Philadelphia — and  the  purchase  and 
renovation  of  the  22-story  Philadel- 
phia Electric  Company  Edison  Build- 
ing. Initially  it  will  be  used  as  an 
ambulatory  care  facility,  while  later  it 
will  house  the  university’s  C ollege  of 
Allied  Health  Sciences. 


director  of  Region  II,  in  the  counties  of 
Berks,  Carbon,  Lehigh.  Monroe, 
Northampton  and  Schuylkill. 

Region  III — Ronald  E.  Ford, 
Lancaster,  directed  by  John  A.  Dattoli, 
M.D.,  medical  director  of  Region  III, 
will  serve  in  the  Adams,  Cumberland, 
Dauphin,  Franklin,  Lancaster.  Leb- 
anon, Perry  and  York  region. 

Region  IV — Robert  E.  Raemore, 
Williamsport,  under  the  direction  of 
Harry  W.  Buzzard,  M.D.,  medical 
director  of  Region  IV,  will  plan  activi- 
ties for  Region  IV  (Bedford,  Blair, 
Cambria,  Centre,  Clinton,  Columbia, 
Fulton,  Huntingdon,  Juniata,  Ly- 
coming, Mifflin,  Montour,  Northum- 

Dr.  Dripps  cites  concern 


berland,  Snyder,  Somerset  and  Union 
counties). 

Region  V — Emery  V.  Tincani  will 
work  under  the  direction  of  the  medical 
director  for  Region  V,  William  J. 
Meyer,  M.D.,  in  Allegheny, 
Armstrong,  Beaver,  Butler,  Fayette, 
Greene,  Indiana,  Washington  and 
Westmoreland  counties. 

Region  VI — William  C.  Smith,  | 
Meadville,  will  serve  as  principal  ; 
planner  under  the  direction  of  John  W. 
Larson,  M.D..  medical  director  of 
Region  VI  (Cameron,  Clarion,  Clear- 
field, Crawford,  Elk,  Erie,  Forest,  Jef- 
ferson, Lawrence,  McKean,  Mercer, 
Potter,  Venango  and  Warren  counties). 

on  FDA  rules 


In  testimony  before  the  Federal 
Drug  Administration’s  National  Advi- 
sory Drug  Committee  recently,  Robert 
Dripps.  M.D.,  vice-president  of  health 
affairs  at  the  University  of  Pennsyl- 
vania, cited  the  following  concerns  of 
an  ad  hoc  committee  which  has  studied 
FDA  regulations  in  relation  to  medical 
research: 

• "Extraordinary  lengthening  of 
time  for  the  development  and  approval 
of  new  drugs  in  this  country” 

• “Continued  discontent  with  the 
U.S.  system  of  drug  regulation  among 
various  sectors  of  our  society” 

• “Increasing  bureaucratic  involve- 
ment in  the  research  process  itself’ 

• “Unnecessary  delay  in  the  in- 
troduction of  useful  agents” 

• "Potentially  useful  compounds 
being  prematurely  discarded  because 


ROBERT  C.  EYERLY,  M.D.,  Geisinger 
Medical  Center,  Danville,  was  elected 
president  of  the  American  Cancer  So- 
ciety's Pennsylvania  Division  at  the 
society's  recent  annual  meeting. 


of  extreme  caution  in  the  interpreta- 
tion of  animal  toxicity  data  that 
science  may  some  day  learn  are 
inapplicable  to  man" 

Dr.  Dripps  heads  an  ad  hoc  com- 
mittee of  twenty-two  medical  scien- 
tists and  physicians  who  reported  last 
year  that  FDA  regulatory  procedures 
have  stifled  medical  research  and  hin- 
dered medical  practice. 

Testimony  before  the  advisory  com- 
mittee stated  that  the  rate  of  introduc- 
tion of  new  drugs  declined  in  recent 
years  from  thirty-one  in  1961  to  five  in 
1970.  At  the  same  time,  outside  of  the 
U.S.  fifty-one  new  drugs  were  in- 
troduced in  1961  and  fifty-five  in 
1970.  Dr.  Dripps  asked,  “Does  not  this 
suggest  a new  drug  lag  in  our 
country?"  He  added,  “Our  present 
system  has  shortcomings  in  concept 
and  application  that  may  be  adversely 
affecting  pharmaceutical  progress, 
medical  practice,  and  the  health  of  our 
people.” 

Recommendations  to  the  advisory 
committee  were  that  the  entire  system 
of  drug  development,  evaluation  and 
regulation  should  be  reviewed.  Dr. 
Dripps  called  for  a non-government, 
non-industry  academic  center  "to 
serve  as  a focal  point  for  the  study  and 
development,  use  and  regulation  of 
pharmaceuticals.” 

Robert  I.  Wise,  M.D.,  Ph.D.,  Magee 
professor  of  medicine  and  chairman  of 
the  department  at  Jefferson  Medical 
College,  Philadelphia,  also  served  on 
the  ad  hoc  committee. 
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Year  of  intensive 


If  1972  was  a year  of  confrontation 
for  organized  medicine  in  Pennsyl- 
vania, 1973  should  be  a year  for  inten- 
sive work  within  the  ranks  of  the  Soci- 
ety. Although  we  continue  to  be  active 
in  dozens  of  socioeconomic  and  educa- 
tional areas,  I believe  at  least  five  stand 
out  and  deserve  special  attention  by  our 
county  societies:  ( 1 ) Continuing  educa- 
tion and  accreditation;  (2)  Peer  review, 
grievance  and  disciplinary  functions; 
(3)  Promotion  of  group  insurance  pro- 
grams; (4)  Effective  legislative 
grassroot  support;  (5)  Effective  com- 
munications. . . and  that  doesn't  mean 
that  communications  is  in  fifth  place;  it 
means  that  we  must  work  on  all  five 
with  equal  vigor. 

Education  and  Accreditation 

As  you  know,  the  first  reporting 
period  of  the  continuing  education 
requirement  for  members  ends  on 
December  31,1 975.  By  that  time,  each 
member  will  have  had  to  accumulate 
150  hours  of  continuing  medical  edu- 
cation, including  60  hours  in  Category 
I. 

Of  course.  Category  I hours  may 
only  be  secured  from  accredited  insti- 
tutions which  have  been  approved  by 
the  AMA  or  its  designate.  County 
medical  societies  can  provide  a real 
service  to  their  members  by  taking 
steps  to  get  their  local  hospital  educa- 
tion programs  accredited.  This  can  be 
as  simple  as  having  the  education 
chairman  place  a telephone  call  to 
LeRoy  Erickson  (director  of  educa- 
tional activities)  at  Society  head- 
quarters. 

As  soon  as  your  local  hospital  can 
demonstrate  to  the  Council  on  Educa- 
tion and  Science  that  it  has  a well- 
planned  continuing  education  program 
with  adequate  supervision  that  meets 
PMS  requirements,  the  hospital  con- 
tinuing education  program  can  be- 
come accredited,  thereby  providing  a 
local  source  of  Category  1 credit. 

Peer  Review 

Peer  review  is  a fact  of  life.  Late  in 
1972  it  moved  from  the  pages  of  pro- 
fessional journals  to  the  law  books 


work  ahead  for  PMS 

JOHN  F.  RINEMAN 
PMS  Executive  Vice-President 

when  the  Ninety-Second  Congress 
included  the  Bennett  Amendment  in 
Public  Law  92-603. 

The  bill  calls  for  Professional  Stand- 
ards Review  Organizations  to  deter- 
mine whether  (a)  services  and  items 
are  or  were  medically  necessary,  (b) 
the  quality  of  such  services  meets  pro- 
fessionally recognized  standards  of 
health  care  and  (c)  services  and  items 
proposed  to  be  provided  in  a hospital 
or  other  health  care  facility  on  an  in- 
patient basis,  could,  consistent  with 
the  provision  of  appropriate  medical 
care,  be  effectively  provided  on  an  out- 
patient basis  or  more  economically  in 
an  inpatient  health  care  facility  of  a 
different  type. 

This  is  a big  order.  Fortunately,  the 
organization  and  administration  of 
Professional  Standards  Review  Organi- 
zations (PSRO)  is  to  be  done  by  prac- 
ticing physicians.  Even  more  impor- 
tantly, the  first  line  of  review  will  be 
the  hospital  utilization  review  com- 
mittee, if,  in  the  opinion  of  the  PSRO, 
the  committee  is  effective.  In  other 
words,  those  medical  staffs  which 
operate  utilization  committees  with 
high  standards  will  least  feel  the  out- 
side impact  of  PSRO. 

Time  is  short,  however.  One  year 
from  now,  January  I,  1974,  the  secre- 
tary of  the  Department  of  Health,  Ed- 
ucation, and  Welfare  (HEW)  will  have 
designated  all  the  geographic  areas  for 
PSRO's.  and  after  that  organized  med- 
icine will  have  just  twenty-four  months 
to  establish  PSRO’s.  After  January  1, 
1976,  new  options  become  available  to 
the  secretary  of  HEW  to  secure  peer 
review  for  medicare  and  medicaid. 

I urge  each  county  society  to  make 
peer  review  a top  priority.  The  Penn- 
sylvania Medical  Care  Foundation  will 
play  an  important  role.  Larry  Fos- 
selman,  director  of  the  Medical  Care 
Appraisal  Project,  can  provide  the  in- 
formation your  society  and  hospital 
medical  staff  need  on  peer  review  and 
PSRO's. 


Grievances  and  Disciplinary  Functions 

The  areas  of  discipline  and  griev- 
ance activity  are  two  more  subjects 
which  require  greater  attention  by 


— county  societies 


county  societies.  This  is  a time  of 
tremendous  public  interest  in  medicine 
and  the  hue  and  cry  is  for  public  ac- 
countability. The  climate  of  the  times 
suggests  a careful  reexamination  of  our 
current  disciplinary  and  grievance 
system. 

The  major  questions  are:  Does  it 
work?  Do  we  get  results?  Are  patients 
satisfied  that  their  grievances  have 
been  handled  in  a reasonable  and  con- 
scientious fashion?  Do  chronic 
problem  makers  receive  appropriate 
corrective  action  from  their  peers? 
Does  the  appropriate  mechanism  exist 
in  our  bylaws?  Are  we  set  up  to  handle 
in  an  organized  and  effective  fashion 
complaints  from  the  public?  Does  ev- 
erybody know  what  is  expected  of 
them?  Do  we  really  follow  through? 

The  Society’s  Judicial  Council  is 
taking  a look  at  this  whole  area  pursu- 
ant to  referrals  from  the  House  and  the 
Board.  County  society  questions  in  the 
area  of  grievances  and  discipline 
should  be  directed  to  Robert  Lamb, 
the  assistant  secretary. 

Group  Insurance  Programs 

There  was  a time  when  physicians 
joined  their  county  and  state  medical 
societies  out  of  a sense  of  loyalty. 
Nowadays  they  want  services.  One  of 
today's  tangible  benefits  of  Society 
membership  is  a package  of  attractive, 
economical  insurance  programs. 

They  currently  include  term  life  in- 
surance. disability  and  related  income 
protection,  coverage  for  hospital  and 
major  medical  expenses  and  group  mal- 
practice insurance.  Approved  by  the 
Board  in  January  and  to  be  publicized 
in  the  near  future  are  personal-profes- 
sional umbrella  liability,  group  au- 
tomobile and  group  life  insurance. 

The  key  here  is  the  fact  that 
members  no  longer  have  to  worry 
about  developing  an  insurance  pro- 
gram on  their  own.  They  can  rest  as- 
sured that  these  programs  have  been 
well  thought  out  and  well  negotiated 
on  their  behalf  by  staff  people  with  in- 
surance backgrounds.  All  of  the  com- 
panies are  reputable;  the  programs  are 
solid.  The  Society  will  soon  provide 
(Continued  on  next  page) 
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president  reports  1973 'intensive  work’year 


Executive  vice 

one-stop  shopping  for  your  insurance 
needs.  Individual  counseling  with  re- 
spect to  these  insurance  programs  is 
available  from  Ronald  M.  Bachman, 
acting  director  for  economic  affairs. 

Effective  Legislative  Support 

Wherever  1 go,  the  one  Society  com- 
munications instrument  which  is  really 
read  is  the  Legislative  Bulletin.  It’s  our 
hotline  alerting  counties  to  our  legisla- 
tive priorities  and  crises.  But  the  real 
question  is  what  happens  after  you 
read  the  Legislative  Bulletin.  Is  your 
county  society  organized  to  take  im- 
mediate effective  action? 

For  example,  does  everyone  on  your 
Legislative  Copimittee  have  a list  of 
doctors  whom  they  are  responsible  for 
contacting?  Are  the  secretary,  the  pres- 
ident and  the  executive  committee  au- 
tomatically advised  when  action  is 
called  for?  How  many  phone  calls  to 
legislators  can  you  guarantee  in  a day? 
How  many  letters  to  legislators?  Is 
there  a system  to  provide  feedback  on 
the  number  of  telephone  calls  and/or 
letters  written? 

An  effective  legislative  committee 
can  be  set  up  in  advance — you  don't 
have  to  wait  until  the  crisis  hits.  For 
help  in  beefing  up  your  legislative  pro- 
gram, call  Bob  Craig,  director  of  gov- 
ernmental relations,  at  headquarters. 

Effective  Communications 

This  year  we  will  be  taking  a long 
hard  look  at  our  communications.  It 
began  with  the  long-range  planning  of 
the  Board  and  was  followed  by  the 
House  in  Lancaster,  which  established 
a special  committee  to  study  com- 
munications. In  the  meantime,  steps 
have  already  been  taken  to  improve 
our  existing  communications.  One  of 
these  was  the  creation  last  fall  of  a 
Field  Contact  Service — eight  staff  men 
who  have  been  given  the  additional  re- 
sponsibility of  liaison  to  an  assigned 
group  of  county  societies.  They  are  in 
contact  by  letter  and  telephone  with 
their  county  society  officers  and  they 
attend  specified  county  society  meet- 
ings. 

Their  job  is  to  help  you.  But  they 
can’t  help  if  you  don’t  pick  up  the  tele- 
phone and  call  them.  Let  other 
members  know  about  this  new  service. 


Sometimes  what  appears  to  be  a major 
problem  can  be  quickly  solved  by  a 
collect  call  to  headquarters.  It  may  be 
that  we’ve  solved  the  same  kind  of  a 
problem  for  other  members  or  county 
medical  societies. 

The  field  contact  men  answer  ques- 
tions or  get  the  appropriate  expert  who 
can.  They  get  critical  information  out 
to  county  societies  fast  and  help  pro- 
gram chairmen  get  experts  on  accredi- 
tation. peer  review,  insurance,  etc.,  to 
speak  at  county  society  meetings. 
They’re  part  of  our  move  back  to  face- 
to-face  communication. 


Finally,  I want  to  dispel  an  idea  1 
heard  recently  at  a county  society  meet- 
ing that  the  State  Society  is  concerned 
only  with  matters  in  Harrisburg  and 
that  the  county  society  must  fend  for 
the  members  in  the  local  area.  The  State 
Society  exists  by  and  for  the  members 
whose  practices  are  local.  But  to  do 
something  at  the  local  level,  the  Society 
has  to  know  about  the  problem.  That’s 
where  you  can  help  by  communicating. 

We  have  an  enormous  agenda  for 
1973,  but  I’m  confident  that  by  work- 
ing together,  we  can  make  great 
progress. 


Field  Contact  Staff 


Charles  G.  Appleby 

J.  Harvey  Gossard 

L.  Riegel  Haas 

Adams 

Armstrong 

Berks 

Cumberland 

Butler 

Bucks 

Dauphin 

Clarion 

Chester 

Franklin 

Indiana 

Delaware 

Lancaster 

Jefferson 

Lehigh 

Lebanon 

Venango 

Montgomery 

Perry 

Northampton 

York 

Philadelphia 

Kenneth  B. Jones 

Robert  L.  Lamb 

Terry  R.  Lenker 

Bedford 

Crawford 

Blair 

Fayette 

Erie 

Cambria 

Greene 

McKean 

Centre 

Somerset 

Mercer 

Clearfield 

Washington 

Warren 

Clinton 

Columbia 

Elk-Cameron 

Huntingdon 

Lycoming 

Mifflin-Juniata 

Donald  McCoy 

James  P.  O’Leary 

Montour 

Allegheny 

Bradford 

Northumberland 

Potter 

Beaver 

Lawrence 

Carbon 

Lackawanna 

Schuylkill 

Tioga 

Union 

Westmoreland 

Luzerne 

Monroe 

Susquehanna 

Wayne-Pike 

Wyoming 

Call  Headquarters  Collect:  (717)  238-1635 
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PENNSYLVANIA  MEDICINE 


MOVE-OUT  STICKY  MUCUS 


In  asthma,  bronchitis 


"Many  physicians  use  iodides  intravenously  when  they  suspect  that  the  main 
reason  for  airway  obstruction  is  sticky  mucus  but  oral  iodides  are  more 
likely  to  exert  an  expectorant  action.”1 

"For  the  viscid  sputum,  potassium  iodide  (. . . preferable  as  enteric  coated 
tablets)  may  be  best.”2 


Provide  tastefree,  well-tolerated  KI  in  convenient  SLOSOL  coated  tablets 


IODO-NIACIN 

Each  SLOSOL  coated  tablet  contains  potassium  COLE  m 

iodide  135  mg.  and  niacinamide  hydroiodide  25  mg. 


please  see  next  page  for  prescribing  information  — 


Promote  Productive  Cough- 

"The  productive  cough 
serves  the  necessary 
purpose  of  removing 
excess  mucus  from 
the  bronchial  tree.”3 

. . there  is  clear  evidence 
that  the  loosening  of  the  bronchial  mucus 
blanket  must  begin  from  within  the  under- 
lying mucus  glands  where  it  is  anchored 
and  not  from  the  surface.  Complications 
of  iodides  are  too  occasional  to  avoid  the 
use  of  this  valuable  medication.”3 


Rx  Information: 

INDICATIONS:  The  primary  indication  for  lodo-Niacin  is  in  any  clinical 
condition  where  iodide  therapy  is  desired.  All  of  the  usual  indications  for  the 
iodides  apply  to  lodo-Niacin  and  include: 

RESPIRATORY  DISEASE:  The  use  of  lodo-Niacin  is  indicated  whenever  an 
expectorant  action  is  desired  to  increase  the  flow  of  bronchial  secretion  and 
thin  out  tenacious  mucus  as  seen  in  bronchial  asthma,  and  other  chronic 
pulmonary  disease.  lodo-Niacin  has  also  proven  of  value  in  sinusitis,  bron- 
chitis, bronchiectasis,  and  other  chronic  and  acute  respiratory  diseases 
where  the  expectorant  action  of  iodide  is  desired. 

THYROID  DISEASE:  lodo-Niacin  is  indicated  in  any  thyroid  disorder  due  to 
iodine  deficiency,  such  as  endemic  goiter  or  hypoplastic  goiter,  and  where 
hypothyroidism  is  secondary  to  iodine  deficiency.  lodo-Niacin  will  suppress 
mild  hyperthyroidism  completely,  and  partially  suppress  more  severe  hyper- 
thyroid states.  lodo-Niacin  is  also  of  value  in  suppressing  the  symptoms  of 
hyperthyroidism  and  decreasing  the  size  and  vascularity  of  the  thyroid  gland 
prior  to  thyroidectomy. 

ARTERIOSCLEROSIS:  Iodides  have  been  reported  as  relieving  some  of  the 
symptoms  associated  with  arteriosclerosis.  The  mechanism  of  action  is  un- 
known, but  the  effects  are  documented. 

OPHTHALMOLOGY:  lodo-Niacin  has  been  reported  to  be  of  value  in  retinal  and 
vitreous  hemorrhages.  The  mechanism  of  action  is  unknown,  but  absorption 


of  the  hemorrhagic  areas  has  been  observed  following  use  of  this  drug.  It  is 
also  reported  to  be  of  value  in  reducing  or  removing  vitreous  floaters. 

SIDE  EFFECTS:  Serious  adverse  side  effects  from  the  use  of  lodo-Niacin  are 
rare.  Mild  symptoms  of  iodism  such  as  metallic  taste,  skin  rash,  mucous 
memDrane  ulceration,  salivary  gland  swelling,  ana  gastric  distress  have 
occurred  occasionally.  These  generally  subside  promptly  when  the  drug  is 
discontinued.  Pulmonary  tuberculosis  is  considered  a contraindication  to 
the  use  of  iodides  by  some  authorities,  and  the  drug  should  be  used  with  cau- 
tion in  such  cases.  Rare  cases  of  goiter  with  hypothyroidism  have  been 
reported  in  adults  who  had  taken  iodides  over  a prolonged  period  of  time, 
and  in  newborn  infants  whose  mothers  had  taken  iodides  for  prolonged 
periods.  The  signs  and  symptoms  regressed  spontaneously  after  iodides  were 
discontinued  The  causal  relationship  and  exact  mechanism  of  action  of 
iodides  in  this  phenomenon  are  unknown.  Appropriate  precautions  should  be 
followed  in  pregnancy  and  in  individuals  receiving  lodo-Niacin  for  prolonged 
periods. 

DOSAGE:  The  oral  dose  for  adults  is  two  tablets  after  meals  taken  with  a 
glass  of  water.  For  children  over  eight  years,  one  tablet  after  meals  with 
water.  The  dosage  should  be  individualized  according  to  the  needs  of  the 
patient  on  long-term  therapy. 

HOW  SUPPLIED:  Cole's  lodo-Niacin  tablets  are  available  in  bottles  of  100, 
500  and  1,000.  Slosol  coated  pink.  NDC  55-6458 


IODO-NIACIN* 

Each  SLOSOL  tablet  contains  potassium  iodide  135  mg.  and 
niacinamide  hydroiodide  25  mg.  Sig.  jj  tabs,  t.i.d.  p.c. 

References:  1.  Itkin,  I.  H„  Am.  Fam.  Phys.  4:83.  1971.  2.  Feinberg,  S.  M„  Consultant 
Sept.,  1971,  pg.  32.  3.  Bookman,  R.,  Ann.  Allerg.  29:367,  1971. 


COLE 

PHARMACAL  CO.  INC. 

St.  Louis,  Mo.  63108 


All  of  these  mammals,  except  one, 
can  synthesize  vitamin  C. 


Man  cannot. 


Homo  sapiens  can  neither  synthesize  vitamin 
C nor  store  the  water  soluble  vitamins.  They 
have  to  be  replenished  every  day. 

Normally,  man  accomplishes  this  in  his  daily 
diet.  But  under  conditions  of  illness,  stress,  in 
convalescence  or  following  surgery,  vitamin 
stores  may  be  depleted  or  metabolic  demands 


increased. 

In  such  cases,  Surbex-T  may  be  indicated. 
Each  tablet  provides  500  mg.  of  vitamin  C 
plus  high  potency  B-complex. 

Where  nutritional  status  must  be  preserved, 
Surbex-T  can  help  restore  what  the  body  can 

not  store  . 211399 


SURBEX-T® 


500  mg.  of  Vitamin  C with  High  Potency  B-Complex 


Restores  what  the  body  cannot  store— the  water-soluble  vitamins. 


In  the  glaucoma  patient 
on  cerebral  or  peripheral 
vasodilator  therapy 

no  treatment 
conflict 
reported 


WSODUAN 

(ISOXSUPRINE  HC1) 

the  compatible  vasodilator 


• no  reported  increase  of  intraocular  pressure 

• conflicts  have  not  been  reported  with  miotics, 
corticosteroids,  antihypertensives,  hypoglycemics  or 
diuretics 

In  fact,  there  are  no  known  contraindications  in 
recommended  oral  doses  other  than  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately 
postpartum. 


INDICATIONS:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences-National  Research  Council  and/or  other 
information,  the  FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


COMPOSITION:  Vasodilan  tablets,  isoxsuprine  HC1,  10  mg.  and  20  mg. 


DOSAGE  AND  ADMINISTRATION:  10  to  20  mg.  three  or  four  times  daily. 

CONTRAINDICATIONS  AND  CAUTIONS:  There  are  no  known 
contraindications  to  oral  use  when  administered  in  recommended  doses. 

Should  not  be  given  immediately  postpartum  or  in  the  presence  of  arterial 
bleeding. 

ADVERSE  REACTIONS:  On  rare  occasions,  oral  administration  of  the  drug 
has  been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects  such 
as  transient  palpitation  or  dizziness  are  usually  controlled  by  reducing  the  dose. 

SUPPLIED: 

Tablets,  10  mg. — bottles  of  100,  1000,  5000  and  Unit  Dose  A/|nnfi  H bTrTrTTT 
20  mg. — bottles  of  100,  500  and  Unit  Dose  IVIudll  JU  1 1 1 bull  I 

LABOR  ATO  R I E S 


© 1972  MEAD  JOHNSON  4 COMPANY  . EVANSVILLE,  INDIANA  47721  U.S.A. 
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Melieoes  stuffy  and  runny  noses - promptly. 
Makes  your  patients  u?or\d  a little  sunnier. 


Triaminic 

phenylpropanolamine  hydrochloride,  pyrilamine  maleate,  pheniramine  maleate 

"the  Sunshine  Tablet” 

Formula:  Each  timed-release  tablet  contains  phenylpropanolamine  hydrochloride,  50  mg.;  pyrilamine  maleate,  25  mg.; 
pheniramine  maleate,  25  mg.  Indications:  Relief  from  such  symptoms  as  nasal  congestion,  profuse  nasal  discharge  and 
postnasal  drip  associated  with  colds,  nasal  allergies,  sinusitis  and  rhinitis.  Precautions:  Patients  should  not  drive  a car 
or  operate  dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in  the  presence  of  hypertension,  hyperthyroidism, 
cardiovascular  disease,  or  diabetes.  Side  Effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpitations,  flushing, 
dizziness,  nervousness  or  gastrointestinal  upsets.  Dosage:  Adults-one  tablet  swallowed  whole,  in  morning,  midafternoon 
and  before  retiring.  Availability:  In  bottles  of  100,  250. 

Dorsey  Laboratories,  Lincoln,  Nebraska,  68501 


Rx 

ONLY 
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Our  skin— the  human  integument 

~cov6rs  us,  d efines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


INblCATfONSrf  fferapeutfcaily;  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  6r  secondary,  due  to  susceptible 
. organisms,  as#in:  • infected  burns,  skin  grafts,  surgTfeaMncisions,  otitis  externa 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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MMUX  Oi ntment 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  Vz  oz.  and  y32  oz.  (approx.)  foil  packets. 
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Wellcome 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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SOLID  LINE:  Vitamin  C blood  levels  obtained  with 

sustained-medication  capsules  (CEVI-BID). 
BROKEN  LINE:  Vitamin  C blood  levels  obtained  with  tablets. 


Samples  on  Request 

GERIATRIC  PHARMACEUTICAL  CORP. 

Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 


012345678  hours 
^Comparison  of  ascorbic  acid  blood  levels  after 
administration  of  1 gram  of  ascorbic  acid  in 
effervescent  tablet  form  and  1 gram  of 
CEVI-BID  (2  capsules).  "Adaptation 

DEVELOPERS  OF  GER-O-FOAM  • GAYSAL  • TESTAND-B 


l Riccitelli,  M.  L.:  Vitamin  C Therapy  in  Geriatric  Practice, 
J.  Amer.  Geriatrics  Soc.  20:  34,  1972. 


ALSO  AVAILABLE  FOR  THE  TREATMENT  OF 

impotence 

due  to  androgenic  deficiency  in  the  American  male. 


DESCRIPTION:  Methyltestosterone  is  17/:-Hydroxy-17-Methylandrost  4 en 
3 one 

ACTIONS:  Methyltestosterone  is  an  oil  soluble  androgenic  hormone 

INDICATIONS:  In  the  male  1 Eunuchoidism  and  eunuchism  2 Male 
climacteric  symptoms  when  these  are  seconlary  to  androgen  deficiency 
3 Impotence  due  to  androgenic  deficiency  4 Postpuberal  cryptor 
chidism  with  evidence  of  hypogonadism 

Cholestatic  hepatitis  with  jaundice  and  altered  liver  function  tests,  such 
as  increased  BSP  retention  and  rises  in  SCOT  levels,  l.ave  been  reported 
after  Methyltestosterone.  These  changes  appear  to  be  related  to 
dosage  of  the  drug  Therefore,  in  the  presence  of  any  changes  m liver 
function  tests,  drug  should  be  discontinued 

PRECAUTIONS:  Prolonged  dosage  of  androgen  may  result  in  sodium  and 
fluid  retention.  This  may  present  a problem,  especially  m patients 
with  compromised  cardiac  reserve  or  renal  disease  In  treating  males 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of  mcreas  ; 
ing  the  nervous,  mental. ’and  physical  activities  beyond  the  patient  s 
cardiovascular  capacity. 

CONTRAINDICATIONS:  Contraindicated  in  persons  with  known  or  s'us 
pected  carcinoma  of  the  prostate  and  in  carcinoma  of  the  male  breast 
Contraindicated  in  the  presence  of  severe  liver  damage 


Android 

Methyltestosterone  N.F.-5  mg. 

Android!  10 

Methyltestosterone  N.F.-10  mg. 

Android  1 25 

Methyltestosterone  N.F.  -25  mg. 


WARNINGS:  If  priapism  or  other  signs  of  excessive  sexual  stimulation 
develop,  discontinue  therapy.  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular  function,  with  ; 
resultant  oligospermia  and  decrease  in  ejaculatory  volume  Use  caut 
lously  in  young  boys  to  avoid  premature  epiphyseal  closure  or  pre 
cocious  sexual  development  Hypersensitivity  and  gynecomastia  may 
occur  rarely  PB I may  be  decreased  in  patients  taking  androgens 
Hypercalcemia  m3y  occur,  particularly  during  therapy  for  metastu 
breast  carcinoma  If  this  occurs,  the  drug  should  be  discontinued 

ADVERSE  REACTIONS:  Cholestatic  Jaundice  • Oligospermia  and  dr  | 

creased  ejaculatory  volume  • Hypercalcemia  particularly  in  patients 
with  metastic  breast  carcinoma  This  usually  indicates  progression  of 
bone  metastases  • Sodium  and  water  retention  • Priapism  • Vinli 
ration  m female  patients  • Hypersensitivity  and  gynecomastia 


DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  strtdy  individualized 
as  patients  vary  widely  in  requirements  Daily  requirements  are  best 
administered  in  divided  doses  The  following  chart  is  suggested  as  an 
average  daily  dosage  guide 


INDICATION 

In  the  male: 

Eunuchoidism  and  eunuchism 
Male  climacteric  symptoms  and  impotence 
due  to  androgen  deficiency 
Postpuberal  cryptorchism 


Average  Oaily  Oosagc 
Tablets 

10  to  40  mg 

10  to  40  mg 
30  mg 


HOW  SUPPLIED:  5.  10  25  mg  in  bottles  of  60.  250 


Write  tor  Literature  and  Samples 
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THE  BROWN  PHARMACEUTICAL  CO„  INC. 

2500  West  6th  Street.  Los  Angeles.  Calitorma  90057 
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L.  Edwards,  D.  R.  Lowe,  L.  R.  Wilson,  Jr.,  and  S.  B.  Elston,  Jr.,  Representatives 
Suite  ’ 26-BC,  The  Benson,  Jenkintown  19046  Telephone:  215-887-6335 

WESTERN  PENNSYLVANIA  OFFICE:  N.  Wells  and  S.  T.  Ingram,  Representatives 
1074  Greentree  Road,  Pittsburgh  15220  Telephone:  412-531-4226 


m.d.'s  in  the  news 


PENNSYLVANIA 

MEDICINE 


JOSEPH  J.  TRAUTLEIN,  M.D., 
has  joined  the  faculty  at  the  Milton  S. 
Hershey  Medical  Center  of  Pennsyl- 
vania State  University  as  assistant 
professor  of  medicine.  Dr.  Trautlein 
was  chief  resident  at  the  Cleveland  Vet- 
erans Administration  Hospital  in  1971 
and  served  as  a clinical  investigator  in  a 
Food  and  Drug  Administration  drug 
trial  in  1972. 


DR.  TRAUTLEIN  DR.  MURTAGH 


FREDERICK  MURTAGH,  M.D., 
has  been  named  associate  vice- 
president  for  clinical  academic  affairs 
at  Temple  University  Hospital,  Phila- 
delphia. He  is  professor  and  chairman 
of  the  department  of  neurosurgery.  Dr. 
Murtagh  will  chart  a new  organization 
for  the  hospital  and  set  priorities  for  the 
teaching  program. 

Two  Pennsylvania  physicians  have 
been  named  to  serve  as  officers  of  the 
American  College  of  Preventive  Medi- 
cine. HERSCHEL  E.  GRIFFIN, 
M.D.,  dean  of  the  Graduate  School  of 
Public  Health  at  the  University  of  Pitts- 
burgh, will  serve  as  vice-president. 
BERNARD  BEHREND.  M.D.,  as- 
sociate professor  of  occupational  health 
at  Albert  Einstein  Medical  Center, 
Philadelphia,  will  serve  another  term  as 
secretary-treasurer.  The  regent  selected 
for  a region  comprising  New  York, 
New  Jersey  and  Pennsylvania  is  JULIA 
L.  FREITAG,  M.D.,  of  the  New  York 
State  Department  of  Health. 

HILDA  H.  KROEGER,  M.D.,  has 
been  named  professor  emeritus  of  med- 
ical and  hospital  administration  at  the 
University  of  Pittsburgh  Graduate 
School  of  Public  Health,  part  of  the 
University  Health  Center  of  Pittsburgh. 
She  was  formerly  administrator  of 
Magee-Womens  Hospital,  Pittsburgh, 
and  has  served  as  professor  and  director 
of  the  program  in  medical  and  hospital 
administration  at  the  Pittsburgh  Grad- 
uate School  of  Public  Health. 

AKE  GRENV1K,  M.D.,  director  of 


the  intensive  care  unit  at  Presbyterian- 
University  Hospital,  University  Health 
Center  of  Pittsburgh,  has  been 
promoted  to  associate  professor  of  an- 
esthesiology at  the  University  of  Pitts- 
burgh School  of  Medicine. 

JOHN  BOYD  COATES.  JR..  M.D., 
has  been  appointed  director  of  the  ad- 
diction treatment  center  at  Paoli  Hospi- 
tal. Dr.  Coates  was  commander  of  the 
Valley  Forge  General  Hospital  prior  to 
his  retirement  from  the  Army  Medical 
Corps  as  a brigadier  general. 

DAVID  W.  CLARE,  M.D.,  coor- 
dinator and  clinical  associate  professor 
of  surgery  at  the  University  of  Pitts- 
burgh School  of  Medicine  received  the 
American  Cancer  Society's  Sword  of 
Hope  Award  at  the  annual  meeting  of 
the  society’s  Pennsylvania  Division. 


DR.  CLARE  DR.  WILLWERTH 

BEN  M.  WILLWERTH,  M.D., 
Cleveland,  Ohio,  has  been  appointed 
assistant  professor  of  surgery  at  the 
Milton  S.  Hershey  Medical  Center  of 
Pennsylvania  State  University. 

VICTOR  C.  VAUGHAN.  M.D., 
Philadelphia,  has  been  elected  presi- 
dent of  the  American  Board  of  Pediat- 
rics. He  is  medical  director  of  St.  Chris- 
topher’s Hospital  for  Children  and 
chairman  of  pediatrics  at  Temple  Uni- 
versity School  of  Medicine. 

The  Mercer  County  Medical  Society 
has  installed  new  officers.  IRA  W. 
FLAMBERG,  M.D.,  Sharpsville, 
director  of  the  department  of  anesthesi- 
ology at  Sharon  General  Hospital,  is 
the  new  president;  A.  W.  DONAN, 
M.D.,  Grove  City,  is  president-elect; 
VINCENT  RICCIUTT1,  M.D., 
Sharpsville,  is  vice-president;  and  ROB- 
ERT W.  ALLEN,  M.D.,  Hickory 
Township,  is  secretary-treasurer. 

ELLIOT  S.  VESELL,  M.D.,  pro- 
fessor and  chairman  of  pharmacology 
and  professor  of  genetics  at  the  Milton 
S.  Hershey  Medical  Center  of  Pennsyl- 
vania State  University,  represented  the 
United  States  at  an  international  phar- 


macogenetics meeting  in  Geneva,  Swit- 
zerland, in  December.  Dr.  Vesell  said 
that  the  objective  of  the  five-day  con- 
ference sponsored  by  the  World  Health 
Organization  was  “to  determine  how  to 
apply  current  information  about  indi- 
vidual differences  in  response  to  drugs 
to  a more  rational  administration  of 
therapeutic  agents  in  order  to  reduce 
drug  toxicity.” 

ALEXANDER  M.  MINNO.  M.D., 
Pittsburgh,  has  co-authored  an  article 
which  appears  in  a new  two-volume  in- 
ternational edition  of  the  En- 
cyclopaedia of  Occupational  Health 
and  Safety.  The  article  is  entitled  "Res- 
piratory Protective  Equipment.” 

MILTON  J.  FREIWALD,  M.D., 
Philadelphia,  has  been  honored  for  dis- 
tinguished service  to  the  United  States 
and  the  profession  of  medicine  by  the 
Chapel  of  Four  Chaplains,  Philadel- 
phia. Dr.  Freiwald  has  set  in  motion  the 
first  ophthalmology  research  study  be- 
tween the  United  States  and  the 
U.S.S.R. 

KENNETH  H.  MESSNER.  M.D., 
has  been  named  assistant  professor  of 
surgery  in  the  division  of  ophthalmol- 
ogy at  the  Milton  S.  Hershey  Medical 
Center  of  Pennsylvania  State  Universi- 
ty. He  was  formerly  a retinal  fellow  at 
the  University  of  Miami. 


DR.  MESSNER  DR.  COPELAND 


Jefferson  Medical  College  has  an- 
nounced the  appointment  of  ADRIAN 
D.  COPELAND,  M.D.,  Merion,  as 
chief  of  adolescent  psychiatry  and  as- 
sociate professor  of  psychiatry.  He  will 
direct  a new  adult  and  young  people’s 
inpatient  unit  at  Thomas  Jefferson  Uni- 
versity Hospital  for  intensive  treatment 
of  acute  emotional  disturbances.  Dr. 
Copeland  was  associate  professor  of 
psychiatry  at  Temple  University  Health 
Sciences  Center. 

Among  the  Albert  and  Mary  Lasker 
Foundation  Medical  Research  Award 
winners  during  1972  for  outstanding 
contributions  in  the  field  of  clinical 
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cancer  chemotherapy  are  EUGENE  J. 
VAN  SCOTT,  VI. D.,  Philadelphia,  and 
ISAAC  DJERASSI,  M.D.,  Darby.  Dr. 
Van  Scott,  professor  of  dermatology  at 
the  Skin  and  Cancer  Hospital,  Temple 
University,  was  cited  for  his  "contribu- 
tion to  the  concept  of  topical  chemo- 
therapy in  the  treatment  of  mycosis 
fungoides.”  Dr.  Djerassi,  director  of 
research  hematology  at  Mercy  Catholic 


Medical  Center,  Darby,  was  recognized 
for  his  contribution  in  the  supportive 
care,  by  platelet  transfusion,  of  patients 
receiving  intensive  chemotherapy. 

The  American  Academy  of  Derma- 
tology gave  the  Gold  Award  for  a scien- 
tific exhibit  of  high  teaching  value  to 
RAUL  FLEISCHM AJER,  M.D..  and 
YAHYA  DOWLATI.  M.D..  of  Hah- 
nemann Medical  College,  Philadelphia, 


for  their  presentation  on  “Familial 
Hyperlipidemias,  Diagnosis  and  Treat- 
ment." 

GERALD  L.  BARTLETT,  M.D., 
former  research  associate  in  the  biology 
branch  of  the  National  Cancer  Insti- 
tute, has  joined  the  faculty  at  the  Milton 
S.  Hershey  Medical  Center  of  Pennsyl- 
vania State  University  as  assistant 
professor  of  pathology. 


W new  members 

BERKS  COUNTY: 

Hyder  M.  Carim,  M.D.,  1436  Penn  Ave.,  Wyomissing  19610. 

Heather  M.  Chinowsky,  M.D.,  Box  246,  Blimline  Rd.,  Mohnton 
19540. 

David  J.  Christie,  M.D.,  Reading  Hospital  Emergency  Room, 
Reading  19603. 

Gary  M.  Lattin,  M.D.,  St.  Joseph  Hospital,  Reading  19601. 

David  A.  Lawrence,  Sr.,  M.D.,  301  S.  7th  Ave.,  No.  300,  West 
Reading  19602. 

Jung  P.  Lee,  M.D.,  322  N.  5th  St.,  Reading  19601. 

Gregory  J.  Lignelli,  M.D.,  601  Spruce  St.,  West  Reading 
19602. 

George  A.  Wiswesser,  M.D.,  1701  Reading  Blvd.,  Wyomissing 
19610. 

Jae  Kyun  Yun,  M.D.,  715  Old  Mill  Rd.,  A-J13,  Wyomissing 
19610. 

BUCKS  COUNTY: 

Manilal  B.  Mehta,  M.D.,  321  Pine  Court,  Cornwells  Heights 
19020. 

Edward  Rothstein,  M.D.,  195  Penn  Ave.,  Telford  18969. 

Armin  Ruebel,  M.D.,  118  N.  Main  St.,  Doylestown  18901. 

CARBON  COUNTY: 

Manuel  Y.  Montes,  M.D.,  Palmerton  Hospital,  Palmerton  18071. 

Edgardo  P.  Salazar,  M.D.,  135  Lafayette  Ave.,  Palmerton 
18071. 

CHESTER  COUNTY: 

Girgis  G.  Bishara,  M.D.,  652  Paddock  Rd.,  Havertown  19083. 

Nicholas  G.  Spyropoulos,  M.D.,  519  E.  Chestnut  St.,  Coates- 
ville  19320. 

Xlvernon  H.  Thomson,  M.D.,  1238  Surrey  Rd.,  West  Chester 
19380. 

COLUMBIA  COUNTY: 

Ala  A.  Al-Mashat,  M.D.,  531  E.  Front  St.,  Berwick  18603. 

Robert  W.  Meldrum,  M.D.,  East  5th  and  Park  St.,  Bloomsburq 
17815.  a 

Blairanne  H.  Revak,  M.D.,  326  Market  St.,  Bloomsburg  17815. 

CRAWFORD  COUNTY: 

Robert  A.  Santora,  M.D.,  899  Grove  St.,  Meadville  16335. 

LANCASTER  COUNTY: 

Ephraim  R.  Awad,  M.D.,  61  Marietta  Ave.,  Mount  Joy  17552. 

Grace  H.  Kaiser,  D.O.,  561  W.  Main  St.,  New  Holland  17557 

Sanda  Rajan,  M.D.,  1 1 7 W.  Maine  St.,  Ephrata  1 7522. 

Robert  C.  Steinman,  M.D.,  555  N.  Duke  St.,  Lancaster  17604. 

LEHIGH  COUNTY: 

Silvano  A.  Hernandez,  M.D.,  1500  Hamilton  St.,  Allentown 
18102. 

Gary  L.  Lattimer,  M.D.,  Liberty  Square  Medical  Center  Allen- 
town 18102. 

Lawrence  P.  Levitt,  M.D.,  1033  Hamilton  St.,  Allentown  18101. 

Elmer  C.  Long,  M.D.,  17th  and  Liberty  St.,  Allentown  18102. 


LUZERNE  COUNTY: 

Ki  Bum  Lee,  M.D.,  Room  701-3  Citizens  Bank  Bldg.,  Hazleton 
18201. 

Refik  Sahillioglu,  M.D.,  Mercy  Hospital,  Wilkes-Barre  18703. 

Durelle  T.  Scott,  M.D.,  610  Wyoming  Ave.,  Kingston  18704. 

LYCOMING  COUNTY: 

John  F.  McCarthy,  M.D.,  1001  Grampian  Blvd.,  Williamsport 
17701. 

MIFFLIN -JUNIATA  COUNTY: 

Lynn  G.  Guiser,  M.D.,  Washington  Ave.,  P.O.  Box  192,  Mifflin- 
town  17059. 

MONTGOMERY  COUNTY: 

Thomas  M.  Clendenin,  M.D.,  849  Briarwood  Rd.,  Newtown 
Square  19073. 

Arthur  B.  Lintgen,  M.D.,  Abington  Memorial  Hospital,  Abington 
19001. 

Peter  A.  Olivero,  M.D.,  394  Pheasant  Run  Rd.,  Harleysville 
19438. 

Thomas  C.  Sansone,  M.D.,  211  Bryn  Mawr  Medical  Bldg.,  Bryn 
Mawr  19010. 

Richard  Z.  Tolscik,  M.D.,  534  N.  Broad  St.,  Lansdale  19446. 

David  V.  Yana,  M.D.,  2926  Hannah  Ave.,  Apt.  E-242,  Norris- 
town 19403. 

NORTHAMPTON  COUNTY: 

Robert  J.  Echenberg,  M.D.,  800  Ostrum  St.,  Bethlehem  18015. 

Mark  B.  Vizer,  M.D.,  St.  Luke's  Hospital,  Bethlehem  18015. 

Evan  C.  Reesej  Jr.,  M.D.,  2005  Fairview  Ave.,  Easton  18042. 

PHILADELPHIA  COUNTY: 

Merrill  H.  Bronstein,  M.D.,  3401  N.  Broad  St.,  Philadelphia 
19140. 

Dorothea  D.  Glass,  M.D.,  935  Melrose  Ave.,  Melrose  Park 
19126. 

Charles  S.  Lipton,  M.D.,  6735  Harbison  Ave.,  Philadelphia 
19149. 

Flordeliza  S.  Marcelo,  M.D.,  Holy  Redeemer  Hospital, 
Meadowbrook  19046. 

Joseph  A.  Ritter,  M.D.,  1034  Bryn  Mawr  Ave.,  Narberth  19072. 

Marc  K.  Wallack,  M.D.,  3701  Conshohocken  Ave.,  Philadelphia 
19131. 

Herbert  S.  Waxman,  M.D.,  Temple  University  Hospital, 
Philadelphia  19140. 

WESTMORELAND  COUNTY: 

Jonathan  Schwartz,  M.D.,  1260  Martin  Ave.,  New  Kensington 
15068. 

YORK  COUNTY: 

Peter  S.  Kennedy,  M.D.,  924  Colonial  Ave.,  York  17403. 

Charles  E.  Heid,  M.D.,  York  Hospital,  York  17405. 

C.  Edwin  Martin,  M.D.,  York  Hospital,  York  17403. 

Donald  B.  Spangler,  M.D.,  York  Hospital,  Department  of  Ob- 
stetrics and  Gynecology,  York  17405. 
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in  the  news 


Pennsylvania  physicians  who  have  become  charter  diplomates  of  the  American  Board  of  Family 
Practice  and  thereby  are  certified  in  the  nation’s  newest  medical  specialty  are  listed  below.  Exami- 
nations were  held  in  1970,  1971  and  1972.  Those  who  were  certified  in  the  1972  examinations  are 
designated  by  an  asterisk. 


Adams  County 

James  H.  Allison 
Albert  L.  Grasmick 
James  H.  Hammett 
Harold  R.  Hand 

* Harrison  F.  Harbach 

Allegheny  County 

Alvin  M.  Bodek 
Agnes  T.  Cornesky 
John  T.  Dooley 
Franklin  L.  Dorman 
Joseph  C.  Eshelman 
Theodore  J.  Ferguson 
Lawrence  Ferian 
William  J.  Garner 

* Rene  A.  Gonzalez 
Joseph  F.  Hakas 
Erie  M.  Heath 

C.  Charles  lannuzzi 
Melvin  Levendorf 
Reinhardt  D.  Levy 
J.S.  Liddell 
J.  Robert  Love 
Phillip  J.  McKeating 
Melvin  L.  Mallit 
Joel  H.  Merenstein 
Jean  K.  Migliorato 
William  M.  Mitro 
Thomas  R.  Saracco 
Allen  S.  Schattner 

* John  H.  Sherrod 
Otto  F.  Swegal 

Armstrong  County 

* Peter  J.Keim 

* Frank  H.  McNutt 
Calvin  E.  Miller 
Harry  J.  Thompson 
Richard  A.  Wilson 

Beaver  County 

Foster  Hages 
John  G.  Hallisey 
John  Notaro 
Wallace  Zernich 

Bedford  County 

John  0.  George 

* James  E.  Barefoot 

* John  E.  Hartle 

Berks  County 

Charles  M.  Baney,  Jr. 

* Robert  S.  Donovan 
Donald  R.  Ermold 
Willard  Y.  Grubb 
Caleb  L.  Killian 
Donald  J.  Loeper 

* Roger  N.  Longenecker 
J.E.  Marshall 

A. A.  Nagle 
Arthur  F.  Oplinger 

* M.  Lee  Schaebler 
Robert  R.  Schweizer 


Ralph  H.  Tietbohl,  Jr. 
Ethan  L.  Trexler 
John  B.  Wagner 
Kent  E.  Weaver 
John  A.  Woynarowski 
Brian  A.  Wummer 
Herman  M.  Zeidman 

Blair  County 

J.  Scott  Hommer,  Jr. 
Philip  W.  Hoovler 
John  G.  Sheedy 

Bucks  County 

Charles  W.  Burmeister 
ChiuLing  Chai 
Phillip  Friedman 

* Horacio  A.  Hidalgo 
John  E Maketa 

* Hugh  S.  Pershing 
Stanley  F.  Peters 
Fred  J.  Phillips 
William  J.  Sabol 
David  M.  Shoemaker 

Cambria  County 
Robert  Gvozden 
Clyde  E.  Harriger 

* George  F.  Kresak 
Robert  C.  Magley 
Robert  Mrkich 
Charles  F.  Reeder 

Chester  County 

John  A.  Beilis 
Paul  W.  Boyles 
E.  Thomas  Deutsch,  Jr. 
William  R.  Ernes 
Woodrow  B.  Kessler 

* Peter  C.  Patukas 

* RobertPoole,lll 
Donald  J.  Rosato 
William  C.  Schmidt 

Clearfield  County 

Roger  L.  Hughes 

Columbia  County 

* Robert  J.  Campbell 
Thomas  E.  Patrick 
George  A.  Rowland 
D.  Ernest  Witt 

Crawford  County 

* David  W.  Dunn 

* Robert  N.  Moyers 
Paul  T.  Poux 
Nicholas  A.  Toronto.  Jr. 

Cumberland  County 

Harry  R.  Davis 
H.  Robert  Gasull,  Jr. 
John  J.  Hanlon 
Robert  A.  Hollen 
Harold  G.  Kretzing 


* Bradford  K.  Strock 

Dauphin  County 

William  J.  Albright  III 
Robert  L.  Bauer 
Warren  W.  Brubaker 
Robert  C.  Buckingham 
Robert  B.  Edmiston 

* James  F.  Ervin 
Henry  A.  Greenawald 
Richard  D.  Hasz 

* Galen  E.  Keeney 

* Robert  G.  Little 
Thomas  L.  Leaman 

* Manuel  Olives 

* R.  Keith  Whiting 
Hiram  L.  Wiest 
Willis  W.  Willard 

Delaware  County 

Joseph  J.  Armao 
Edwin  D.  Arsht 

* Bela  A.  Kristo 
Joseph  A.  McCadden 
Richard  J.  Morris 
William  Y.  Rial 
Michael  S.  Robbins 

* Raymond  Q.  Seyler 

* Roger  B.  Rodrigue 

* Harold  A.  Wilkinson 

Erie  County 

J.  Guy  Butters 

* William  W.  Cohen 
Roy  J.  King 
William  D.  Lamberton 
Alfred  T.  Roos 

* Robert  B.  Stuart 

Fayette  County 

Gertrude  Blumenschein 

Franklin  County 

* William  A.  Freeman 

* Gerald  T.  Lorentz 
David  M.  Rahauser 
James  K.  Van  Kirk 

Greene  County 

Gordon  R.  Jones 

Indiana  County 
Ralph  R.  Brown 
William  G.  Evans 
Herbert  L.  Hanna 

Jefferson  County 

Franklin  Bizousky 
Howard  Fugate  Jr. 

Lackawanna  County 

Thomas  F.  Clauss 
Thomas  H.  Coleman 
Anthony  J.  Cummings 
Joseph  N.  Demko 


Abraham  G.  Eisner 
August  F.  Frattali 
Edward  J.  Notari 

Lancaster  County 

Michael  Gratch 
William  K.  Grosh 
Robert  M.  Kemp 
Clinton  M.  Lawrence 
William  G.  Ridgway 

* John  M.  Rutt 
Richard  H.  Weber 
Henry  S.  Wentz 

* James  A.  Wilson 

* John  M.  Wolgemuth,  Jr. 
Nikitas  J.  Zervanos 

Lawrence  County 

* James  N.  Bower 
Theodore  A.  Grauel,  Jr. 

* John  L.  Mansell 
Howard  L.  Shaffer 

Lebanon  County 

Joseph  P.  Bering 
Drew  E.  Courtney 
Raymond  R.  Curanzy 

* Glenn  H.  Hoffman 
Harold  A.  Krohn 
John  C.  Menges 
Suzanne  H.  Worrilow 

Lehigh  County 

Richard  D.  Bausch 
Matthew  A.  Kasprenski 
Donald  J.  Klotz 

* Frederick  H.  Roland 
Edward  T.  Schantz 
Howard  A.  Silverman 

Luzerne  County 

* Fernando  Araya 
Joseph  J.  Bobeck 
James  S.  Butcofski 
Raymond  G.  Decker 

* George  M.  DeCurtis 
David  W.  Kistler 

' George  E.  Lenyo 
Joseph  M.  Lombardo 
John  G.  Schultz 
Lester  M.  Saidman 

* John  W.  Sherwood 
Henry  F.  Smith 

Lycoming  County 
Warren  H.  Hayes 

* Arthur  R.  Taylor 

McKean  County 

Bruno  P.  Sicher 

Mercer  County 

* Matthew  G.  Brown 
Anderson  W.  Donan 
William  C.  Menzies,  Jr. 


Samuel  G.  Woodings 
Theodore  L.  Yarboro 

Mifflin  County 

* Harry  W.  Gardner 

* Robert  W.  Leipold 

Monroe  County 

James  G.  Kitchen  II 

* Elmo  J.  Lilli 
Ramon  B.  Molina 

Montgomery  County 

Hans  A.  Abraham 
Paul  C.  Brucker 
William  W.  Clements,  Jr, 
H.  Karl  Dimlich 
Charles  H.  Ewing 
Samuel  S.  Faris 
Robert  M.  Fisher 
Sanford  M.  Goodman 
Robert  G.  Hale 
Franklin  C.  Kelton 
Manfred  O.  Koellner 

* Gordon  W.  Lupin 
R.  Bruce  Lutz,  Jr. 

John  C.  McLoone 
Patrick  T.  McLoughlin 
Arthur  F.  Mann 

John  P.  Murray 
Howard  Rosenfeld 
Donald  H.  Ruth 
Lester  Sablosky 

* Donald  Safir 

* William  Stepansky 
Clinton  H.  Toewe  II 

* William  R.  Watson,  Jr. 
Jeffery  R.  Weiner 
George  H.  Weiss 
Norman  M.  Werther 
David  S.  Woodruff,  Jr. 
Robert  M.  Yost 

* Eli  W.  Zucker 

Montour  County 

Michael  L.  Daly,  Jr. 

Northampton  County 
Paul  Budura 

* Don  C.  Follmer 
John  J.  Hoch 
John  A.  Kubek 

* John  G.  Oliver 
Hime  S.  Poliner 
Wilfred  E.  Vogler,  Jr. 
George  E.  Way 
Joseph  J.  Zaladonis 
Sylvia  P.  Zaladonis 

Northumberland  County 

James  C.  Gehris 
Nicholas  Spock 

Perry  County 

William  H.  Magill 
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Joseph  J.  Matunis 
James  O.  Rumbaugh,  Jr. 

O.K.  Stephenson 

Philadelphia  County 
Irwin  Becker 
Mark  A.  Blatt 
Joan  C.  Burgess 
Frank  Burstein 
Jacob  H.  Cohen 
Angelo  M.  Di  Bello 
Ernest  M.  Gordon 
Stanley  M.  Greenwald 
Janet  A.  Hampton 
Joseph  A.  Jelen 
* Gerard  D.  Kaiser 
Henry  G.  Klinges,  Jr. 
Joseph  J.  Kollmer,  III 
Don  A.  Mills 


* Theodore  W.  Offner 
Milton  M.  Perloff 
Santle  L.  Perrotto 
Joseph  T.  Pintimalli 
Robert  H.  Seller 
Everett  O.  Sheets 
Joseph  H.  Simon 
Marvin  Softer 
Charles  B.  Tribit,  Jr. 
Bernard  B.  Zamostien 

Potter  County 

* George  C.  Mosch 

Somerset  County 

Jan  R.J.  deVries 

Susquehanna  County 

Paul  B.  Kerr 


Tioga  County 

William  H.  Bachman 

Union  County 

Robert  C.  Dix,  Jr. 


Venango  County 

Joseph  P.  Dunn 


Warren  County 

Ross  E.  Bryan,  Jr. 
Ronald  W.  Simonsen 
Albert  J.  Turbessi 

Washington  County 

Jon  S.  Adler 
Joseph  W.  Bardzil 


Francisco  F.  Bruno 
Thomas  G.  Harper 
George  C.  Schmieler 
Louis  Signorella 

* Charles  J.  Tripoli 

* Thomas  J.  Whalen 


Wayne  County 

* Emil  T.  Niesen 


Westmoreland  County 

William  A.  Bradley,  Jr. 
Eva  S.  GaytoTi 
Robert  S.  Gordon 
Joseph  R.  Govi 
William  M.  Hughes 
Colin  L.  Kamperman 
Larry  S.  McClung 


George  R.  Scheid 
James  H.  Thomas 

York  County 

Gary  W.  Ardison 
Russel  H.  Etter 
J.H.  Friedrich 
Thomas  M.  Hart 
Thaddeus  LeKawa 
William  R.  Lyon 
Howard  H.  MacDougall 
Robert  D.  MacDougall 
James  R.  Miller 
Janne  R.  Olson 
Donald  E.  Piper 
Phillip  L.  Roseberry 
Charles  E.  Schlager 
N.  Eugene  Shoemaker 
Donald  E.  Withers 
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Board  acts  on  referrals  from  House  of  Delegates 


This  is  a special  report  on  the  disposition  of  items 
referred  to  the  State  Society's  Board  of  Trustees  by  the  1972 
Annual  Session  of  the  House  of  Delegates. 

As  in  the  past,  the  Board  of  Trustees  has  delegated  to  the 
chairman  of  the  Board  the  responsibility  for  taking  appro- 
priate action  or  making  the  appropriate  referral  of  House 
actions  referred  to  the  Board  of  Trustees.  This  procedure 
has  been  adopted  in  recent  years  to  avoid  delay  in 
implementing  House  actions. 

1.  Resolution  72-21:  Liaison  with  State  Board  of  Medical 
Education  and  Licensure  Regarding  Local  Standard  of 
Practice,  Censor  Activity  and  Grievance  Committees. 

“RESOLVED,  that  the  Pennsylvania  Medical  Society 
pursue  appropriate  discussion  and  recommendation  to 
the  various  state  agencies  such  as  the  Board  of  Licensure 
and  the  State  Legislature  to  enable  local  medical  societies 
to  adequately  control  the  standard  of  practice  in  their 
area.” 

David  S.  Masland,  M.D.,  Board  chairman,  referred 
this  resolution  to  the  Judicial  Council.  The  Judicial 
Council  will  consider  this  resolution  at  its  next  meeting. 

2.  Resolution  A:  Quackery 

“RESOLVED,  that  the  Pennsylvania  Medical  Soci- 
ety's Board  of  Trustees  act  without  further  delay  to  or- 
ganize and  fund  a Pennsylvania  Medical  Society  Com- 
mittee on  Quackery  with  the  following  responsibilities: 
(a)  Investigation  of  the  problems;  (b)  Investigation  of  the 
physician  interest  in  the  problems;  (c)  Education  of 
physicians  on  the  problems  and  their  solutions;  (d) 
Recruitment  of  support  at  the  county  society  level;  (e) 
and  finally,  cooperation  with  the  Committee  on  Health 
Fraud  of  the  Pennsylvania  Health  Council.” 

Dr.  Masland,  in  accordance  with  this  action,  has 
created  a five-member  special  committee  of  the  Board  of 
Trustees.  LeRoy  A.  Gehris,  M.D.,  trustee  and  councilor 
for  the  Second  Councilor  District,  has  been  asked  to  serve 
as  chairman.  Stephen  J.  Barrett,  M.D.,  chairman  of  the 
Board  of  Directors  of  the  Lehigh  Valley  Committee 
Against  Health  Fraud,  Inc.,  has  been  asked  to  serve  on 
the  committee.  Dr.  Masland  has  also  requested  the 
Councils  on  Governmental  Relations,  Public  Service  and 


Education  and  Science  to  name  representatives  to  the 
committee. 

Dr.  Masland  also  requested  the  Finance  Committee  to 
review  funding  for  the  committee.  The  Finance  Com- 
mittee has  considered  a tentative  budget  for  this  com- 
mittee with  the  understanding  that  the  committee  can 
request  additional  funds  should  its  programs  and  objec- 
tives for  1973  require  it. 

3.  Lay  Advisory  Committee  on  Health  Care 

In  its  annual  report,  this  committee  cited  committee 
size  and  lack  of  specific  assignments  as  major  obstacles 
standing  in  the  way  of  its  ability  to  make  contributions  to 
the  work  of  the  Society.  The  House  requested  that  the 
Board  provide  the  committee  with  “guidance”  with  re- 
spect to  its  mission. 

Dr.  Masland  asked  that  the  Finance  Committee  con- 
sider the  Lay  Advisory  Committee's  role  and  future 
status  at  its  next  long-range  planning  session. 

4.  Resolution  72-25:  Committee  to  Investigate  Arbitrary 
and  Unilateral  Decisions  by  Medicare,  Medicaid,  and 
Blue  Shield. 

“WHEREAS,  Numerous  complaints  concerning  the 
arbitrary  and  unilateral  decisions  by  medicare,  medicaid, 
and  Blue  Shield  have  caused  much  consternation  among 
Pennsylvania  Medical  Society  members,  patients  and 
hospitals;  and 

“WHEREAS,  Most  of  these  rulings  and  decisions  do 
not  have  their  legal  basis  in  fact  and  are  simply  arbitrary 
rulings  and  regulations;  and 

“WHEREAS,  The  present  committees  of  the  Pennsyl- 
vania Medical  Society  are  not  adequate  to  deal  with  these 
decisions  and  regulations;  therefore  be  it 

“RESOLVED,  that  the  Pennsylvania  Medical  Society 
House  of  Delegates  approve  an  ad-hoc  committee  to  be 
appointed  by  the  president  of  the  Pennsylvania  Medical 
Society  with  approval  by  the  Board  of  Trustees  to  consid- 
er these  problems  and  to  investigate  complaints  and  to 
then  report  back  to  the  1973  House  of  Delegates  con- 
cerning its  findings.” 

The  Board  chairman  referred  this  resolution  to  the 
C ouncil  on  Medical  Service.  The  Council  considered  the 
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resolution  at  its  December  17,  1972  meeting.  After 
careful  study  it  was  the  Council’s  opinion  that  existing 
structures,  such  as  the  Subcommittee  to  Advise  Blue 
Shield  and  Specialty  Advisory  Committees,  are  sufficient 
mechanisms  through  which  problems  and  complaints  can 
be  reviewed.  The  council  plans  to  increase  membership 
awareness  of  these  existing  mechanisms  and  promote 
greater  understanding  of  their  various  functions. 

5.  Resolution  72-28:  Professional  Relations 

“WHEREAS,  Many  forms  of  physician  unions  are 
being  formed  throughout  the  country;  and 

“WHEREAS,  The  forces  to  pressure  physicians  into 
forms  of  medical  service  and  practice  to  which  they  are 
opposed  are  still  on  the  increase;  and 

“WHEREAS,  The  fragmentation  of  medical  organiza- 
tions representing  physicians  weakens  their  effectiveness 
in  improving  the  quality,  availability  and  reasonable  cost 
of  medical  care;  therefore  be  it 

“RESOLVED,  That  the  Pennsylvania  Medical  Society 
develop  a committee  to  research  solutions  to  these 
problems  and  to  implement  those  which  are  possible  and 
desirable  under  the  charter  of  the  Pennsylvania  Medical 
Society;  and  be  it  further 

"RESOLVED,  That  practical  and  desirable  solutions, 
which  cannot  be  implemented  by  the  Pennsylvania  Medi- 
cal Society  but  could  by  a foundation,  be  referred  to  the 
Pennsylvania  Medical  Society  supported  foundation;  and 
be  it  further 

"RESOLVED,  That  if  desirable  solutions  are  not  pos- 
sible by  either  organization,  then  the  Pennsylvania  Medi- 
cal Society  consider  developing  the  necessary  organiza- 
tion.” 

The  chairman  referred  this  resolution  to  the  Finance 
Committee  in  its  capacity  as  the  long-range  planning  com- 
mittee of  the  board. 

The  Finance  Committee  considered  the  subject  of 
unionism  and  collective  bargaining  at  its  meeting  in 
January  and  plans  future  study  in  the  coming  year. 

Administratively,  available  data  is  being  compiled  and 
reviewed  by  staff  in  order  to  provide  the  Finance  Com- 
mittee with  up-to-date  information  relevant  to  their  study 
of  medical  unions  and  instrumentalities  for  collective 
bargaining. 

Officers  of  the  component  county  societies  will  receive 
an  in-depth  briefing  on  physicians  unions  on  Thursday, 
April  26,  1973  at  the  PMS  Officers’  Conference.  This 
will  begin  with  an  address  by  Sanford  A.  Marcus,  M.D.. 
President  of  the  Union  of  American  Physicians,  Daly 
City,  California.  The  California  surgeon  has  been  a lead- 
er in  bringing  together  various  physician  union  groups 
across  the  country  and  moving  them  toward  a coordi- 
nated movement.  Dr.  Marcus’  address  will  be  followed  by 
a reaction  panel  offering  varying  points  of  view.  Joseph 
F.  Boyle,  M.D.,  a Los  Angeles  internist,  and  vice-speaker 
of  the  California  Medical  Society’s  House  of  Delegates, 
will  present  the  case  against  physician  unions.  Jacob 
dayman,  administrative  director.  Industrial  Union 
Department,  AFL-CIO.  Washington,  D.C.,  will  present 
organized  labor’s  point  of  view  and  Harry  Schwartz,  sen- 
ior editorial  writer  for  The  New  York  Times,  will 
provide  a journalist’s  reaction.  There  will  also  be  time  for 


questions  and  answers. 

6.  Resolution  72-35:  Medicaid 

“RESOLVED.  That  the  Board  of  Trustees  of  the 
Pennsylvania  Medical  Society  request  an  immediate 
meeting  of  all  concerned  parties,  including  represent- 
atives appointed  by  the  Board  of  Trustees  of  the  Pennsyl- 
vania Medical  Society  and  the  Board  of  Directors  of  the 
Allegheny  County  Medical  Society,  as  well  as  physicians 
throughout  the  state,  to  (1)  Review  the  planning  to  date, 
and  (2)  To  agree  on  a plan  to  provide  medical  input  of 
doctors  throughout  the  state  during  the  planning  stage  (of 
a pre-admission  program)  not  only  to  the  end  that  the 
hospital  costs  and  hospital  days  may  be  reduced  on 
medicaid  patients,  but  also  to  the  end  that  a system  may 
be  adopted  that  does  not  compromise  good  medical  care 
and  does  not  allow  ‘medical  decision’  to  be  made  by  lay 
persons  and  be  it  further 

“RESOLVED.  That  if  a mutually  satisfactory  system 
cannot  be  worked  out  with  the  Department  of  Welfare, 
that  the  Board  of  Trustees  of  the  Pennsylvania  Medical 
Society  so  notify  its  membership,  and  with  such  notifica- 
tion advise  the  membership  to  take  a united  stand  in  an 
appropriate  manner  to  assure  that  the  Department  of 
Welfare,  in  its  efforts  to  curtail  expenses,  does  not 
compromise  good  medical  care  nor  does  it  permit  un- 
qualified or  biased  persons  to  make  medical  decisions.” 

On  December  6,  1972,  the  Board  of  Trustees  held  a 
telephone  conference  and  among  other  items  of  business, 
determined  to  appoint  an  ad  hoc  committee  to  study  the 
situation  in  Pittsburgh  with  regard  to  a pilot  program  on 
Predisposition  Utilization  Review  (PDUR)  proposed  by 
the  Department  of  Welfare.  Members  of  the  ad  hoc  com- 
mittee attended  a meeting  on  December  15,  1 972  at  which 
the  Welfare  Department  presented  its  Predisposition 
Utilization  Review  Program. 

Prior  to  this  meeting  the  Pennsylvania  Medical  Care 
Appraisal  Project  developed  an  alternate  program  which 
would  establish  utilization  review  by  local  practicing 
physicians  rather  than  by  employees  of  the  Department 
of  Public  Welfare,  located  in  Harrisburg.  The  name  of 
the  proposed  program  was  Certified  Hospital  Admission 
Monitoring  Program  (CHAMP).  This  alternative  was 
rejected  by  Charles  A.  Cubbler,  commissioner  of  medical 
programs.  Department  of  Public  Welfare,  on  December 
11,  1972.  It  was  apparent  to  members  of  the  ad  hoc 
committee  at  the  Welfare  Department  sponsored  meet- 
ing on  December  15  that  little  or  none  of  the  elements  in 
the  CHAMP  proposal  were  incorporated  in  Welfare’s 
PDUR  pilot  program.  It  was  also  noted  by  both  the  ad 
hoc  committee  and  the  Council  on  Medical  Service  that 
the  Welfare  pilot  program  appears  contradictory  to  the 
intent  of  the  PSRO  legislation  (PL  92-603,  Section  249F) 
which  assigns  the  responsibility  for  utilization  review  to 
organized  medicine. 

Just  what  steps  the  Society  should  take  next  was  the 
subject  of  a meeting  of  the  ad  hoc  committee  on 
January  3.  The  ad  hoc  committee  reported  the  results 
of  its  deliberations  to  the  Board  of  Trustees  on  January 
10  with  appropriate  recommendations  for  action.  (Edi- 
tor’s Note:  Results  of  the  January  Board  meeting  appear 
elsewhere  in  this  issue.) 
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Education— a continuing  process 


It  is  a fact  that  continuing  education  is  a life-long  process. 
In  the  fields  of  science  and  medicine,  knowledge  is  always 
changing  as  researchers  continue  to  acquire  new  information 
on  the  mechanisms  of  disease.  The  need  to  keep  current  is 
there.  The  problem  is  the  method  by  which  physicians  can  be 
kept  informed  of  new  advances. 

The  role  of  the  medical  societies  in  the  educational  process 
is  many-faceted.  By  requiringa  minimum  number  of  hours  of 
postgraduate  credit  for  membership,  they  can  effectively 
demonstrate  to  the  public  their  concern  in  maintaining  a high 
standard  of  patient  care.  By  operating  an  information  center 
for  both  state  and  local  conferences,  duplication  of  effort  can 
be  minimized.  Recognizing  that  continuing  education  is  not 
limited  to  conferences  but  covers  a wide  variety  of  acceptable 
methods,  the  medical  society  can  develop  a suitable  accredi- 
tation program  for  these  methods,  further  documenting  the 
individual  physician’s  efforts  in  medical  advancement. 

No  study  has  ever  shown  a positive  relationship  between 


continuing  medical  education  and  clinical  competence. 
Many  times,  conferences  are  built  around  an  “expert”  speak- 
er whose  lecture  may  be  practical  for  other  specialists  but 
contains  little  of  value  to  the  generalist.  Presentation  in  post- 
graduate courses  is  often  too  technical  to  be  applicable  in  a 
primary  care  situation. 

In  an  attempt  to  remedy  this  problem,  the  Pennsylvania 
Medical  Society  is  encouraging  community  hospitals  to  initi- 
ate programs  to  satisfy  the  specific  educational  needs  of  the 
staff.  Since  the  individual  physician  is  likely  to  remember 
only  those  concepts  which  will  be  workable  in  his  practice, 
this  is  an  excellent  way  to  present  practical  medical  advances. 
Continuing  education  programs  on  a community  hospital 
level  provide  the  practicing  physician  with  stimulation  to 
improve  the  level  of  practice  and  therefore  the  level  of  pa- 
tient care. 

David  A.  Smith,  M.D. 

Medical  Editor 


PENNSYLVANIA 

MEDICINE 


correspondence 


Pediatricians  say  'thanks’ 

To  the  editor: 

The  Committee  on  Fetus  and  Newborn  of  the  Pennsyl- 
vania Chapter  of  the  American  Academy  of  Pediatrics 
during  the  past  six  months  has  conducted  a survey  of  all  hos- 
pitals in  the  Commonwealth  in  respect  to  newborn  nursery 
facilities,  birth  rates,  and  attitudes  towards  regional  intensive 
care  of  the  newborn. 

The  response  to  our  questionnaire  has  been  an  almost  un- 
precedented 97  percent!  The  information  gained  will  be  of 
inestimable  value  in  an  assessment  of  our  hospitals  needs,  ca- 
pacity, and  opinions  regarding  problems  in  regional  neonatal 
care  throughout  the  Commonwealth. 

It  is  impossible  for  us  to  communicate  directly  with  each 
hospital,  and  we  are  grateful  for  this  opportunity  to 
publicly  thank  those  who  responded  so  fully  and  promptly  to 
our  request  for  this  important  information.  Our  appreciation 
for  the  trouble  taken  is  sincere. 

Thomas  R.  C.  Sisson,  M.D. 

Associate  Professor  of  Pediatrics 
Director  of  Neonatal  Research 
Temple  University  School  of  Medicine 

Get  involved 

To  the  editor: 

Doctors  must  get  involved  with  the  every  day  problems  of 
the  average  citizen.  For  example;  recently  the  Senate  Fi- 
nance Committee  approved  a package  of  Social  Security  and 
welfare  reforms.  Included  in  this  was  a bill  which  would 
increase  from  $1,680  to  $3,000  the  amount  of  outside  in- 
come a person  can  earn  before  he  is  penalized.  This  is  a step 
in  the  right  direction. 

I would  like  to  suggest  in  addition  to  that  bill,  another  bill 


that  would  reduce  from  72  to  70  years,  the  age  at  which  a 
Social  Security  beneficiary  would  get  the  total  amount  of  his 
Social  Security  and  still  have  the  privilege  of  working  with 
unlimited  income.  This  would  give  added  incentive  to  many 
to  continue  to  work  instead  of  forced  retirement.  This  is  im- 
portant today  when  senior  citizens  are  living  longer  and  are 
in  better  health 

I urge  every  doctor  to  write  his  senator  and  congressman 
urging  the  adoption  of  the  above.  When  the  lot  of  your  pa- 
tient is  improved,  doctor,  yours  is  also  improved. 

N.  A,  Karakashian,  M.D. 

Philadelphia 


It  won’t  do  any  good  to  call  the  house  doctor...  I’m 
the  house  doctor! 


34 


PENNSYLVANIA  MEDICINE 


o o o 


€®mfccDDDD(U  @(°]®G(3ft8®m 

m®w  q P(M)  DuD®rafe®[?gOQ8p 


r\ 


Any  questions  about  it?  The  answers  may  be  here 


Who In  order  for  an  active  or  senior  active  dues-paying  member  of  the  PMS  to  remain  a member  in 

good  standing  after  December  31,  1975,  he  must  have  qualified  for  the  AMA’s  1973  or  later 
Physician’s  Recognition  Award. 

When Once  he  has  qualified  for  such  an  award,  he  must  re-qualify  on  a three-year  cycle  in  order  to 

continue  to  remain  a member  in  good  standing. 


New  Members  . New  members  of  PMS  will  have  three  years  in  which  to  meet  the  continuing  medical  education 


requirement. 

Waiver The  Board  of  Trustees  and  Councilors  shall,  in  accordance  with  procedures  established  by 

such  Board,  have  the  power  to  waive  such  requirements  in  those  cases  involving  active  or 
senior  active  members  if  in  its  judgment  such  waiver  should  be  granted. 

Failure  to 

Qualify  If  the  member  has  failed  to  qualify  for  the  PRA  by  1975,  he  will  be  notified  that  his  membership 

will  be  suspended  by  December  31,  1975,  unless  he  submits  sufficient  supplemental  records 
to  meet  the  requirements. 

Suspension  . . . During  the  one-year  period  of  suspension,  the  suspended  member  shall  be  required  to  con- 
tinue payment  of  dues  but  shall  not  have  any  rights  or  privileges  of  membership. 

Restoration.  . . . Full  membership  will  be  restored  upon  expiration  of  the  period  of  suspension  provided  the 
member  has  qualified  for  a current  PRA  certificate. 

Termination  . . . Membership  will  be  terminated  if  the  continuing  medical  education  requirement  has  not  been 
met  by  the  end  of  the  suspension  period. 

Restoration.  . . . Terminated  memberships  will  be  reinstated  if,  after  meeting  all  the  other  requirements  for  re- 
instatement, the  member  submits  evidence  that  he  has  met  all  the  requirements  for  the  PRA 
for  a current  period  and  that  at  least  one-third  of  the  hours  required  were  obtained  during  the 
current  calendar  year. 


Special  Notice:  Those  physicians  who  have  met  the  continuing  medical  education  requirements  of  the  Ameri- 
can Academy  of  Family  Physicians  or  the  Arizona,  California  or  Oregon  Medical  Associations  automatically 
qualify  for  the  AMA  Physician’s  Recognition  Award — they  need  not  accumulate  credit  hours  separately  for  PRA 
Category  One.  To  receive  the  Award,  they  need  only: 

(1)  State  (on  the  PRA  application  form)  the  association  for  which  they  have  qualified  and 

(2)  return  the  form  with  the  $5.00  application  fee  to:  Department  of  Continuing  Medical  Education,  American 
Medical  Association,  535  N.  Dearborn  St.,  Chicago,  III.  60610 


Council  on  Education  and  Science,  Pennsylvania  Medical  Society, 
20  Erford  Road,  Lemoyne,  Pennsylvania  17043 
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The  professional  approaches  the  fee  collection  problem 

LEIF  C.  BECK,  LL.B. 

Bala  Cynwyd 


My  article  last  month  on  accounting  for  a professional 
practice  placed  considerable  emphasis  on  collection  success. 
This  matter  of  collections  is  important  enough  both  finan- 
cially and,  as  I will  explain,  professionally  that  I wish  to 
pursue  it  further  this  month  and  next  month. 

Financial  Importance 

While  it  might  seem  obvious  that  collection  is  important 
financially,  an  example  might  help  show  how  much  it  really 
means.  I am  occasionally  amazed,  for  instance,  to  be  told  by 
a doctor  or  group  that  his  or  its  collection  ratio  is  “perhaps" 
80  or  85  percent.  In  an  average  practice  that  would  indicate 
the  loss  of  $10,000  or  more  of  profit  (!)  per  doctor  per  year. 
If  a two-man  practice  does  $250,000  of  charged  business  in 
a year,  that  sort  of  collection  ratio  would  mean  lost  net  in- 
come of  maybe  $40,000  per  year. 

If  a physician  fails  to  collect  for  services,  he  has  ex- 
pended his  own  time  and  talents  for  no  financial  return. 
Still  worse,  he  has  had  to  maintain  adequate  office  space 
and  personnel,  purchase  supplies  and  equipment  and  ex- 
pend other  moneys  for  a practice  considerably  larger  than 
that  for  which  he  is  being  paid.  The  previously  described 
doctor  who  is  losing  $10,000  annually  on  bad  collections 
would,  for  example,  have  to  do  almost  $17,000  more 
charged  business  to  make  up  for  that  loss  (assuming  a 40 
percent  expense  ratio). 

Professional  Importance 

“Collection  success”  is,  however,  more  than  a matter  of 
mere  finances.  Physicians  are  highly  professional  people 
who  deserve  both  the  patient’s  and  the  general  public's  con- 
fidence. That  confidence  cannot  exist  if  doctors  resort  to 
harsh,  inflexible  or  demeaning  methods  of  collecting 
overdue  accounts. 

Another  important  reason  for  keeping  collection  efforts 
within  careful  bounds  is  the  malpractice  liability  situation. 
Some  competent  underwriters  have  estimated  that  over  one- 
half  of  the  malpractice  claims  made  against  physicians 
result  from  factors  other  than  purely  clinical  ones.  Many  of 
the  claims  arise  from  matters  such  as  poor  communications, 
harsh  or  impersonal  handling  of  patients  and  the  like.*  For 
these  reasons,  I routinely  ask  a client  if  there  is  even  the 
most  remote  possibility  of  a malpractice  claim  before  advis- 
ing him  to  refer  a collection  matter  out  of  his  office.  Hence, 
collection  “success”  means  assuring  payment  for  services  in 
a manner  that  retains  the  patient’s  trust  and  respect  for  his 
doctor. 

Finally,  1 believe  a collection  success  calls  for  assuring 
payment  only  by  patients  who  can  afford  to  pay  (plus,  of 
course,  all  third  party  insurers).  Those  patients  who  are  un- 
able to  pay  for  medical  services  should,  in  my  view,  be  ex- 
cused from  payment  and  continued  as  patients  of  the  prac- 
tice. There  is  too  much  adverse  publicity  attached  to  hospi- 
tals in  this  regard  (refusing  admission  because  a patient 
might  be  unable  to  pay),  and  that  stigma  should  be  kept 

* Zirkle,  “ Fundamentals  of  Management’’,  Journal  of  the 
A O A,  September,  1972,  p.  51185. 


generally  from  the  medical  profession  and  specifically  from 
each  responsible  physician.  Thus  a good  collection  system 
requires  identification,  as  promptly  and  sympathetically  as 
possible,  of  those  patients  who  should  be  excused  from 
payment. 

As  greater  percentages  of  medical  services  are  paid  for  by 
third  party  insurers,  collection  success  should  become  easier 
to  achieve.  Unfortunately,  however,  some  doctors  fail  to 
hire  enough  secretarial  help  to  keep  up  with  the  insurance 
claim  forms — a most  self-defeating  economy.  Even  if  one  or 
more  aides  has  no  other  duties  than  insurance  billings,  a 
practice  should  establish  a hard  and  fast  rule  that  such 
claims  never  be  more  than  one  week  in  arrears.  Insurance 
payments  generally  represent  assured  collections,  and  hence 
logic  dictates  that  they  be  kept  current  and  orderly.  This,  of 
course,  is  a matter  for  the  practice’s  own  office  staff. 

The  second  level  of  assured  collection — in  fact  of  100 
percent  success — is  an  office’s  collecting  for  services  at  the 
time  they  are  rendered.  This  is  often  called  “collection  at 
the  source”  and  is  discussed  below. 

Finally,  when  some  patients’  bills  do  in  fact  become 
overdue,  successful  resolution  is  far  more  likely  when  the 
doctor’s  own  office  handles  them  promptly  than  if  the  bills 
are  turned  over  to  a billing  service,  collection  agency,  at- 
torney or  other  outside  collector.  These  independent  agents 
should  really  be  the  last  resort  from  which  any  returns 
might  be  considered  “found  money”.  The  practice’s  own 
bookkeeper  or  other  aide  should  have  a specific  system  for 
communicating  with  delinquent  patients  as  soon  as  even  the 
possibility  of  trouble  appears.  Such  early,  personal  attention 
tends  to  reduce  the  embarrassments  which  grow  as  accounts 
get  older.  While  permitting  the  doctor’s  office  to  work  out 
payment  arrangements,  identify  those  unable  to  pay,  etc.  as 
soon  as  practical.  Next  month’s  article  will  consider  in  some 
depth  how  an  office  should  set  up  a system  to  serve  these 
purposes. 

Collection  At  The  Source 

An  unfortunate  number  of  doctors  consider  it  somehow 
unprofessional  to  have  their  aides  request  payment  when 
the  patient  is  leaving  the  office,  immediately  upon  ren- 
dering of  the  service.  Similarly,  they  often  protest  that  such 
requests  would  insult  their  patients,  especially  in  higher  in- 
come areas.  Neither  proposition  is  true  so  long  as  the  aides 
are  courteous  and  consistent  in  making  the  requests  for  im- 
mediate payment.* 

The  percentage  of  total  receipts  which  should  be 
collected  at  the  source  (over  the  counter)  obviously  varies 
among  the  specialties.  High  volume  office  practices,  such  as 
the  primary  care  specialties,  should  receive  at  least  50  per- 

*Not  only  can  patients  be  urged  to  pay  promptly  without 
destroying  professionalism,  but  the  immediate  request 
tends  to  turn  up  any  legitimate  payment  problems  the  pa- 
tient may  have  at  the  earliest  instant.  It  is  far  less  embar- 
rassing, for  instance,  to  learn  immediately  that  the  patient 
really  cannot  pay  his  bill  than  to  discover  it  after  several 
dunning  efforts. 
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cent  of  their  income  over  the  counter — although  few  actual- 
ly do.  Surgical  practices,  on  the  other  hand,  quite  obviously 
have  far  less  ability  to  collect  at  the  source.  Nevertheless, 
whatever  charges  are  generated  from  office  visits  should  be 
collected  over  the  counter  to  the  same  50  percent  level. 

There  are  two  fairly  simple  rules  for  successful  collection 
at  the  source.  The  first  is  careful  training  of  the  receptionist, 
who  is  in  a position  to  see  each  patient  after  his  or  her  ap- 
pointment. The  second  is  continual  emphasis  and  review  of 
the  receptionist's  success  or  failure,  to  keep  the  responsi- 
bility firmly  upon  her. 

Office  Responsibility 

There  is  really  no  valid  outside  excuse  for  failure  to 
collect  at  least  95  percent  of  a practice's  chargeable  work. 
Success  or  failure  simply  depends  upon  the  doctor’s  dili- 
gence in  making  sure  his  staff  properly  recognizes  the  im- 
portance of  “collection  success"  and  in  properly  developing 
an  effective  system.  The  office  staff,  not  an  outside  billing 
or  collection  service,  should  be  responsible  for  the  system 
and  the  doctor  must  continue  to  stress  this. 

In  training  receptionists,  1 actually  review  what  should 
(and  should  not)  be  said  to  a patient.  For  instance,  the  ques- 
tion “Would  you  like  to  pay  now  or  shall  we  bill  you?”  in- 
vites the  wrong  response.  Similarly,  if  a patient  expresses  a 
desire  to  be  billed,  the  preferable  reply  is  that  this  is  per- 
fectly fine  but  the  office's  policy  is  to  encourage  immediate 


payment.  In  addition,  a discreetly  worded  sign  or  card 
enunciating  this  policy  (but  not  requirement)  tends  to  give 
the  receptionist  some  support  when  making  her  reply — she 
can  point  to  the  sign  without  pressing  the  matter  any  fur- 
ther. 

When  an  office  adopts  a new  emphasis  on  immediate 
collection,  the  short-term  results  are  often  disappointing. 
Patients  initially  presented  with  the  new  request  tend  to  be 
unprepared  for  it  and  insist  on  being  billed  as  in  the  past. 
However,  the  results  begin  to  show  when  those  patients  re- 
turn for  succeeding  office  visits.  The  prior  requests  will,  if 
repeated  each  time,  create  the  expectation  and  then  the 
habit  of  being  presented  with  an  immediate  bill  and  of 
paying  it  on  the  spot.  Once  the  habits  are  developed,  pa- 
tients often  find  it  preferable  to  pay  promptly  (often  by 
check)  and  avoid  one  more  month-end  bill. 

As  to  continuing  emphasis  and  review,  the  monthly  or 
quarterly  ratio  of  receipts  collected  over  the  counter  should 
be  shared  with  the  receptionist.  If  the  program  is  going  well, 
she  should  be  complimented  and  urged  to  keep  striving  to 
improve  it  still  further.  If  her  performance  has  not  shown 
up  in  the  numbers,  the  doctor  or  his  advisor  should  discuss 
it  with  her  and  help  develop  the  techniques  that  encourage 
prompt  payment.  As  with  so  many  things  in  life,  healthy 
communication  between  employer  and  employee  will  help 
overcome  the  problem. 
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'let  George  say  it 

Plagues  still  to  come 


Thoughtful  doctors  wonder  what 
will  happen  some  day  in  the  future 
when,  the  old  infectious  diseases 
having  been  wiped  out  for  years,  im- 
munization will  be  neglected.  Vaccine 
stock  piles  will  be  nonexistent  or 
hopelessly  outdated.  Physicians  will 
have  ‘forgotten  appropriate  handling 
and  the  population  will  be  almost  to- 
tally susceptible.  In  such  a situation 
rubella  may  strike  like  plague  or 
cholera.  It  is  a grizzly  prospect. 

Already  the  first  step  toward  such  a 
debacle  may  have  been  taken  when  the 
decision  was  made  to  do  war  with 
compulsory  vaccination  against  small- 
pox. To  the  campaign  was  brought  the 
same  kind  of  holy  zeal  that  motivated 
the  Saracens  as.  with  fire  and  sword, 
they  took  the  faith  of  Islam,  and  in- 
cidentally several  plagues,  to  the  unbe- 
lievers. 

Nationwide  as  we  have  vaccinated 
some  14  million,  we  have  seen  about 
fourteen  deaths  each  year.  It  seems  a 
little  strange  that  wise  physicians  felt 
that  this  risk,  which  might  be  compared 
to  that  taken  when  crossing  a moder- 
ately busy  street,  should  have  such  high 
priority.  Interestingly  enough,  the  pre- 
school children  who  no  longer  must  be 
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vaccinated  are  the  safest  to  vaccinate. 
Complications,  major  or  minor,  are 
rarely  seen  at  this  age — almost  never  if 
dermatitis  and  dyscrasias  are  avoided. 

One  wonders  if  a grudge  developed 
against  Jenner's  vaccine  because  it  used 
to  be  part  of  the  ritual  of  baby  care  to 
vaccinate  before  one  year  of  age.  Lately 
this  commandment  has  been  disavowed 
because  the  procedure  turns  out  to  be 
most  lethal  at  this  time — one  in  every 
200,000  procedures. 

Actually  another  high  risk  group  is 
placed  in  danger  now.  Primary  vacci- 
nation in  adults  is  not  lightly  carried 
out.  The  risk  is  not  as  great  as  in 
babies  but  is  much  higher  than  in  the 
pre-school  group.  As  the  unprotected 
scholars  grow  up  they  will  run  a high 
risk  of  complications  if  it  becomes 
necessary  to  vaccinate  them  later. 
Revaccination  on  the  other  hand  is 
most  simple  and  safe. 

One  of  the  reasons  given  for  this  ex- 
traordinary drive  was  the.  imminent 
disappearance  of  smallpox  throughout 
the  world.  The  picture  of  public  health 
people,  like  knights  on  white  horses, 
stamping  out  this  many-headed  mon- 
ster was  most  reassuring.  Unfortu- 
nately, Bangladesh  saw  the  dirty  busi- 
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ness  flare  up  again  with  a shattering 
death  toll  that  could  not  be  fully 
enumerated  because  of  the  disorder 
there.  Shortly  afterward,  Yugoslavia,  a 
nation  which  had  been  considered  to 
be  reasonably  clean,  had  an  outbreak 
with  many  cases  and  a disturbing  in- 
cidence of  deaths.  Even  such  a small 
epidemic  killed  more  than  would  have 
died  in  several  years  from  American 
vaccinations.  The  latest  reports  in- 
dicate that  the  world  wide  incidence  of 
small  pox  is  now  up  at  least  50  percent 
over  the  previous  year. 

Smallpox  never  was  a minor  disease. 
If  it  starts  again  to  bring  death  in  this 
country  the  enthusiastic  crusaders 
against  vaccination  will  have  much  to 
answer  for.  It  should  make  every 
thinking  person  ask  himself.  Why 
should  wise  doctors  have  suddenly 
mounted  this  overwhelming  campaign 
against  one  of  our  most  successful  bul- 
warks against  disease?  Why  did  it  have 
to  be  done  with  such  dreadful  haste 
before  anyone  could  adequately  con- 
sider the  consequences?” 


George  A.  Rowland,  M.D. 
Millville 
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Followed  By  A Reaction  Panel 

A Physician’s  Rebuttal:  Joseph  F.  Boyle,  M.D.,  Los  Angeles, 
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1973  OFFICERS’  CONFERENCE 

April  25  - 26,  Penn  Harris  Motor  Inn 
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Make  Your  Reservations  Now! 

For  details,  call  or  write:  Bob  Lamb 

Pennsylvania  Medical  Society 
20  Erford  Road  - Lemoyne,  Pa.  17043 
Telephone:  (717)  238-1635 
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M a jor  Orthopaedic  Reconstructive  Surgery 


Newer  Concepts  Now  in  Use 


THE  INCREASED  complexity  of 
reconstructive  orthopaedic  sur- 
gery, involving  as  it  does  the  use  of 
large  prosthetic  implants  of  metal, 
plastic  and  acrylic  cement,  demands  a 
most  rigorous  approach  to  the  problem 
of  asepsis.  While  a total  joint  replace- 
ment may  be  “life  saving”  in  terms  of 
enabling  a bed  or  chair  ridden  patient 
to  carry  on  a nearly  normal  life,  an  in- 
fection in  the  reconstructed  joint  may 
be  catastrophic,  producing  at  best  a 
joint  of  limited  function  and  at  worst 
causing  the  patient’s  ultimate  prema- 
ture demise.  The  usual  infection  rate 
in  general  orthopaedic  surgery  is  not 
acceptable  in  this  type  of  major  sur- 
gery. To  this  end  the  authors  have  de- 
veloped techniques  of  asepsis  aimed  at 
reducing  the  incidence  of  postopera- 
tive infection  to  zero  percent.  This 
paper  will  describe  the  methods  used 
to  combat  postoperative  wound  infec- 
tion in  major  reconstructive  ortho- 
paedic surgery  performed  over  the  last 
three  years  utilizing  the  newest  con- 
cepts in  materials,  operative  tech- 


WILLIAM  H.  SIMON,  M.D. 
IRVIN  STEIN,  M.D. 
ROBERT  S.  PRESSMAN,  M.D. 
Philadelphia 

niques  and  pre-  and  postoperative 
care. 

Materials  and  Methods: 

Sixty-seven  operative  procedures 
performed  between  January  1969  and 

Figure  1 

Methods  of  Asepsis 

I.  Preoperative 
Patient  Exam 
Appropriate  Cultures 
Skin  Preparation 
Antibiotics 

II.  Intraoperative 
Clean  Air  Room 
Decrease  Movements 
Paper  Drapes  and  Gowns 
Double  Gloves 
Irrigation 

Antibiotics 
Instrument  Trays 

III.  Postoperative 
Hemovac  Drainage 
Antibiotics 
Cultures 


June  1972  are  included  in  this  study. 
The  majority  of  these  operations  were 
total  hip  replacements  involving  the 
implantation  of  metal  and  high  density 
polyethylene  prostheses  with  methyl- 
methacrylate used  as  a cementing  sub- 
stance. Three  patients  underwent  total 
knee  replacements  using  similar  materi- 
als in  the  implantation  procedure.  The 
present  program  of  prophylaxis  against 
infection  has  evolved  over  the  last  three 
years.  Therefore,  only  the  present  regi- 
men will  be  described.  This  will  be 
divided  into  preoperative,  intraopera- 
tive and  postoperative  periods  (Figure 
1). 

Preoperative  Period 

The  patient  is  carefully  examined  for 
skin  irritation  or  local  infections. 
These,  if  found,  are  given  local  care 
until  resolved  or  the  patient  is 

discharged  to  return  to  the  hospital 
when  the  condition  has  cleared.  A urine 
culture  and  bacterial  colony  count  is 
taken  and  any  urinary  infection  treated 
with  appropriate  antibiotics  prior  to 
surgery.  If  there  is  suspicion  of  sepsis 


Figure  2 


Figure  3 
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any  time  previously  in  the  joint  to  be 
operated  upon,  joint  aspiration  is 
carried  out  and  a culture  performed  on 
the  fluid  prior  to  any  operative  inter- 
vention. Forty-eight  hours  prior  to  sur- 
gery the  patients  are  started  on 
pHisoHex®  (Winthrop)  scrubs  twice 
daily  to  the  operative  area.  On  the 
night  preceding  surgery,  the  usual 
sterile  prep  of  the  operative  area  is  per- 


formed and  an  intravenous  solution  of 
5 percent  glucose  and  water  started. 
Intravenous  cephalosporin  (Keflin® 
Lilly)  2.0  grams  is  given  at  6:00  p.m., 
12:00  midnight  and  6:00  a.m.,  and  in- 
tramuscular gentamicin  40  mg  at  6:00 
p.m.  and  6:00  a.m.  If  there  is  a history 
of  penicillin  allergy,  skin  testing  is  per- 
formed prior  to  the  first  intravenous 
dose,  and  if  cross  sensitivity  to  Keflin® 


occurs,  lincomycin  80  mg/kg  is  started 
intravenously. 

Intraoperative  Treatment 
Patients  wearing  a sterile  cap  and 
mask  are  brought  into  a clean-air 
operating  room.  An  Allender  air  cur- 
tain is  in  continuous  operation.  Once 
the  patient  is  in  the  room,  all  entrances 
except  one  are  closed.  Traffic  in  and 
out  of  the  operating  room  as  well  as 


Figure  4a 

Figure  4b 

Figure  5 

Major  Reconstructive  Procedures 

Patients 

Diagnosis 

January  1969  - June  1972 

Male -21 

Osteoarthritis  - 36 

59  Patients 

Female  - 38 

Rheumatoid  Arthritis  - 9 

67  Operations 

Mean  Age  - 58  Yrs. 

Failed  Previous  Operation  - 9 

64  Total  Hip  Replacements 

(Range  24  - 79) 

Other  - 5 

8 Bilateral 

Mean  Follow-Up  - 1 1.1  Mos. 

3 Total  Knee  Replacements 

(Range  3 - 34) 

Total  - 59 

Figure  6 


HIGHEST  TEMPERATURE  DURATION  OF 

ELEVATED  TEMPERATURE 


TEMPERATURE  (°C)  DAYS  TEMP.  >38°C 


Figure  7 


HIGHEST  LEUKOCYTE  COUNT 


WBC  x I03 


Figure  8 

Wound  Conditions 

Positive  Cultures 

Intraoperative  - 1 (Staph,  coag.  neg.) 
Postoperative  - 1 (Pseudomonas) 
Wound  Redness  - 3 
Major  Deep  Infection  - 0 
Hematoma  (Sterile)  - 3 
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unnecessary  movements  of  personnel, 
drapes,  etc.  is  held  at  an  absolute 
minimum.  The  surgeon  and  assistants 
wear  disposable  paper  hoods,  masks 
and  gowns  which  decrease  lint  in  the 
operating  room  and  prevent  perspira- 
tion from  soaking  through  from  the  in- 
side or  surgical  fluids  from  the  outside 
(Figure  2).  The  operating  team  uses 
double  gloves.  Only  the  eyes  are  ex- 
posed. The  operative  Field  is  sterilely 
prepared  with  Betadine®  (Purdue 
Frederick)  scrub  and  prep  solution. 
Disposable  drapes  are  used  with  clear 
plastic  adhesive  drape  sealing  off  the 
skin  surrounding  the  operative  in- 
cision. In  addition,  in  the  total  hip 
procedure,  the  perineum  is  sealed  with 
a plastic  adhesive  drape  (Figure  3). 

At  the  start  of  the  operation  2.0 
grams  of  Keflin®  are  placed  in  the  in- 
travenous fluid  to  be  given  throughout 
the  procedure.  The  instruments  are  ar- 
ranged on  trays  in  sequential  order. 
Once  they  are  used,  the  tray  is 
removed  and  the  next  tray  is  opened. 
During  the  operation,  tissues  are  kept 
moist  and  intermittent  irrigation  is 
performed  with  polymyxin  500,000 
units,  neomycin  2.0  gms.  and  baci- 
tracin 50,000  units  in  500  cc  of 
Ringer's  solution.  Thrombin  is  also 
placed  in  this  solution  to  reduce 
bleeding  locally.  Tissue  from  the  joint 
is  sent  for  frozen  section  and  micro- 
scopic examination.  If  signs  of  acute 
inflammation  or  infection  are  evident, 
the  procedure  is  stopped,  the  wound 
closed  and  the  patient  placed  on  ap- 
propriate antibiotics.  A deep  smear  is 
also  sent  for  forty-eight  hour  culture. 
At  the  completion  of  the  operation, 
two  large  hemovac  drainage  tubes  are 
placed  in  the  deep  tissues  and  brought 
out  through  stab  wounds  to  continuous 
suction.  These  reduce  any  postopera- 
tive hematoma.  They  are  removed  in 
forty-eight  hours. 

Postoperative  Care 

The  patient  is  maintained  on  in- 
travenous Keflin®,  2.0  gms  every  six 
hours  for  five  days,  then  Keflex®  by 
mouth,  one  gram  four  times  a day  for 
an  additional  five  days.  Gentamicin, 
40  mg  three  times  every  24  hours,  in- 
tramuscularly is  continued  for  ten 
days.  Any  wound  drainage  is  immedi- 
ately cultured  and  if  necessary,  the  an- 
tibiotic coverage  is  changed  appropri- 
ately. 

Results 

Operative  Procedures — Sixty-seven 


reconstructive  operations  in  fifty-nine 
patients  were  performed  between 
January  1969  and  June  1972.  There 
were  sixty-four  total  hip  replacements, 
eight  bilateral  and  three  total  knee  re- 
placements. There  were  twenty-one 
males  and  thirty-eight  females  with  a 
mean  age  of  fifty-eight  years.  Follow- 
up ranged  from  three  to  thirty-four 
months  with  a mean  of  11.1  months 
(Figure  4,  A & B).  The  diagnoses,  in 
these  cases,  were  osteoarthritis  - thirty- 
six  cases;  rheumatoid  arthritis  - nine 
cases;  failed  previous  operations 
including  cup  arthroplasties  and  Austin 
Moore  prostheses  - nine  cases;  and  five 
others  including  avascular  necrosis, 
otto-pelvis,  nonunion  of  a femoral  frac- 
ture, and  ankylosing  spondylitis  (Fig- 
ure 5). 

Temperature  Course  and  Leukocy- 
tosis— The  highest  temperatures  re- 
corded postoperatively  were  noted  for 
each  operation.  Fifty-two  percent  of  the 
patients  had  high  temperatures  between 
38°  C and  38.5°  C,  twenty-four  per- 
cent between  37.4°  C and  37.9°  C and 
twenty-four  percent  between  38.6°  C 
and  39.8°  C.  Eighty  percent  of  the  pa- 
tients had  temperatures  over  38°  C for 
only  three  days  or  less  postoperatively 
(Figure  6).  A majority  of  patients  had 
white  counts  postoperatively  between 
8,000  and  12,000  with  no  instance  of  a 
shift  to  the  left  (Figure  7). 

Culture  Data  and  Wound  Examina- 
tion-Examination of  all  cultures 
taken  intraoperatively  from  deep 
tissues  and  postoperatively  from  the 
wound  revealed  only  one  positive  in- 
traoperative culture  of  Staphylococcus 
aureus  coagulase  negative  and  one  pos- 
toperative culture  of  pseudomonas 
aeruginosa.  No  major  wound  infec- 
tions occurred.  Wound  redness  was 
seen  in  three  patients.  None  had  posi- 
tive cultures  and  all  wounds  cleared  on 
antibiotics  and  local  wound  care. 
Three  subcutaneous  hematomas  neces- 
sitated aspiration.  All  were  sterile  on 
culture  (Figure  8). 

Discussion 

Varying  infection  rates  have  been 
reported  in  several  series  of  major 
reconstructive  orthopaedic  procedures 
such  as  this  one.  In  a recent  journal, 
Stern  and  Harris  discussed  similar 
procedures — the  former  giving  an  in- 
cidence of  6 percent  infection  and  the 
latter  0.3-6  In  the  latter  instance 
prophylactic  antibiotics  were  utilized. 


Infection  rates  as  high  as  1 1 .8  percent 
in  orthopaedic  surgery  have  been 
reported.4  This  incidence  is  obviously 
intolerable.  Antibiotics  pre-,  intra-, 
and  postoperative  appear  to  reduce  the 
incidence  of  short  and  long  term  infec- 
tion.5'7 To  be  effective,  however, 
prophylactic  antibiotics  should  be  used 
according  to  certain  principles: 

( 1 ) Decide  first  which  organism  you 
are  attempting  to  eliminate  (Staph 
aureus  coagulase  positive  is  still  the 
most  common  post  surgical  pathogen). 

(2)  Choose  the  antibiotic  with  the 
proper  antibacterial  spectrum  (prefera- 
bly bacteriocidal). 

(3)  Administer  the  drug  prior  to 
surgery  so  that  tissue  levels  are  high  at 
the  time  of  the  incision. 

(4)  Discontinue  the  drug  promptly 
postoperatively  so  as  not  to  allow  the 
development  of  resistant  organisms 
and  resultant  superinfection. 

It  is  to  be  noted,  however,  that  in 
England  John  Charnley,  the  originator 
of  the  Charnley  total  hip  procedure, 
reduced  his  original  infection  rate  of 
8.9  percent  to  1.3  percent  with  the  use 
of  a laminar  flow  or  "clean  air”  room 
alone.1  The  Allender  Unit  used  by  the 
authors  is  not  enclosed  and  therefore 
allows  more  freedom  of  movement 
than  the  Charnley  "green  house"  (Fig- 
ure 9).  It  depends  for  its  effectiveness 
upon  rapid  changes  of  bacteria-free  fil- 
tered air  continuously  flowing  over  the 
operative  field.  Air  flows  through  the 
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system,  down  over  the  operative  field 
and  away  from  the  field  and  the  sur- 
geons to  collecting  vents  on  the  floor 
of  the  operating  room.  One  hundred 
and  fifteen  room  changes  of  air  are 
produced  per  hour  by  the  unit.  The 
Hepa  filters  used  in  the  system  have 
been  found  to  be  99.9  percent  effective 
in  removing  particles  down  to  .3  micra 
in  diameter  which  may  carry  bacteria 
or  viruses.  Radioactive  tracer  studies 
have  shown  that  Staph  aureus  colonies 
are  usually  carried  on  airborne  par- 
ticles ranging  from  four  to  twenty- 
eight  microns  in  diameter.2  The  tem- 
perature and  humidity  of  the  room  are 
strictly  controlled  and,  therefore, 
increase  the  surgeon’s  comfort  and 
decrease  perspiration  as  well  as  being 
gentler  on  the  patient’s  tissues  and 
preventing  insensible  fluid  loss.  The 
only  drawback  to  the  unit  is  its  initial 
cost.  However,  when  one  considers  the 
expense  incurred  in  the  case  of  one  pa- 
tient with  a major  infection  in  a 
prosthetic  joint,  this  cost  is  more  than 
offset. 

Prophylactic  antibiotics  have  been 
shown  to  be  effective  in  sterilizing 
tissues  only  when  present  at  high  tissue 
levels  at  the  time  of  surgery. 
Therefore,  we  start  our  antibiotics 
twelve  hours  preoperatively  and  con- 
tinue during  and  after  the  procedure. 


Dr.  Simon  is  clinical  instructor  of 
orthopaedic  surgery  at  the  Hospital 
of  the  University  of  Pennsylvania, 
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attending  orthopaedic  surgeon  at 
Philadelphia  General  Hospital.  Dr. 
Stein  is  associate  professor  of 
orthopaedic  surgery  at  the  Universi- 
ty of  Pennsylvania  and  attending 
orthopaedic  surgeon  at  the  universi- 


The choice  of  Keflin®  and  gentamicin 
is  based  on  a wide  spectrum  of  effec- 
tiveness of  this  combination  for  gram 
positive  and  negative  organisms.  The 
possibility  of  developing  resistant 
organisms  is  unlikely  considering  the 
relatively  short  period  of  time  the 
drugs  are  used,  and  in  fact,  resistance 
has  not  occurred  in  our  series.  Nor 
have  side  effects  attributable  to  the  use 
of  antibiotic  coverage  been  noted.  The 
zero  infection  rate  in  the  patients 
presented  is  satisfying.  The  series, 
however,  is  small;  and  latent  infections 
manifesting  themselves  several  years 
postoperatively  have  been  reported.1 
Further  observation  is  imperative. 

Conclusion 

The  continued  striving  for  zero  in- 
fection rate  should  not  depend  on  the 
use  of  antibiotic  drugs  and  “clean  air 
machines”  alone.  The  utmost  vigilance 
on  the  part  of  the  surgeons  and  the  op- 
erative team,  good  surgical  technique, 
decreased  operative  time,  minimal 
movement  and  number  of  personnel  in 
the  operating  room  and  the  proper  han- 
dling of  instruments  and  tissues  are  all 
vital  adjuncts  in  the  attainment  of  this 
goal.  Patient  selection  also  has  a great 
deal  to  do  with  low  infection  rates.  El- 
derly patients,  diabetics,  obese  patients, 
those  with  remote  sources  of  infection, 
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and  those  with  previous  surgery  in  the 
area  being  considered  for  reconstruc- 
tion, pose  an  increased  threat  of  infec- 
tion. Where  possible,  particularly  in  the 
case  of  obesity,  these  conditions  should 
be  corrected  prior  to  surgical  interven- 
tion. 

Finally,  a team  approach  tQ  the  pa- 
tient including  surgeons,  nursing  staff, 
and  members  of  the  hospital  infectious 
disease  unit  is  mandatory  if  the  scourge 
of  postoperative  infection  in  major 
reconstructive  surgery  is  to  be  eliminat- 
ed. 1=1 
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Who  knows  what  evil  lurks  in 
the  mucous  membranes? 


Each  Spansule- (brand  of  sustained  release 
capsule)  contains  8 mg.  of  Teldrin"  (brand  of 
chlorpheniramine  maleate);  50  mg.  of  phenyl- 
propanolamine hydrochloride;  and  2.5  mg.  of 
isopropamide,  as  the  iodide. 

Knows  the  public's  enemies— nasal 
congestion,  runny  nose,  sneezing, 
watery  eyes. 

Knows  what  to  do  about  them  too. 

All  through  the  dark  night  of  upper 
respiratory  difficulty,  while  ordinary 
cold  remedies  wear  off,  the  decon- 
gestant, antihistamine,  and  drying 
agent  in  ‘Ornade’  fight  the  never-ending 
battle  for  comfort,  symptomatic  relief, 
and  free  airways. 

Ornade®.  Why  not  let  it  help  fight  your 
patient’s  cold  war. 

Before  prescribing,  see  complete  prescribing  information 
in  SK&F  literature  or  PDR. 

Indications:  Upper  respiratory  congestion  and  hyper- 
secretion associated  with:  the  common  cold;  acute  and 
chronic  sinusitis;  vasomotor  rhinitis;  allergic  rhinitis  (hay 
fever,  "rose  fever,"  etc.). 

Contraindications:  Hypersensitivity  to  any  component; 
concurrent  MAO  inhibitor  therapy;  severe  hypertension; 
bronchial  asthma;  coronary  artery  disease;  stenosing 
peptic  ulcer;  pyloroduodenal  or  bladder  neck  obstruction. 
Children  under  6. 

Warnings:  Caution  patients  about  activities  requiring 
alertness  (e  g.,  operating  vehicles  or  machinery).  Warn 
patients  of  possible  additive  effects  with  alcohol  and  other 
CNS  depressants. 

Usage  in  Pregnancu  In  pregnancy,  nursing  mothers  and 
women  who  might  bear  children,  weigh  potential  benefits 
against  hazards.  Inhibition  of  lactation  may  occur. 

Effect  on  PBI  Determination  and  l'31  Uptake . Isopropamide 
iodide  may  alter  PBI  test  results  and  will  suppress  I131 
uptake.  Substitute  thyroid  tests  unaffected  dy  exogenous 
iodides. 

Precautions:  Use  cautiously  in  persons  with  cardiovas- 
cular disease,  glaucoma,  prostatic  hypertrophy, 
hyperthyroidism. 

Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness;  or  insomnia.  Also,  nausea, 
vomiting,  epigastric  distress,  diarrhea,  rash,  dizziness, 
weakness,  chest  tightness,  angina  pain,  abdominal  pain, 
irritability,  palpitation,  headache,  incoordination,  tremor, 
dysuria,  difficulty  in  urination,  thrombocytopenia, 
leukopenia,  convulsions,  hypertension,  hypotension, 
anorexia,  constipation,  visual  disturbances,  iodine 
toxicity  (acne,  parotitis). 

Supplied:  Bottles  of  50  capsules. 

SK&F  Smith  Kline  & French  Laboratories 


the 

delicate 

balance  *-3 

__  estrogen 

progesterone 

■ - ■.4$ 

Clinical  evidence  clearly  suggests  that 
no  single  birth  control  pill  can  suit  all  women. 

Searle  offers  three  pill  formulations,  each  with  a different 
hormone  ratio  and  activity  to  cover  most  patients’  nee 


Demulen  is  well  suited  to  those  women 
for  whom  low-dose  estrogenic  activity  may  be  preferred. 
Demulen  has  only  50  meg.  of  estrogen  and  is  moderate 
progestogen  dominant.  Intracycle  bleeding, 
if  it  occurs,  is  most  commonly 
seen  in  the  first  few  cycles. 

Certain  women  requiring  a minimal 
level  of  estrogenic  activity 
may  do  well  on  Demulen. 
for  high  estrogen  profiles 
conservative  oral  contraception 

Demulen 


Each  white  tablet  contains: 
ethynodiol  diacetate  1 mg./ethmyl  estradiol  50  meg. 


. -vv 


Note:  Oral  contraceptives  are  complex  medicat 
They  should  be  prescribed  with  care  only 
reference  to  the  prescribing  information. 


For  brief  summary  of  prescribing  information,  please  see  next  page. 


Ovulen  is  a well-balanced 
oral  contraceptive  with  an 

record  of  patient  acceptance. 

Its  estrogen,  100  meg.  of  mestranol,  is  relatively 
moderate  in  activity.  Its  1 mg.  of  progestogen, 
ethynodiol  diacetate,  gives  it  a slight 
dominance  in  progestational  activity. 

Patients  having  problems 
on  other  pills  often 

-do  well  on  Ovulen. 

profiles, 


Ovulen* 


Each  white  tablet  contains  ethynodiol  diacetate  1 mg  /mestranol  0 1 mg 
pink  tablet  in  Ovulen-28*andOemulen-28*is  a placebo,  containing  no  active  ingredients. 

Both  Ovulen  and  Demulen  are  available  in  21-  and  28-pill  schedules. 


Enovid-E  is  an  estrogen-dominant  pill 
with  low  progestational  activity. 

Its  unique  progestogen,  norethynodrel, 
is  estrogenic  and  is  not  antiestrogenic 
or  androgenic  in  activity. 

This  probably  makes  Enovid-E  the 
choice  for  those  “pill”  candidates  with 
;ne,  hirsutism,  masculine  tendencies  or  - ~ 

apparent  estrogen  deficiency. 

for  excessive  ovarian  androgen/ 
low-estrogen  profiles 


Enovid-E 

Each  tablet  contains:  norethynodrel  2:5  mg./mestranol  0 1 mg. 


Ovulen*  Demulen 

Each  white  tablet  contains.  Each  white  tablet  contains: 

ethynodiol  diacetate  1 mg./mestranol  0 1 mg.  ethynodiol  diacetate  1 mg./ ethinyl  estradiol  50  meg. 

Each  pink  tablet  in  Ovulen-28®and  Demulen-28*is  a placebo,  containing  no  active  ingredients. 


Actions  -Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting  the  out- 
put of  gonadotropins  from  the  pituitary  gland.  Ovulen  and  Demulen  depress 
the  output  of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH). 

Special  note -Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960.  Reported  pregnancy  rates  vary  from  product  to  product. 
The  effectiveness  of  the  sequential  products  appears  to  be  somewhat  lower 
than  that  of  the  combination  products.  Both  types  provide  almost  completely 
effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated  blood 
pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primateanimal  species  in  multiples  of  the  human  dose  increases  the  frequency 
of  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued. 

Indication  -Ovulen  and  Demulen  are  indicated  for  oral  contraception. 

Contraindications -Patients  with  thrombophlebitis,  thromboembolic 
disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
paired liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
bleeding. 

Warnings -The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis)  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
and  studies  of  morbidity  in  the  United  States  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cerebral 
thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There  have  been 
three  principal  studies  in  Britain13  leading  to  this  conclusion,  and  one4  in  this 
country.  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
Vessey  and  Doll3  was  about  sevenfold,  while  Sartwell  and  associates4  in  the 
United  States  found  a relative  risk  of  4.4,  meaning  that  the  users  are  several 
times  as  likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  persist  after 
discontinuation  of  administration  and  that  it  was  not  enhanced  by  long- 
continued  administration.  The  American  study  was  not  designed  to  evaluate 
a difference  between  products.  However,  the  study  suggested  that  there  might 
be  an  increased  risk  of  thromboembolic  disease  in  users  of  sequential  prod- 
ucts. This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this  finding 
are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medica- 
tion should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive 
regimen.  If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possi- 
bility of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs  The  long-range  effect  to 
the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions-The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs,  including  a 
Papanicolaou  smear  since  estrogens  have  been  known  to  produce  tumors, 
some  of  them  malignant,  in  five  species  of  subprimate  animals.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demu- 
len. Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen 
it  is  recommended  that  they  be  repeated  after  the  drug  has  been  withdrawn  for 
two  months.  Under  the  influence  of  progestogen-estrogen  preparations  pre- 
existing uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may 
cause  some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by 
this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
requirecarefulobservation.lnbreakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind.  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated. 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 


the  drug  discontinued  if  the  depression  recurs  to  a serious  degree  Any  possible 
influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal, 
hepatic  or  uterine  function  awaits  further  study  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contracep- 
tives The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  pa- 
tients should  be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy. 
Theageof  the  patient  constitutes  no  absolute  limiting  factor,  although  treatment 
with  Ovulen  or  Demulen  may  mask  the  onset  of  the  climacteric.  The  pathologist 
should  be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are 
submitted.  Susceptible  women  may  experience  an  increase  in  blood  pressure 
following  administration  of  contraceptive  steroids 

Adverse  reactions  observed  in  patients  receiving  oral  contracep- 
tives-A  statistically  significant  association  has  been  demonstrated  between 
use  of  oral  contraceptives  and  the  following  serious  adverse  reactions:  thrombo- 
phlebitis, pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions:  neuro-ocular  lesions,  e g,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
inalcrampsand  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight 
(increase  or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizzi- 
ness, fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme, 
erythema  nodosum,  hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives hepatic  function  increased  sulfobromophthalein  retention  and  other 
tests:  coagulation  tests  increase  in  prothrombin,  Factors  VII,  VIII,  IX  and  X, 
thyroid  function  increase  in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T3  uptake  values,  metyrapone  test  and  pregnanediol  deter- 
mination. 
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Enovid-E 

norethynodrel  25  mg/mestranol  0.1  mg 

Actions -Enovid-E  acts  to  prevent  ovulation  by  inhibiting  the  output  of 
gonadotropins  from  the  pituitary  gland  Enovid-E  depresses  the  output  of  both 
the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing  hormone  (LH). 
Indication  - Enovid-E  is  indicated  for  oral  contraception 
The  Special  Note,  Contraindications,  Warnings,  Precautions  and  Adverse 
Reactions  listed  above  for  Ovulen  and  Demulen  are  applicable  to  Enovid-E  and 
should  be  observed  when  prescribing  Enovid-E. 

Enovid-E® 

brand  of  norethynodrel  with  mestranol 

Product  of  Searle  Laboratories 
Division  of  G.D.  SEARLE  & CO. 

Box  5110,  Chicago,  Illinois  60680 
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or  generations  my  family  has  insisted  on  Donnagel  -PG,”  says  active  young  matron  Mrs.  T. 
Farnsworth  Lipp  (of  the  Upper  Lipps),  shown  here  with  her  charming  son.  “All  the  benefits  of 
paregoric— without  the  unpleasant  taste,  don't  you  know?  And  Junior  thinks  Donnagel-PG  tastes  so 
much  like  bananas  that  I never  worry  about  a slip  between  spoon  and  Lipp." 


With  or  without  a silver  spoon,  a most  tasteful  solution  in  treating  acute,  non-specific 
arrheas:  all  the  benefits  of  paregoric,  without  the  unpleasant  taste.  Donnagel®-PG  treats 
rcompanying  cramping,  tenesmus,  and  nausea  as  well  as  the  diarrhea  itself.  Instead  of 
ipleasant-tasting  paregoric,  it  contains  the  therapeutic  equivalent,  powdered  opium, 
i promote  the  production  of  formed  stools  and  lessen  the  urge.  And  it  provides  the 
;mulcent-detoxicant  effects  of  kaolin  and  pectin,  plus  the  antispasmodic  benefits  of 
dladonna  alkaloids.  And  a good  banana  flavor  to  baby  any  taste. 

Donnagel-PG 

Donnagel  with  paregoric  equivalent 
(V  Available  on  oral  prescription  or  without  prescription 
under  limited  circumstances  as  modified  by  applicable  state  law. 

Each  30  cc.  contains:  Kaolin,  6.0  g.;  Pectin,  142.8  mg.;  Hyoscyamine  sulfate,  0.1037  mg.; 
tropine  sulfate,  0.0194  mg.;  Hyoscine  hydrobromide,  0.0065  mg.;  Powdered  opium,  USP,  24.0  mg. 
quivalent  to  paregoric  6 ml.)  (Warning:  may  be  habit  forming);  Sodium  benzoate  (preservative), 

>.0  mg.;  Alcohol,  5%.  A.H.  Robins  Company,  Richmond,  Virginia  23220 
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The  coughing  season  is  here  again.  Time  to 
rely  on  the  four  Robitussins  and  Cough 
Calmers  to  help  clear  the  lower  respiratory 
tract.  All  contain  glyceryl  guaiacolate,  the 
efficient  expectorant  that  works  systemically 
to  help  increasethe  output  of  lower  respiratory 
tract  fluid.  The  enhanced  flow  of  less  viscid 
secretions  soothes  the  tracheobronchial  mu- 
cosa, promotes  ciliary  action,  and  makes  thick, 
inspissated  mucus  less  viscid  and  easier  to 
raise.  Available  on  your  prescription  or  recom- 
mendation. 

For  coughs  of  colds  and  “flu” 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

ROBITUSSIN  A-C®  (9 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 


ROBITUSSIN-DM® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide 15  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form  for  “coughs  on  the  go” 


COUGH  CALMERS® 

Each  Cough  Calmer  contains: 

Glyceryl  guaiacolate 50  mg. 

Dextromethorphan  hydrobromide 7.5  mg. 


Select  the  Robitussin® 
“Clear-Tract”  Formulation 
That  Treats  Your  Patient’s  ^ 
Individual  Coughing 
Needs: 


v5. 

<5 

ROBITUSSIN®  • 

• 

ROBITUSSIN  A-C®  • 

• 

ROBITUSSIN-DM®  • 

♦ 

ROBITUSSIN-PE®  • 

• 

• 

COUGH  CALMERS®  ■ 

■ 

■ 

■ 

Keep  this  handy  chart  as  a guide  In  selecting  the  formula  that  provides  the  benefits  you  want  lor  your  patient. 


Relieves  cough,  clears  sinuses  and  nasal  passages — 
keeps  them  “drip-dry”  but  not  bone  dry 


ROBITUSSIN-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride 10  mg. 

Alcohol,  1.4% 
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A.  H.  Robins  Company,  Richmond,  Virginia  23220 


Not  too  little,  not  too  much... 
but  just  right! 


"Just  right”  amounts  of  llosone  Liquid  250 
at t be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients'  precise  needs — 
without  regard  to  package  size. 

v 4 ready-mixed  _ _ 

llosone  Liquid  250 

Erythromycin  Estolate 

(equivalent  to  250  mg.  of  base  per  5-ml.  teaspoonful) 

Additional  information  available 
to  the  prolession  on  request. 

Eli  Lilly  and  Company 
Indianapolis.  Indiana  46206 


ANXIETY 


LEO  MADOW,  M.D. 
Philadelphia 


ALTHOUGH  the  term  anxiety  is  a 
common  one,  frequently  used  by 
both  physicians  and  laity,  a review  of 
the  medical  literature  on  the  subject 
reveals  that  it  is  quite  inadequately  dis- 
cussed in  the  textbooks  and  journals. 
Most  books,  for  example,  describe  the 
symptoms  of  anxiety  and  the  factors 
that  lead  to  the  creation  of  the  anxiety, 
but  no  one  really  defines  it.  Dorland’s 
Illustrated  Medical  Dictionary  simply 
defines  anxiety  as  “a  feeling  of 
apprehension,  uncertainty  and  fear”.  It 
was  Freud  who  came  closest  to  a clear 
definition  in  his  revised  hypothesis  of 
anxiety.  His  original  concept  was  that 
anxiety  was  the  “soured”  effect 
resulting  from  “dammed-up”  libido. 
He  soon  found,  however,  that  this  was 
not  supported  by  his  clinical  experi- 
ence. He  then  modified  his  concepts 
and  defined  anxiety  as  the  emotional 
reaction  to  the  perception  of  a danger 


that  threatens  in  the  future.1  He 
subclassified  the  generic  term  “anxi- 
ety” into  three:  (1)  Fright  ( panic > — 
overwhelmed  by  an  immediate  danger 
for  which  there  is  no  time  to  prepare; 
(2)  Fear  (objective  anxiety) — percep- 
tion of  a known  danger  threatening  me 
in  the  near  future;  (3)  Anxiety  ( neurot- 
ic or  morbid  anxiety) — the  feeling  of 
being  threatened  by  a vague,  ill- 
defined  danger  in  the  indefinite  future. 

This  paper  will  attempt  to  enlarge 
on  Freud’s  definition  of  anxiety  and 
then  to  describe  its  various  manifesta- 
tions and  ways  of  dealing  with  them. 

A broader  definition  of  anxiety 
might  be  that  it  is  a manifestation  of  an 
autonomic  discharge  primarily  of  the 
sympathetic  nervous  system  with 
parasympathetic  components,  as  a reac- 
tion to  some  kind  of  threat  to  the  organ- 


ism whether  it  is  internal  and  psy- 
chological or  external  and  usually  phys- 
ical. The  response  is  basically  a 
preparation  of  the  organism  to  deal 
with  an  emergency.  We  can  divide  anxi- 
ety reactions  into  two  types:  real  anxi- 
ety and  signal  anxiety.  (Kubie  speaks  of 
them  as  objective  anxiety  and  uncon- 
scious anxiety.  Snow2  subdivides  anxi- 
ety into  four  types:  id  anxiety,  ego 
anxiety,  superego  anxiety  and  objec- 
tive anxiety.)  Real  anxiety  is  a reaction 
to  a real  threat  such  as  a lion  charging 
at  us  or  perhaps,  more  appropriately 
today,  a car  bearing  down  on  us  in  the 
street.  Reactions  of  real  anxiety  are  by 
far  the  fewer  of  the  two  types.  When  a 
real  situation  arises  which  is  threaten- 
ing we  quickly  mobilize  all  of  the 
systems  necessary  for  coping  with  the 
emergency  situation.  Thus,  there  is 
tachycardia  and  hypernea,  elevation  of 
blood  pressure,  mydriasis,  hyperhi- 
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drosis,  pallor  or  flushing,  hypergly- 
cemia and  glycosuria,  and  blood  is 
shunted  to  those  organs  of  the  body  es- 
sential to  functioning  in  an  emergency, 
e.g.,  the  brain  and  voluntary  muscles 
and  away  from  organs  such  as  the 
digestive  system  where  it  is  not  imme- 
diately needed.  The  list  of  chemicals 
involved  in  anxiety  include  the  famil- 
iar ones  of  epinephrine,  norepin- 
ephrine, and  other  catecholamines, 
and  (since  Hans  Selye's  classic  work3) 
the  various  hormones  of  the  endocrine 
system  involving  a hypothalamic-pi- 
tuitary-adrenal cortical  mechanism. 

The  Problem 

The  autonomic  nervous  system  is  a 
very  primitive  system  in  all  of  us;  and, 
although  at  one  time  we  probably 
needed  such  a nervous  sytem  and  its 
total  reactions  for  survival  against  the 
real  threats  to  our  existence,  we  en- 
counter relatively  few  such  real  dangers 
anymore.  In  any  case,  most  of  the 
dangers  that  we  feel  are  primarily 
related  to  the  demands  of  civilization 
(moral,  sociocultural  and  socioecon- 
omic) on  the  control  of  our  instinctual 
drives  and  are  actually  unreal  in  terms 
of  literal  survival.  The  old  nervous 
system,  however,  cannot  make  the  dis- 
tinction and  continues  to  function 
reacting  with  all  the  forces  that  were 
mobilized  when  they  were  truly 
needed.  Thus  the  first  problem  with 
the  psychophysiological  reactions  of 
anxiety  is  this  primitive  nervous 
system  which  reacts  totally  without 
distinction  between  real  and  “unreal” 
dangers. 

Secondly,  in  the  old  days  when  all  of 
this  energy  was  mobilized  by  the  au- 
tonomic nervous  system,  there  was  a 
full  utilization  of  the  energy  because  we 
had  to  fight  the  lion  or  defend  ourselves 
in  some  way,  such  as  running  away  (the 
flight  or  fight  reaction)  from  the  very 
real  threat  that  existed.  Today  there  is 
rarely  such  a direct  outlet  and  the  result 
is  that  we  have  the  autonomic  build-up 
without  an  adequate  discharge.  This 
can  result  in  all  of  the  various  signs  and 
symptoms  of  anxiety  with  which  we  are 
familiar.  An  interesting  example  of  this 
was  the  experience  during  the  Second 
World  War  with  Air  Force  pilots.  The 
pilots  were  instructed  to  go  up  and  fly 
as  if  they  were  going  to  meet  the  enemy 
and  be  prepared  for  all  of  the  emer- 
gencies which  might  an  a [hey  would 
go  through  this  training,  but  here  was 


no  enemy  upon  whom  to  discharge  all 
of  their  mobilized  responses.  As  a 
result,  they  would  develop  all  sorts  of 
signs  and  symptoms.  It  is  said  that  the 
Russians  had  an  answer  for  this,  but  it 
was  unacceptable  to  the  American  mili- 
tary personnel. 

The  statistics  vary  as  to  the  incidence 
of  anxiety  reactions  in  the  general  pop- 
ulation leading  to  clinical  symptoms.  A 
reasonable  approximation  is  50  per- 
cent. The  now  famous  Midtown 
Manhattan  Study  by  Leo  Srole,  et  al.4 
revealed  that  36  percent  of  the  metro- 
politan population  had  mild  signs  and 
symptoms  of  anxiety  and  2.2  percent 
had  moderately  severe  disturbances. 
So  roughly  58  to  60  percent  of  the 
city’s  population  had  mild  to  modera- 
tely severe  anxiety  symptoms.  In  office 
practices  the  estimates  range  from  30 
to  80  percent. 

What  are  the  signs  and  symptoms  of 
anxiety?  The  list  is  probably  better 
known  to  those  who  are  doing  general 
medicine  than  to  most  psychiatrists, 
because  they  undoubtedly  see  them  ev- 
ery day.  Ewalt  and  Farnsworth5  list 
the  symptoms  as  varying  from  a vague 
sense  of  uneasiness,  apprehension  and 
a feeling  of  impending  trouble  which 
may  or  may  not  be  accompanied  by 
physiologic  signs  of  fear  such  as 
sweating,  tremors,  increased  heart  rate 
and  respiration,  increased  frequency  of 
urination  and/or  diarrhea,  to  more 
profound  psychophysiologic  states. 
The  physiological  symptoms  may  also 
include  dry  mouth,  sweaty  palms,  pal- 
pitations, gastric  pains,  etc.  Such  pa- 
tients are  often  described  "as  tense, 
worrying,  self-doubting,  timid  people 
who  frequently  expect  the  worst  to 
happen.  They  are  often  high-strung,  on 
edge,  restless,  have  difficulty  with  con- 
centration, are  absent-minded,  for- 
getful in  day-to-day  affairs,  jumpy,  ir- 
ritable and  intermittently  depressed. 
At  times  the  patient's  anxiety  is  un- 
focused or  free-floating,  that  is,  a 
nameless  dread  or  a feeling  of  impend- 
ing doom.  In  its  stronger  forms  it  may 
be  described  as  a panic  reaction. 

A dramatic  example  of  this  oc- 
curred recently  in  my  office.  A very 
inhibited  woman  had  been  talking 
about  her  mother  for  some  time  when 
she  suddenly  realized  how  much  she 
hated  her.  Her  face  became  flushed, 
she  said  she  had  trouble  breathing  and 
felt  she  was  going  to  faint.  As  these 
symptoms  increased  she  blurted  out. 


“I'm  going  to  die”  in  great  panic  and 
began  to  pound  her  head  on  the  desk. 
She  was  overwhelmed  by  the  anxiety 
generated  by  the  conflict  between  her 
need  to  be  the  good,  obedient,  loving 
daughter  and  the  realization  that  she 
really  hated  her  mother  for  being  so 
cold  and  distant,  yet  not  allowing  her 
to  get  closer  to  her  father. 

Where  does  all  this  anxiety  come 
from?  It  is  generally  felt  that  the  anxi- 
ety is  a result  of  a threat  and  is  a signal 
of  conflict,  usually  between  the  in- 
stinctual impulses,  the  libidinal  and/or 
the  aggressive  drives,  and  the  demands 
of  society  and  civilization  that  these 
drives  not  be  expressed  directly.  It 
seems  to  me  that  although  we  are  quite 
familiar  with  the  libidinal  drives, 
ranging  all  the  way  from  the  oral  needs 
to  the  genital  desires  for  gratification, 
we  are  not  sufficiently  aware  of  the 
aggressive  drives  and  their  conflicts 
which  can  probably  create  as  much  or 
more  anxiety  in  patients  than  the 
libidinal  drives.  This  is  not  to  say  that 
sociocultural  and  socioeconomic 
factors  do  not  play  a role  in  the  cre- 
ation of  anxiety.  We  all  have  the 
stresses  of  survival  in  a demanding  so- 
ciety, but  I believe  that  the  people  who 
get  into  difficulty  with  their  anxiety 
and  that  we  see  as  patients  are  usually 
the  ones  who  are  having  internal 
conflicts  with  which  they  are  unable  to 
cope.  This  has  so  impressed  me  over 
many  years  of  psychiatric  practice  that 
I recently  wrote  a book  entitled 
Anger,6  the  essence  of  which  is  that 
one  of  the  frequent  problems  we  see  in 
a psychiatric  office  practice  is  hidden 
anger.  That  is,  the  patient  has  a great 
deal  of  hostility  and  rage,  does  not 
recognize  it,  and  disguises  it  in  a 
number  of  ways.  In  so  doing,  he  ends 
up  with  a number  of  signs  and 
symptoms  which  can  range  from 
somato-psychic  manifestations  to  se- 
vere depression  and  even  death.  How 
often  patients  come  in  and  speak  about 
their  despicable  spouses  and  then  say 
they're  disappointed  in  them  when  in 
reality  they  are  furious  with  them. 
Because  anger  is  not  an  acceptable 
emotion  to  most  people,  however,  they 
must  deny  it  and  say  that  they  feel 
“frustrated”  or  “let  down”  or  “har- 
rassed”  or  "pressured”.  In  this  way, 
they  avoid  facing  this  very  powerful 
emotion  which  then  can  produce  a 
great  variety  of  signs  and  symptoms. 

Anxiety  generally  then  is  a symptom 
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of  conflict  within  oneself  which  leads 
to  a number  of  physiological  responses 
which  can  be  very  distressing.  If  there 
is  no  outlet  for  this  response,  the  indi- 
vidual may  convert  the  energy  into  a 
number  of  more  specific  symptoms 
such  as  phobias,  compulsive  behavior, 
hypochondriacal  complaints  and  a va- 
riety of  psychophysiological  reactions. 

Treatment 

How  can  anxiety  be  treated?  All  of 
these  patients  cannot  be  psycho- 
analyzed nor  is  it  even  desirable  that 
this  be  done.  It  would  be  ideal,  of 
course,  to  find  out  what  the  etiology  of 
the  anxiety  is  and  treat  the  cause.  This 
is  the  best  kind  of  medicine  for  all  of  us 
to  practice.  However,  as  is  undoubtedly 
true  in  the  general  practice  of  medicine, 
we  often  have  to  deal  with  symptoms 
rather  than  causes  and,  provided  we  are 
aware  of  the  mechanisms  involved,  this 
may  be  the  best  type  of  therapy.  A 
number  of  classifications  of  therapeutic 
approaches  have  been  made.  Here  is 
one  I have  evolved  over  the  years  and 
found  useful. 

1.  Reassurance — Most  physicians 
practice  reassurance  as  a treatment  for 
anxiety  and  it  is  a reasonable  form  of 
treatment  provided  the  physician  is 
aware  of  its  limitations.  If  a 24-year-old 
healthy  person  enters  the  office  in  a 
panic  and  states  that  he  is  having  a 
heart  attack  and  is  about  to  die,  it  is  cer- 
tainly good  medicine  for  the  physician 
to  examine  the  patient  and,  if  he  finds 
no  evidence  of  organic  disease,  so  in- 
form the  patient.  In  some  cases  the  pa- 
tient may  calm  down  sufficiently  to 
then  be  able  to  evaluate  the  problem 
which  led  to  the  panic  reaction  and 
perhaps  even  solve  it.  This,  then,  could 
even  be  considered  a cure.  The  reason 
this  occurs  so  rarely  is  that  although  the 
person  is  reassured,  allowing  his  ego 
now  to  take  control  of  the  situation, 
nothing  has  been  done  to  alter  the  ego 
so  that  it  is  in  a better  state  to  deal  with 
the  problem  that  led  to  the  panic  reac- 
tion in  the  first  place. 

2.  Suggestion — Suggestion  is  one  of 
the  more  common  forms  of  psycho- 
therapy for  anxiety  reactions.  The  busi- 
nessman is  told  to  take  a vacation,  to  go 
on  a trip.  The  single  woman  is  advised 
to  marry,  the  married  woman  to  have 
children.  A reasonable  evaluation  of 
the  situation  can  lead  to  a discussion  of 
suggestions  that  can  be  helpful  to  the 
patient  provided  he  can  accept  and  deal 


with  them.  It  is  not  too  helpful  to  a pa- 
tient who  tells  about  his  mean,  despica- 
ble wife,  to  suggest  to  him  that  he  get 

rid  of  her.  He  is  the  one  who  married 

* 

her  in  the  first  place  for  his  own  needs 
and  is  now  telling  you  about  her,  so  that 
he  obviously  knows  the  situation  and 
still  has  not  done  anything  about  it. 
Suggestions  that  can  be  helpful  would 
include  some  means  of  distraction  or 
expending  energy  in  a more  construc- 
tive way.  This  can  include  physical  ac- 
tivity. undertaking  constructive  proj- 
ects, etc.  Again,  the  intent  of  this  is  to 
reduce  the  anxiety  level  so  that  the 
person's  ego  may  move  in  and  possibly 
deal  with  his  situation  more  realis- 
tically. 

3.  Drug  Therapies- — This  includes 
the  whole  range  of  medications  from 
meprobamate  to  the  chlorpromazines. 
Again  the  basic  function  of  these  drugs 
is  to  allay  the  severe  anxiety  so  that  the 
patient  might  be  in  a better  position  to 
cope  with  his  problem.  The  same  dif- 
ficulty prevails  here  as  with  the  other 
types  of  treatment,  namely,  the  fact  that 
very  little  can  be  done  with  medication 
alone  to  assist  the  ego  to  cope  with  the 
problems.  If,  along  with  the  medica- 
tion, assistance  of  some  sort  is  given  to 
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help  the  person  work  on  his  problem, 
this  can  be  excellent  therapy. 

4.  Learning  System  Approaches — 
This  is  a general  category  of  various 
learning  approaches  to  therapy  in- 
cluding behavior  modification  tech- 
niques, educational  devices,  biblioth- 
erapy,  etc.  For  short  term  limited  goal 
type  therapy,  these  approaches  may  be 
helpful  but  generally  suffer  from  the 
same  failing  as  those  above — not  get- 
ting at  the  basic  etiological  factors  and 
not  strengthening  the  ego  sufficiently  to 
cope  with  the  problems  in  a more  real- 
istic fashion. 

5.  Psyc  hody  namic  Psycho- 
therapy— This  is  probably  the  most 
common  type  of  psychotherapy  prac- 
ticed by  psychiatrists  and  consists  of  a 
relatively  brief  effort  at  some  insight 
into  the  problems  which  are  being 
presented  by  the  patient  with  some  at- 
tempt to  modify  the  ego  so  that  he  can 
cope  more  effectively  with  these 
problems. 

6.  Psychoanalysis — This  is  the  most 
in-depth  type  of  approach  and  seeks  to 
explore  the  basic  problems  that  the  in- 
dividual has  and  to  rework  his  ego  so 
that  he  is  able  to  cope  with  his  problems 
maturely  and  realistically. 

Summary 

This  paper  has  attempted  to  define 
anxiety  in  both  physiological  and 
psychological  terms.  The  major 
reasons  that  anxiety  occurs  so 
frequently  is  firstly  because  we  have  an 
archaic  nervous  system  which  reacts  in 
a very  primitive  fashion,  unable  to  dis- 
tinguish between  real  and  “unreal” 
dangers.  Secondly,  in  most  cases  we 
have  no  adequate  means  of  discharge  of 
the  reactions  generated  by  this  nervous 
system.  This  results  in  anxiety.  A 
review  of  the  incidence,  its  chief 
manifestations  and  some  suggestions 
for  the  treatment  of  this  condition  are 
presented.  □ 
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THE  RELATIONSHIP  between 
muscle  symptomatology  and 
thyroid  disease  is  well  known  to  many 
of  us.  It  is  therefore  surprising  that  so 
little  has  been  written  of  the  enzyme 
changes  in  thyroidal  disorders. 

Craig  and  Ross1  unexpectedly  found 
an  elevation  of  creatinephosphokinase 
(CPK)  in  1963  while  attempting  to 
study  creatine  metabolism  in  hypothy- 
roid patients.  Since  then  few  reports 
have  been  published,  as  will  be  cited 
below,  ending  with  the  work  of  Itelson 
et  al2  in  1968. 

A lack  of  general  awareness  of  this 
phenomenon  prompts  the  need  for  a 
short  redefinition.  This  lack  probably 
relates  to  the  absence  of  publication  in 
some  of  the  more  broadly  read 
journals. 

Methods 

The  creatine  phosphokinase  (CPK) 
enzyme  is  known  to  catalyze  the  revers- 
ible transfer  of  a high  energy  phosphate 
group  from  ATP  to  creatine.  This 
proceeds  according  to  the  reaction: 

\TP  + Creatine  CPKt  ADP  + Creatine  Phosphate 

CPK  is  to  be  found  principally  in  the 
so-called  “excitable”  tissues,  i.e., 
muscular  and  nervous  tissue.  Kidney, 
liver,  lung,  pancreas  and  erythrocytes 
have  virtually  undetectable  amounts  of 
CPK  activity. 

The  method  used  in  our  laboratory  is 
the  Dade  CPK  Kit,  an  enzymatic 
colorimetric  technic,  and  the  procedure 
is  as  directed  and  need  not  be  repeated 
here. 

Normal  levels  in  this  laboratory  are 
0-35  I. U. /liter  for  males,  and  0-25 
I.U ./liter  for  females. 

Case  Report 

A.  T.,  a 61 -year-old,  white  male  was 
admitted  with  shortness  of  breath,  mod- 
erate edema  of  both  lower  extremities 
to  the  abdominal  wall  and  abdominal 
distention  of  two  months  duration. 


These  symptoms  had  progressively 
increased  to  that  time. 

Physical  examination  revealed  a 
dyspneic  white  male  in  some  distress. 
Blood  pressure  was  140/95;  pulse,  80; 
and  respirations,  20.  His  skin  was  very 
dry  with  xanthelasma.  A Grade  1 
systolic  murmur  was  heard  over  the 
aortic  area.  There  was  expiratory 
wheezing  bilaterally.  The  liver  was 
enlarged  to  three  finger  breadths  below 
the  costal  margin  and  was  of  firm  con- 
sistency. Repeated  electrocardiograms 
revealed  no  significant  abnormalities. 
However,  on  three  consecutive  days, 
the  SGOT  remained  elevated  and  the 
LDH  isoenzymes  revealed  an  elevated 
hepatic  fraction.  Complete  blood  count 
and  urinalysis  were  normal.  The  SMA- 
12  revealed  a cholesterol  of  402  and 
uric  acid  of  8.4,  but  was  otherwise 
normal.  CPK’s  were  elevated  to  690, 
880,  and  850.  The  four-hour  glucose 
tolerance  test  showed  values  of  fasting, 
137;  >/2  hour,  192;  1 hour,  246;  2 hours, 
214;  and  3 hours,  148.  BSP  was  13.8 
percent,  T3  test  was  19  percent,  T4  test 
was  1.6,  and  BMR  was  25.  I131  uptake 
was  7 percent  at  2 hours  and  10  per- 
cent at  24  hours.  A liver  biopsy 
showed  generalized  fatty  degeneration 
of  the  liver.  Chest  film  revealed  left 
ventricular  predominance  with  clear 
lung  fields.  Lipoprotein  elec- 
trophoresis revealed  a Class  III 
hyperlipoproteinemia.  17  hydroxy  and 
17  ketosteroids  were  normal.  The  pa- 
tient responded  beautifully  to  Vi  grain 
of  desiccated  thyroid  hormone  and  has 
normalized  his  CPK  since  full  dosage 
replacement. 

Discussion 

The  literature  is  replete  with  empha- 
sis on  the  muscle  disorders  of  thyrotox- 
icosis, with  its  weakness,  fatigability, 
proximal  limb  predominance,  and  dif- 
ficulty in  stair-climbing.  Thyrotoxic 
myopathy  generally  is  discussed  with 


its  attendant  muscle  wasting  which 
Ingbar3  suggests  is  due  to  the  impaired 
ability  of  thyrotoxic  muscle  to 
phosphorylate  creatine  and  that  crea- 
tinuria  and  diminished  creatine  toler- 
ance are  present.  Little  attention  is 
paid  to  hypothyroidism.  Muscular 
pain,  stiffness,  and  cramps  are 
common  symptoms  of  hypothyroi- 
dism.4 Muscle  reflexes  show  prolonged 
contraction  and  relaxation.  Pseudo- 
myotonia is  seen  often  and  is  easily 
recorded  in  the  Achilles  reflex. 

CPK  elevation  has  been  described 
in  myocardial  infarction,  myocarditis, 
progressive  muscular  dystrophy,  crush 
injury,  and  polymyositis  as  well  as  in 
myxedema.5  All  of  these  problems  are 
associated  with  an  elevation  of  en- 
zymes of  muscle  origin  as  well.  The 
data  to  date  in  myxedema  does  not 
include  enzyme  elevations  other  than 
CPK.  In  addition,  CPK  has  been 
reported  elevated  in  muscular  exercise, 
postoperative  (24-48  hours)  surgical 
cases,  acute  cerebrovascular  accidents, 
and  in  cases  of  tetanus,  carbon 
monoxide  poisoning,  acutely  intox- 
icated chronic  alcoholics,  following 
epileptic  seizures,  diabetic  acidosis, 
and  myoglobinopathies. 

Astrom  et  al6  discussed  the  associa- 
tion of  myopathy  with  hypothyroi- 
dism. Microscopic  study  of  muscle  in- 
dicated focal  involvement  of  variable 
severity.  They  demonstrated  that  the 
associated  muscle  strength  decrease  in 
myxedema  could  be  ascribed  to  a true 
myopathy  and  showed  slight  histolo- 
gical lesions  of  the  muscles  which  were 
indicative  of  recurrent  muscle  damage 
subsequent  to  healing. 

The  mechanism  of  the  CPK  eleva- 
tion is  unknown,  but  several  possibili- 
ties exist.  Failure  of  elevation  of  other 
enzymes  speaks  against  a hypothesis  of 
muscle  breakdown  or  leakage  of  en- 
zyme secondary  to  increased  mem- 
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brane  permeability.7  It  is  conceivable 
that  a slower  degradation  rate  as  a 
manifestation  of  the  myxedema  could 
contribute.  Experimental  evidence8  in- 
dicates that  thyroxine  has  a direct  ef- 
fect on  the  activity  of  CPK  in  vitro. 
The  findings  of  increased  serum  en- 
zyme activity  in  myxedema  and 
decreased  activity  in  thyrotoxicosis 
and  pregnancy  by  Fleisher  et  al9  sug- 
gested the  metabolic  state  of  the  body 
as  the  common  denominator.  A 
change  in  the  production  of  enzymes 
by  the  affected  tissues  is  an  additional 
possibility. 

Fleisher9  showed  that  this  reversal  is 
not  due  to  any  direct  inhibitory  effect 
of  thyroxin  on  CPK.  Saito  et  al10  dem- 
onstrated normal  CPK  levels  after 
thyroid  treatment  in  myxedema  but 
not  in  progressive  muscular  dystrophy 
suggesting  a different  mechanism  in 
both. 

Institution  of  thyroid  therapy4'11 
normalizes  the  CPK  in  myxedema.  It 
is  therefore  possible  that  CPK  eleva- 
tion could  be  a clue  to  the  develop- 
ment of  hypothyroidism  in  patients 
under  treatment  with  antithyroid 
drugs.  Concurrent  injury  or  inflamma- 
tory disease  on  the  basis  of  skeletal  or 
cardiac  muscle  would  invalidate  the 
diagnostic  value  of  CPK  in  hypothy- 
roidism, but  would  increase  its  use- 
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fulness  in  hyperthyroidism.  Graig  and 
Smith12  demonstrated  a generally  good 
inverse  correlation  between  PBI  values 
and  serum  CPK  levels  and  the  experi- 
ence should  hold  for  the  more  widely 
used  T4  and  serum  CPK. 

Summary 

A case  of  myxedema  has  been 
presented  in  which  the  CPK  was  noted 
to  be  elevated  as  described  in  the  liter- 
ature. This  phenomenon  is  not  well 
known  and  could  lead  to  clinical  con- 
fusion. Failure  of  awareness  of  this 
problem  could  well  lead  to  incorrect 
considerations  in  differential  diagnosis 
with  potential  adverse  clinical  results. 


Other  clinical  usefulness  of  the  CPK  in 
thyroidal  disorders  will  await  further 
definition.  □ 
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Standard  texts  on  surgery  of  the  hand  relate  a poor  prog- 
nosis for  subungual  melanoma.  This  often  insidious  tumor 
can  begin  beneath  the  nail  or  at  its  margins,  frequently  as- 
suming the  characteristics  of  a chronic  paronychia.  Many 
patients  delay  treatment  because  of  the  minor  significance 
which  they  assign  to  the  early  appearance  of  the  lesion.  Not 
all  subungual  melanomas  are  pigmented  and  at  times  the 
physician  may  be  lulled  into  a sense  of  false  security 
because  he  believes  he  is  treating  a chronic  fungal  infection 
or  an  infected  hematoma. 

Varying  reports  in  the  literature  place  the  five  year  sur- 
vival from  subungual  melanomas  from  18  to  29  percent. 
This  seems  unusually  pessimistic  as  the  survival  from 
melanoma  arising  in  the  extremities  has  been  reported  to  be 
43  percent  after  five  years. 

The  treatment  of  subungual  melanoma  requires  biopsy, 
confirmation  of  the  diagnosis,  appropriate  basic  evaluation 
of  the  patient  for  dissemination  of  tumor  followed  by  a ray 
amputation  of  the  involved  digit.  If  the  thumb  has  been 
ablated,  especially  on  the  major  hand,  consideration  to  its 
early  reconstruction  by  pollicization  may  be  given. 

When  there  are  no  clinically  involved  axillary  or  epi- 
trochlear  lumph  nodes  and  the  lesion  is  confined  to  the 
distal  digital  segment  and  not  invading  bone,  a regional 
nodal  dissection  is  usually  not  done  when  treating  the 
primary  tumor.  Similar  considerations  pertain  to  the  toes 
and  the  inguinal  lymph  nodes. 

Should  palpable  regional  lymph  nodes  be  present,  a 
lymphadenectomy  is  advised.  A certain  number  of 
“clinically  positive”  nodes  will  not  contain  tumor  foci.  This 
is  particularly  true  if  the  primary  tumor  site  is  ulcerated  and 
infected.  Likewise,  some  patients  with  “clinically  negative” 
nodes  will  be  found  to  have  nodal  metastases. 

Owing  to  the  unpredictability  of  melanoma,  ranging  from 
complete  spontaneous  regression  to  rapid  and  overwhelm- 
ing metastic  involvement,  adjunctive  measures  have  been 


utilized  in  the  therapy  of  these  lesions.  To  date  no  advan- 
tage has  been  shown  to  follow  delayed  lymphadenectomy 
(to  capture  intransit  tumor  emboli)  versus  lymphadenec- 
tomy at  the  time  of  treating  the  primary  tumor  site.  Certain 
studies  suggest  a definite  value  to  the  concomitant  treat- 
ment of  the  primary  and  regional  lymphadenectomy,  yet 
others  decry  the  use  of  routine  prophylactic  lymph  node 
dissection. 

Routine  regional  arterial  perfusion  with  chemother- 
apeutic agent  during  the  initial  surgery  had  not  been  suf- 
ficiently valuable  to  warrant  the  additional  complications 
risked  by  this  therapeutic  modality.  Incontinuity 
lymphadenectomy  and  massive  regional  amputations  have 
been  rejected  as  routine  methods  for  surgically  treating 
melanoma.  On  the  other  hand,  the  fatalistic  approach  to  in- 
vasive melanoma,  implying  that  it  cannot  be  controlled  by 
surgery,  is  also  to  be  condemned. 

A review  of  the  patient  records  from  the  tumor  registries 
of  the  Hospital  of  the  University  of  Pennsylvania,  the  Grad- 
uate Hospital  of  the  University  of  Pennsylvania,  and  the  au- 
thor’s personal  experience  with  patients  who  have  had 
subungual  melanoma  reveals  the  following: 


Survival  ofTwenty-Two  Patients 
with  Invasive  Subungual  Melanoma 


5 year  survival 

11/22 

50% 

8 year  survival 

7/18 

39% 

10  year  survival 

2/15 

13% 

The  survival  from  subungual 

melanoma  is 

in  keeping 

with  the  expected  survival  from  the  other  melanomas  of  the 
extremities.  Primary  melanoma  is  seldom  occult.  An  appre- 
ciation by  the  patient  of  changes  in  a pre-existing  lesion, 
biopsy  for  early  diagnosis  and  appropriate  surgical  therapy 
individualized  for  that  patient  would  make  for  the  greatest 
improvement  in  patient  survival  today. 


CANCER  FORUM  presented  cooperatively  by  the  PMS  Council  on  Education  and  Science,  the  Pennsylvania  and  Philadelphia 
Divisions  of  the  American  Cancer  Society,  and  the  Cancer  Control  Section,  Pennsylvania  Department  of  Health.  The  Cancer 
Forum  is  edited  by  Roland  A.  Loeb,  M.D.,  Lancaster. 
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Acute  Pulmonary  Edema 

Part  II 


Irving  Imber,  M.D.,  questions  William 
G.  Leaman,  Jr.,  M.D.,  Fellow,  Council 
on  Clinical  Cardiology  of  the  Ameri- 
can Heart  Association,  Unionville, 
Pennsylvania. 

Will  roentgenographic  chest  changes 
occur  before  clinical  evidence  of  APE? 

Yes,  this  is  possible.  When  APE  is 
cardiac  in  origin  (mitral  stenosis  or  left 
ventricular  failure),  x-ray  evidence  of 
pulmonary  venous  hypertension 
usually  appears  and  may  precede  the 
clinical  findings  of  pulmonary  edema. 
However,  when  the  latter  is  of  the  al- 
veolar variety  and  associated  with 
severe  venous  hypertension,  the  diag- 
nosis may  already  be  obvious  to  the 
clinician. 

Do  we  recognize  any  clinical  types  of 
APE? 

In  practice,  we  generally  meet  the 
fulminating  type  which  lasts  from  five 
to  ten  minutes.  The  acute  type  may  be 
in  evidence  for  ten  to  sixty  minutes 
and  the  prolonged  (or  protracted)  form 
may  last  from  one  to  thirty-six  hours. 
Prompt  treatment  will  influence  the 
duration  of  all  forms.  For  example, 
APE  is  a fairly  common  symptom  in 
acute  myocardial  infarction.  About  68 
percent  of  the  patients  give  a history  of 
coronary  heart  disease  and  an  earlier 
myocardial  infarction.  Generally,  a de- 
tailed history  and  physical  examina- 
tion will  reveal  the  background;  80 
percent  have  hypertension  and  95  per- 
cent may  show  cardiac  enlargement. 


As  we  approach  the  therapy  of  APE, 
will  you  comment  on  the  use  of 
morphine  in  these  acute  episodes? 

The  use  of  morphine  has  been 
known  for  many  years,  and  its  moder- 
ate use  may  terminate  many  types  of 
APE.  This  prompt  action  has  led  some 
physicians  to  believe  in  the  specific  ac- 
tion of  morphine  on  the  pulmonary 
wall.  However,  the  prompt  improve- 
ment may  be  the  result  of  the  action  of 
the  morphine  in  controlling  cough. 
The  greatest  relief  seems  to  occur  in 
patients  who  have  a background  of  ei- 
ther hypertension  or  mitral  stenosis.  In 
cerebral  accidents  or  in  chronic  cor 
pulmonale,  the  use  of  morphine  may 
be  contraindicated,  as  it  is  during  preg- 
nancy. Large  doses  of  morphine  may 
bring  about  shock  in  some  instances  of 
acute  myocardial  infarction.  When 
morphine  is  used,  it  is  given  subcu- 
taneously in  10  to  15  mg  amounts. 

Is  atropine  useful  in  APE? 

The  use  of  atropine  should  be 
limited  to  neurological  conditions  and 
sometimes  to  cases  of  acute  myocar- 
dial infarction,  both  with  an  accom- 
panying bradycardia.  Some  physicians 
use  atropine  routinely  on  the  basis  of 
its  reputation  as  a “drying  agent”  in 
APE. 

Do  we  have  any  substitute  for 
morphine? 

If  the  patient’s  problem  is  vomiting, 
demerol  may  be  substituted.  In  addi- 
tion, papaverine  may  prove  helpful  if 


given  in  10  mg  doses  intravenously. 
This  drug  is  a smooth  muscle  relaxant 
and  a vasodilator. 

Are  mercurial  diuretics  of  value  in 
APE  patients? 

Many  physicians  use  a mercurial 
diuretic  intravenously  in  the  hope  that 
a prompt  diuresis  will  aid  the  APE. 

When  is  sublingual  nitroglycerin 
helpful? 

A sublingual  nitroglycerin  triturate 
may  be  of  advantage  temporarily. 
Repeated  doses  may  also  be  used  until 
the  patient  responds  to  more  conven- 
tional methods.  If  nitroglycerin  is 
employed  continuously,  hemodynamic 
monitoring  is  indicated.  I believe  ni- 
troglycerin should  be  given  cautiously 
in  the  presence  of  acute  myocardial  in- 
farction, particularly  when  shock  is 
suspected. 

What  digitalis  preparations  are  of 
value  in  APE? 

In  managing  APE  that  is  brought 
about  by  left  ventricular  failure,  many 
hospitals  use  digitalis  glycosides  as 
routine  therapy.  The  presence  of 
suspected  cardiogenic  shock  plus  APE 
usually  calls  for  the  use  of  ouabain 
(0.05  to  0.2  mg)  intravenously. 

Is  venesection  of  value? 

This  procedure  may  be  life-saving  in 
some  patients  (hypertensive  heart 
disease,  mitral  stenosis,  aortic  insuf- 
ficiency, cerebrovascular  accidents)  in 
the  presence  of  high  venous  pressure 
or  visible  venous  engorgement.  The 
withdrawal  of  more  blood  than  300  to 
500  cc,  however,  may  precipitate  car- 
diac shock. 

Is  bloodless  phlebotomy  useful  in 
treatment? 

Bloodless  phlebotomy,  or  the 
application  of  tourniquets  to  the  arms 
and  legs,  is  an  old  procedure.  When  it 
is  used,  bindings  are  applied  to  all 
limbs,  using  moderate  pressure  to  trap 
venous  return  of  blood.  Each  constric- 
tion is  released  in  rotation  and 
reapplied  every  20  to  30  minutes  in 
order  to  avoid  venous  thrombosis. 

This  brief  is  prepared  by  William  G. 
Leaman,  Jr.,  M.D.,  for  the  Council  on 
Education  and  Science,  in  cooperation 
with  the  American  Heart  Association, 
Pennsylvania  Affiliate. 
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Hours  of  attendance  at  any  of  the  courses  included  in  this  listing  may  be  reported,  in  one  category  or  another,  for  the  AMA  s 
Physician’s  Recognition  Award.  


INTERMITTENT  COURSES 
Listed  below  are  courses  of  continuing  medi- 
cal education  which  include  a series  of  two  or 
more  sessions  on  various  subjects.  To  deter- 
mine the  specific  topic  on  any  given  day,  con- 
tact the  director  at  the  address  given  in  the 
course  listing. 


CARDIOVASCULAR  DISEASE 
Sayre:  September  1,  1972;  August  31,  1973 

AMA — Cardiology;  at  Robert  Packer  Hosp.;  by 
Hahnemann;  1 hr.  per  day;  - 1 day  per  mo.;  12 
days  total;  no  fee.  Contact  Paul  C.  Royce,  M.D., 
Ph  D.,  Dir.  of  Med.  Educ.  Robert  Packer  Hosp., 
Sayre  18840. 

DERMATOLOGY 

Sayre;  September  1,  1972  - August  31,  1973 
AMA — Dermatology;  at  Robert  Packer  Hosp.;  by 
Hahnemann;  1 hr.  per  day;  1 day  every  other  mo.; 
5 days  total;  no  fee.  Contact  Paul  C.  Royce,  M O , 
Ph  D.,  Direc.  of  Med.  Educ.,  Robert  Packer  Hosp., 
Sayre  18840. 

EMERGENCY  MEDICINE 
Sayre;  September  1,  1972  - August  31 , 1973 
AMA — Emergency  Medicine;  at  Robert  Packer 
Hosp.;  by  Hahnemann;  1 hr.  per  day;  1 day  per 
week;  16  days  total;  no  fee.  Contact  Paul  C. 
Royce,  M.D.,  Ph.D.,  Dir.  of  Med.  Educ.,  Robert 
Packer  Hosp.,  Sayre  18840. 

ENDOCRINOLOGY 

Sayre;  September  1,  1972  - August  31,  1973 
AMA — Endocrinology;  at  Robert  Packer  Hosp.; 
by  Hahnemann;  1 hr.  per  day;  1 day  per  mo.;  11 
mos.;  no  fee.  Contact  Paul  C.  Royce,  M.D.,  Ph.D., 
Dir.  of  Med.  Educ.,  Robert  Packer  Hosp.,  Sayre 
18840. 

FAMILY  MEDICINE 

DuBois  Hospital;  February  1,  1973  - April  5,  1973 
AMA — Continuing  Education  for  Physicians;  by 
Pitt  and  Jefferson  Co.  Med.  Society;  3 hrs.  per 
day;  every  Thurs.;  10  weeks;  30  hrs  AAFP  credit 
requested.  Contact  W.G  Lundgren,  M.D.,  Deposit 
National  Bank  Bldg.,  DuBois  15801 

Franklin  Hospital;  January  15  - April  16,  1973 
AMA — Continuing  Education  for  Physicians;  two 
of  8 sessions  in  a program  planned  by  Pitt,  and 
sponsored  by  the  Venango  Co.  Med.  Soc.  (see  Oil 
City  and  Titusville  listings  for  other  sessions);  16 
hrs.  AAFP  credit  requested,  Contact  Helen  S. 
Griffen,  M.D.,  Franklin  Hospital,  Franklin  16323. 

Johnstown;  December  19,  1972  - May  15,  1973 
AMA — Continuing  Education  for  Physicians;  at 
Lee  Hospital;  by  Pitt;  2 hrs.  ea.  day,  1 day  ea.  mo. 
(except  January  and  March);  8 hrs  AAFP  credit 
requested.  Contact  Edward  W.  Gertz,  M.D.,  Lee 
Hospital,  Johnstown  15901. 

Lock  Haven  Hospital;  December  6,  1972  - May  2, 
1973 

A Program  of  Continuing  Medical  Education;  by 
Clinton  County  Medical  Soc  and  Susquehanna 
Valley  RMP;  first  and  third  Wed.  ea.  mo.  (except 
third  week  in  Jan);  3 hrs.  ea  day;  9 sessions;  27 
hrs.  AAFP  credit-requested.  Contact  W.C.  Long, 
M.D.,  53  W.  Main  St.,  Lock  Haven  17745. 

Oil  City  Hospital;  November  20,  1972,  February  19 
and  May  21,  1973 

AMA— Continuing  Education  for  Physicians; 
three  of  8 sessions  in  a program  planned  by  Pitt, 
and  sponsored  by  the  Venango  Co.  Med.  Soc.  (see 
Franklin  and  Titusville  listings  for  other  sessions); 
16  hrs.  AAFP  credit  requested.  Contact  Robert  M 
Pilewski,  M.D.,  9 Glenview  Ave.,  Oil  City  16301. 

Pittsburgh;  June,  1972  - May,  1973 

Family  Practice  Journal  Club  and  Mortality  Con- 
ference; at  St.  Margaret  Memorial  Hospital;  2 hrs. 
per  day;  first  Fri.  ea.  mo.;  12  mos.;  24  hrs.  AAFP 
and  ACGP  credit  requested.  Contact  Paul  W. 


CODE  KEY 

S — Designed  lor  full-time  specialists 

AAFP — American  Academy  of  Family  Physi- 
cians 

ACGP — American  College  of  General  Practi- 
tioners in  Osteopathic  Medicine  and  Sur- 
gery 

AMA — AMA  Accredited  Educational  Institution 
(Eligible  lor  AMA  Physician's  Recognition 
Award  Credit) 

PMS — Pennsylvania  Medical  Society 

Hahnemann — Hahnemann  Medical  College 
and  Hospital 

M S.  Hershey — Pennsylvania  State  University 
College  of  Medicine,  Milton  S.  Hershey 
Medical  Center 

Jefferson — Jefferson  Medical  College  of 
Philadelphia 

Pitt — University  of  Pittsburgh  School  of  Medi- 
cine 

Penn  State — Pennsylvania  State  University 

Temple — Temple  University  School  of  Medi- 
cine 

U of  Pa — University  of  Pennsylvania  School 
of  Medicine 

MCP — The  Medical  College  of  Pennsylvania 


Dishart,  M.D.,  D.M.E.,  St.  Margaret  Memorial  Hos- 
pital, 265-46th  St.,  Pittsburgh  15201. 

Pittsburgh;  July  19,  1972  - June  13,  1973 

Post  Graduate  Family  Practice  Lectures;  at 
Family  Health  Center  Conf.  Rm„  St.  Margaret 
Mem.  Hosp.;  1 hr.  per  day;  1 day  per  week;  48 
weeks;  AAFP  credit  requested,  Contact  Paul  W. 
Dishart.  M.D.,  D.M.E.,  St.  Margaret  Mem.  Hosp., 
265-46th  St..  Pittsburgh  15201. 

Pittsburgh;  September  11,  1972  - May  8.  1973 
AMA — Family  Medical  Practice  Training 
Course;  by  Pitt:  at  Shadyside  Hosp.,  1 hr.  per  day; 

1 day  per  mo.;  10  days  total;  no  fee.  Contact 
William  Garner  Dir.,  Family  Practice  Residency, 
Shadyside  Hosp.,  5230  Center  Ave.,  Pittsburgh 
51232. 

Titusville  Hospital:  December  18,  1972,  March  19 
and  June  18,  1973 

AMA — Continuing  Education  for  Physicians; 
three  of  8 sessions  in  a program  planned  by  Pitt, 
and  sponsored  by  the  Venango  Co  Med.  Soc.  (see 
Franklin  and  Oil  City  listings  for  other  sessions). 
16  hrs.  AAFP  credit  requested.  Contact  Joseph  P. 
Dunn.  M.D.,  407  Third  Street,  Titusville  16354. 

GASTROENTEROLOGY 
Bradford;  October  24,  1972  - May  15,  1973 
AMA-Continuing  Education  for  Physicians;  at 
Penn  Hills  Club;  by  McKean  County  Med.  Soc.  and 
Pitt;  third  Tues.  ea.  mo.  except  Dec.  and  Jan.;  3 
hrs.  ea.  day;  18  hrs.  AAFP  credit  requested; 
fee  = $25  ($5  single  sess).  Contact  Elizabeth 
Cleland,  M.D.,  106  S.  Fraley  St.,  Kane  16735. 

GENERAL  MEDICINE 

Altoona  Hospital;  October  5,  1972  - May  17,  1973 
AMA — A Program  of  Continuing  Medical  Educa- 
tion by  Jefferson  and  Penn  State;  2 hrs.  per  day; 
first  and  third  Thurs.  of  ea.  month;  32  hrs.  AAFP 
credit  approved;  fee  =$50  ($5  per  seminar).  Con- 
tact Philip  W.  Hoovler,  M.D.,  Dir.  of  Med.  Educ., 
Altoona  Hosp.,  Howard  Ave.  Altoona  16603. 

Beaver  County;  September  20,  1972  - May  16, 

1973. 

AMA — Continuing  Education  for  Physicians;  at 
either  Beaver  County  Hosp.  or  Aliquippa  Hosp.;  by 
Pitt;  3 hrs.  per  day;  1 day  ea.  mo;  21  hrs  AAFP 
credit  requested;  fee  = $50  for  all,  $10  ea.  Con- 
tact Mrs  Thalia  Frick,  Exec.  Secy.,  Beaver  Co. 
Med.  Soc.,  312-314  Federal  Title  and  Trust  Bldg., 
Beaver  Falls  15010. 

Berwick;  September  20,  1972  - May  16,  1973 

Columbia  County  Medical  Society's  continuing 
Medical  Education  Program;  by  Greater  Delaware 


Valley  RMP;  at  Briar  Heights  Lodge;  Third  Wed. 
ea.  Mo.  except  Dec.;  7-10  P.M.;  Fee  = $40. 
AAFP  credit  approved.  Contact  R.N.  Shoemaker, 
Ph.D.,  Coord.  Med.  Educ.  G.D.V.R.M.P.,  VA  Hosp., 
1111  East  End  Blvd.  Wilkes-Barre  18703. 

Bethlehem;  September  21,  1972  - May  17,  1973 
AMA — Postgraduate  Seminars  for  Physicians;  at 
St.  Luke's  Hosp  ; by  Jefferson  and  Penn  State;  3 
hrs.  per  day;  1 day  per  mo.  (except  December);  24 
hrs.  AAFP  credit  approved.  Contact  John  H. 
Killough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson. 
1025  Walnut  St.,  Philadelphia  19107. 

Bradford  Hospital;  September  1,  1972  - June  30, 
1973 

Telephone  Lecture  Network  Regional  Medical 
Program  of  Western  New  York;  1 hr.  per  day;  80 
days;  AAFP  credit  approved.  Contact  Howard  S. 
Miller,  M.D  , Chrm.  Educ.  Cmte.,  Bradford  Hosp.. 
Interstate  Parkway,  Bradford  16701. 

Bradford  Hospital;  September  1.  1972  - June  30, 
1973 

Network  for  Continuing  Medical  Education — 
Television  Tapes;  1 hr.  per  day;  1 day  per  week; 
40  weeks.  Contact  Howard  S.  Miller,  M.D  , Chrm., 
Educ.  Cmte.,  Bradford  Hosp.,  Interstate  Parkway, 
Bradford  16701. 

Chester;  September  12,  1972  - May  29,  1973 
AMA — Continuing  Education  Program;  by  Hah- 
nemann; at  Crozer  - Chester  Medical  Center;  2 
hrs.  per  day;  1 day  per  week;  74  hrs.  AAFP  credit 
requested.  Contact  Frederick  K.  Heath,  M.D  , 
Assoc.  Dean,  Sch.  of  Cont.  Educ.,  Hahnemann, 
230  N.  Broad  St.,  Philadelphia  19102. 

Coatesville;  September,  1972  - June  1973 

AMA — Neuropharmacology  Course;  at  V.A  Hos- 
pital; by  Jefferson;  1 V2  hrs.  ea.  mo.;  third  Mon.  ea 
mo.;  15  hrs.  elective  AAFP  credit  approved.  Con- 
tact J.  Clifford  Scott.  M.D.,  Dir.,  Prof.  Educ.,  VA. 
Hosp.,  Coatesville  19320. 

Easton;  September  20,  1972  - June  20,  1973 

AMA — Continuing  Education  Program;  by  Hah- 
nemann; at  Easton  Hosp.;  IV2  hrs.  per  day;  1 day 
per  mo.;  12  hrs.  AAFP  credit  requested.  Contact 
Frederick  K.  Heath,  M.D  . Assoc.  Dean,  Sch.  of 
Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 

Erie,  September  21,  1972  - May  25,  1973 

AMA — A Program  of  Continuing  Medical  Educa- 
tion; at  St.  Vincent  Hosp.  by  Jefferson  and  Penn 
State;  3 hrs.  per  day;  1 day  per  mo.;  36  hrs.  AAFP 
credit  approved.  Contact  John  H.  Killough,  Ph.D., 
M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 

Greensburg;  September  12,  1972  - August  14.  1973 
AMA — Continuing  Education  for  Physicians;  at 
Westmoreland  Hosp.;  by  Pitt.;  2 hrs.  per  day;  2nd 
Tues.  ea.  mo.;  24  hrs.  AAFP  credit  requested. 
Contact  F.D.  Edgar,  Jr.,  M.D.,  Med.  Dir.,  West- 
moreland Hosp.  532  W.  Pittsburgh  St..  Greensburg 
15601. 

Hazleton  State  Gen.  Hosp.;  September  21,  1972  - 
May  30,  1973 

AMA — Continuing  Medical  Education,  by  U.  of 
Pa.  School  of  Grad.  Med.,  Hazleton  Branch  of 
Luzerne  Co.  Med.  Soc.,  St.  Joseph  Hosp.  and 
Hazleton  State  Gen.  Hosp.;  ea  Thurs.,  36  weeks; 
54  hrs.  AAFP  credit  requested.  Contact  Robert 
Gunderson,  M.D,  DME,  Hazleton  State  Gen 
Hosp.,  Hazleton  18201. 

Johnstown;  September  26,  1972  - April  24,  1973 
AMA — A Program  of  Continuing  Medical  Educa- 
tion; at  Conemaugh  Valley  Mem.  Hosp.;  by  Jef- 
ferson and  Penn  State;  2 hrs.  per  day;  1 day  per 
mo.  (except  December  and  February);  12  hrs. 
AAFP  credit  approved.  Contact  John  H.  Killough. 
Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut 
St.,  Philadelphia  19107. 


58 


PENNSYLVANIA  MEDICINE 


Kittanning;  October  7,  1972  - June  2,  1973 
AMA — Continuing  Education  for  Physicians;  at 
Armstrong  Co.  Mem.  Hosp.;  by  Pitt;  2 hrs.  per  day; 
every  other  Saturday  morning;  32  hrs.  AAFP  credit 
requested.  Contact  Roderick  R.  McLeod,  M.D.,  137 
S.  Jefferson  St.,  Box  150,  Kittanning,  16201. 


Lancaster  General  Hospital;  September  12,  1972  - 
May  29,  1973 

Program  in  Continuing  Medical  Education;  3 
hrs.  per  day;  1 day  per  week;  28  weeks;  84  hrs. 
AAFP  credit  requested.  Contact  John  H.  Es- 
benshade,  Jr.,  M.D.  Dir.  of  Med.  Educ.,  Lancaster 
General  Hosp.,  555  N.  Duke  St.,  Lancaster  17604. 


Latrobe  Area  Hosp.;  September  12,  1972  - April 
10,  1973 

AMA — Continuing  Education  for  Physicians;  by 
Pitt;  2 hrs.  per  day;  1 day  ea.  mo.;  8 mos.;  16  hrs. 
AAFP  credit  requested;  no  fee.  Contact  John  R. 
Mazero,  M.D.,  Med.  Dir.,  Latrobe  Area  Hosp.,  La- 
trobe. Pa.  15670. 


Lebanon,  November  7,  1972-May  1.  1973 
AMA — A continuing  Medical  Education  Pro- 
gram; at  Quentin  Riding  Academy;  by  Jefferson, 
Penn  State  and  Lebanon  Co.  Med.  Soc.;  2 hrs.  per 
day;  1 day  per  mo.;  4 months;  8 hrs.  AAFP  credit 
approved.  Contact  John  H.  Killough,  Ph.D.,  M.D., 
Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadephia  19107. 


Lehighton;  September  18,  1972  - May  21,  1973. 

Carbon  County  Medical  Society  Continuing 
Medical  Education  Program;  at  Gnaden-Huetten 
Hospital;  by  Greater  Delaware  Valley  RMP;  third 
Monday,  ea.  mo.)  except  Dec.;  7 - 10  p.m.;  no  fee; 
AAFP  credit  approved.  Contact  R.N.  Shoemaker, 
Ph.D.,  Coord.  Med.  Educ.,  G.D.V.R.M.P.,  V.A 
Hosp.,  1111  East  End  Blvd.,  Wilkes-Barre,  Pa. 
18703. 


McKeesport  Hospital;  February  7,  June  20,  1973 
AMA — Continuing  Education  for  Physicians;  by 
Pitt.;  every  other  Wed.  eve.;  2 hrs.  ea.  day;  20  hrs. 
AAFP  credit  requested.  Contact  William  M.  Coo- 
per, M.D.  Dir.,  Div.  of  Cont.  Educ.,  Pitt.,  1022-H 
Scaife  Hall,  Pittsburgh  15213. 


Meadville  City  Hospital;  October  4,  1972  - June  6. 
1973 

Practical  Pharmacology/A  Continuing  Education 
Program  for  Physicians;  by  Crawford  County  Medi- 
cal Society  and  Gannon  College  (Erie);  first  Wed. 
ea.  mo.;  2 hrs.  ea.  day;  18  hrs.  AAFP  credit 
requested;  fee  = $50  ($7.50)  single  sess.),  Contact 
Robert  C.  Challener,  M.D.,  Meadville  City  Hosp., 
Liberty  St.,  Meadville  16335. 


Philadelphia;  September  8,  1972  - June,  1973 
Continuing  Education  for  Physicians;  at  Frank- 
ford  Hosp.;  1 hr.  per  day;  1 day  per  week;  40 
weeks;  40  hrs.  AAFP  credit  requested.  Contact 
Ronald  E.  Cohn,  M.D.,  Med.  Dir.,  Frankford  Hosp., 
Frankford  Ave.  & Wakeling  St.,  Philadelphia 
19124. 


Pittsburgh;  July  20,  1972  - June  14,  1973 

Post  Graduate  Medical  Education  Lectures;  at 
St.  Margaret  Memorial  Hosp.;  30  weeks;  1 hr.  per 
day;  1 day  per  week — first,  second  and  third 
Thurs.  ea.  mo.;  30  hrs.  AAFP  credit  requested. 
Contact  Paul  W.  Dishart,  M.D.,  D.M.E.,  St.  Mar- 
garet Mem.  Hosp.,  265-46th  St..  Pittsburgh  15201. 


Pittsburgh,  September  6,  1972-May  10,  1973. 

AMA — Seminars  for  the  Practicing  Physicians; 
by  Pitt;  at  Scaife  Hall;  2'/2  hrs.  per  day  1 day  per 
week;  32  hrs.  AAFP  credit  requested;  one  series 
to  be  held  Wednesday  afternoons — the  other  on 
Thursday  evenings;  fee  = $150  ($10  per  session). 
Contact  William  M.  Cooper,  M.D.,  Dir.,  Div.  of 
Cont.  Educa.,  Pitt.,  1022-H  Scaife  Hall,  Pittsburgh 
15123. 


Pittsburgh;  September  19,  1972-May  15,  1973 
AMA — Continuing  Education  for  Physicians;  at 
Shadyside  Hosp.;  by  Pitt;  1 hr.  per  day;  1 day  per 
week;  9 weeks;  9 hrs.  AAFP  credit  requested;  no 
fee.  Contact  Franklin  Johnson,  M.D.,  Shadyside 
Hosp.,  5230  Centre  Ave.,  Pittsburgh  15232. 


Pittsburgh;  September  21,  1972  - April  19,  1973 
AMA — Continuing  Education  for  Physicians;  by 
Pitt;  at  West  Penn  Hospital;  third  Thurs.  ea.  mo.;  1 
hr.  ea.  mo.;  8 mos.;  8 hrs.  AAFP  credit  requested. 


Contact  Charles  R.  Wilson,  Jr.,  M.D.  Chief,  Div.  of 
Med.,  West  Penn  Hosp.,  4800  Friendship  Ave., 
Pittsburgh,  Pa.  15213. 


Pittsburgh;  September  28,  1972  - May  24,  1973 
AMA — Continuing  Education  for  Physicians;  at 
North  Hills  Passavant  Hosp.;  by  Pitt.;  2 hrs.  per 
day;  1 day  per  mo.;  8 mos.;  16  hrs.  AAFP  credit 
requested;  no  fee.  Contact  H.H.  Anderson,  M.D  , 
North  Hills  Passavant  Hosp.,  9100  Babcock  Blvd., 
Pittsburgh  15219. 


Pittsburgh;  October  25,  1972  - June  13,  1973 
AMA — Continuing  Education  for  Physicians;  at 
St.  John's  General  Hosp.  and  Suburban  General 
Hosp.;  by  Pitt;  2 hrs.  per  day;  one  Wed.  ea.  mo.; 
18  hrs.  AAFP  credit  requested.  Contact  Raymond 
J.  Wojciak,  D O.,  275  Silver  Lane,  McKees  Rocks 
15136. 


Pottsville  Hospital,  September  7,  1972  - June  7, 
1973 

AMA — A Program  of  Continuing  Medical  Educa- 
tion; by  Jefferson  and  Penn  State;  2 hrs.  per  day;  1 
day  per  mo.  for  10  months;  20  hrs.  AAFP  credit 
approved.  Contact  John  H.  Killough,  Ph  D.,  M.D., 
Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Pottsville;  September  28,  1972  - May  31,  1973 
AMA — Continuing  Education  Program;  by  Hah- 
nemann; at  Good  Samaritan  Hosp.;  2 hrs.  per  day; 
1 day  per  mo.;  18  hrs.  AAFP  credit  requested. 
Contact  Frederick  K.  Heath,  M.D  , Assoc.  Dean, 
Sch.  of  Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Reading;  September  26,  1972  - May  22,  1973. 

Continuing  Medical  Education;  at  St.  Joseph's 
Hosp.,  1 hr.  per  day;  1 day  per  mo.;  8 hrs.  AAFP 
credit  requested.  Contact  Kenneth  M.  Schreck, 
M.D.,  Med.  Dir.,  St.  Joseph's  Hosp.,  215  N.  12th 
St.,  Reading  19601. 


Scranton;  Fourth  Wednesday  of  each  month  (ex- 
cept November,  December  & June) 

A Program  of  Continuing  Medical  Education;  at 
Casey  Inn;  by  Lackawanna  Co.  Med.  Society  and 
Greater  Delaware  Valley  RMP;  3 hrs.  ea.  evening 
AAFP  credit  requested.  Contact  R.N.  Shoemaker, 
Ph  D.,  Coordinator  of  Med.  Educ.,  VA  Hosp.,  1111 
E.  End  Blvd.,  Wilkes-Barre  18703. 


Scranton;  September  20,  1972  - May  16,  1973 
AMA — Continuing  Education  Program;  by  Hah- 
nemann; at  Mercy  Hosp.;  2'/2  hrs.  per  day;  1 day 
ea.  mo.;  22'/2  hrs.  AAFP  credit  requested.  Contact 
Frederick  K.  Heath,  M.D.,  Assoc.  Dean,  Sch.  of 
Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Scranton;  September  27,  1972  - May  25,  1973 
Lackawanna  County  Medical  Society  Continuing 
Medical  Education  Program;  at  Casey  Inn;  by 
Greater  Delaware  Valley  RMP;  Fourth  Wed.  ea. 
mo.  except  Nov.,  Dec.  and  Feb.;  7-10  P.M.;  No 
fee;  AAFP  credit  approved.  Contact  R.N.  Shoe- 
maker, Ph.D.,  Coord.  Med.  Educ.,  G.D.V.R.M.P., 
VA  Hosp.,  1111  East  End  Blvd.,  Wilkes-Barre 
18703. 


Sharon  General  Hospital;  September  20,  1972  - 
March  21,  1973 

AMA  - Continuing  Education  for  Physicians;  by 
Mercer  County  Med.  Society  and  Pitt.;  first  and 
third  Wed.  (except  third  week  in  December);  3 hrs. 
ea.  day;  36  hrs.  AAFP  credit  requested;  fee  = $35 
($5  single  sess.).  Contact  Allen  H.  Holt,  M.D.,  32 
Jefferson  Ave.  (108  Med.  Arts  Bldg).  Sharon 
16146. 


St.  Marys;  October  22,  1972  - April  22,  1973 
AMA — Continuing  Education  for  Physicians;  at 
Andrew  Kaul  Mem.  Hosp.;  by  Pitt;  3 hrs.  per  day; 
every  other  Sunday  afternoon;  24  hrs.  AAFP  credit 
requested.  Contact  Bernard  L.  Coppolo,  M.D.,  121 
E.  Arch  St.,  St.  Marys  15857. 


Sunbury  Community  Hospital;  February  14  - 
November  28,  1973 

AMA — Continuing  Education  Program;  by  Hah- 
nemann; 2nd  and  4th  Wed.  afternoon  ea.  mo.  (ex- 
cept June,  July  & Aug.);  3 hrs.  ea.  day;  AAFP 
credit  requested.  Contact  Willard  W.  Christman, 
M.D.,  Community  Hosp.,  Sunbury  17801 


Tunkahannock;  September  15,  1972-May  9,  1973. 

Wyoming  County  Medical  Society  Continuing 
Medical  Education  Program;  at  Tyler  Memorial 
Hosp.;  by  Greater  Delaware  Valley  RMP;  second 
Wed.  ea.  mo.  except  Dec.;  9 a m.  - 12  noon;  no 
fee;  AAFP  credit  approved.  Contact  R.N.  Shoe- 
maker, Ph.D.,  Coord. 


Uniontown  Hospital;  September  27,  1972  - May  23, 
1973 

AMA  - Continuing  Education  for  Physicians;  by 
Fayette  County  Medical  Soc.  and  Pitt.;  one  Wed. 
ea.  mo  (except  Dec.);  3 hrs.  ea.  day;  24  hrs.  AAFP 
credi^  requested;  fee  = $50  ($7.50  single  sess  ). 
Contact  Mr.  Walter  Lion,  Exec.  Secy.,  Fayette  Co. 
Med.  Soc.,  30  Delaware  Ave.,  Uniontown  15401. 


Upland;  September  12,  1972  - May  29,  1973 
AMA — Continuing  Medical  Education  Program; 
at  Crozer-Chester  Med.  Center;  by  Hahnemann;  2 
hrs.  per  day;  1 day  per  week;  37  weeks;  74  hrs. 
AAFP  credit  requested;  no  fee.  Contact  Frederick 
K.  Heath,  M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N Broad  St.,  Philadelphia  19102. 


Wellsboro;  October  18,  1972  - May  16,  1973 

Program  of  Continuing  Medical  Education  for 
Physicians;  at  Soldiers  & Sailors  Memorial  Hosp.; 
by  PMS  and  Susquehanna  Valley  RMP;  3 hrs.  per 
day;  third  Wed.,  ea.  mo.  except  Dec.  and  Feb.; 
AAFP  credit  requested;  fee  = $5  ea.  session. 
Contact  Ralph  C.  Antrim,  Jr.,  Administrator,  Sol- 
diers & Sailors.  Mem.  Hosp.,  Wellsboro  16901. 


Wilkes-Barre;  September  13,  1972  - May  23,  1973 
AMA — Continuing  Education  Program;  by  Hah- 
nemann; at  Wyoming  Valley  Hosp.;  3 hrs.  per  day; 
1 day  every  other  week;  57  hrs.  AAFP  credit 
requested.  Contact  Frederick  K.  Heath,  M.D., 
Assoc.  Dean,  Sch.  of  Cont  Educ.,  Hahnemann, 
230  N.  Broad  St.,  Philadelphia  19102. 


Wilkes-Barre;  September  15,  1972  - May  9,  1973. 

Luzerne  County  Medical  Society  Continuing 
Medical  Education  Program;  at  130  S.  Franklin 
St.,;  by  Greater  Delaware  Valley  RMP;  second 
Wed.  ea.  mo.  except  Dec.;  7-10  p.m.;  no  fee; 
AAFP  credit  approved.  Contact  R.N.  Shoemaker, 
Ph.D.,  Coord.  Med.  Educ.,  G.D.V.R.M.P.,  V.A 
Hosp.,  1111  East  End  Blvd.,  Wilkes-Barre  18703. 


Williamsport  Hospital;  September  8,  1972  - March 
9.  1973 

AMA — Postgraduate  Seminars  for  Physicians; 
by  Jefferson  and  Penn  State;  3 hrs.  ea.  day;  2nd 
Fri.  ea.  mo.  (except  Jan.);  AAFP  credit  approved. 
Contact  Earl  R.  Miller,  M.D.,  206  W.  Southern 
Ave.,  South  Williamsport  17701. 


York  Hospital;  September  14.  1972  - April  26,  1973 
AMA — Continuing  Medical  Education  for 

Physicians;  by  Jefferson  and  Penn  State;  3 hrs.  ea. 
day;  Thurs.  ea.  week;  AAFP  credit  approved: 
fee  = $50.  Contact  Merle  S.  Bacastow,  M.D.,  Vice 
President-Med.  Affairs,  York  Hosp.,  York  17405. 


HEMATOLOGY 

Sayre;  September  1,  1972  - August  31 , 1973 

AMA — Hematology;  at  Robert  Packer  Hosp.;  by 
Hahnemann;  1 hr.  per  day;  1 day  per  mo.  13  days 
total  no  fee.  Contact  Paul  C.  Royce,  M.D.,  Ph.D., 
Dir.  of  Med.  Educ.,  Robert  Packer  Hosp.,  Sayre 
18840. 


INTERNAL  MEDICINE 

Altoona  Hospital;  October  5,  1972  - May  17,  1973 
AMA — Postgraduate  Seminars  for  Physicians; 
by  Jefferson  and  Penn  State;  Thurs.  morning  every 
other  week;  16  sessions;  32  hrs.  AAFP  credit 
approved  - Category  1;  fee  = $50  complete,  $5 
each.  Contact  Philip  W.  Hoovler,  M.D.,  D.M.E.,  Al- 
toona Hosp.,  Howard  Ave.  and  7th  St.,  Altoona 
16603. 


October  4,  1972  - April  18,  1973;  Philadelphia 
AMA — Internal  Medicine  Reviews;  at  Hah- 
nemann; 3 hrs.  per  day;  1 day  per  week;  27  weeks; 
81  hrs.  total;  fee  = $175.  Contact  Frederick  K. 
Heath,  M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia, 
19102. 


MALIGNANT  DISEASE 
Reading;  Fourth  Tuesday  ea.  month 
Tumor  Conference;  at  Community  General  Hos- 
pital. Contact  Harold  I.  Farber,  M.D.,  Dir.,  Tumor 
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Clinic,  Community  Gen.  Hosp.,  145  N.  Sixth  St., 
Reading  19601. 


NEPHROLOGY 

Sayre;  September  1,  1972  - August  31,  1973 
AMA — Urology-Nephrology;  at  Robert  Packer 
Hosp.;  by  Hahnemann;  1 hr.  per  day;  1 day  per  mo; 
9 days  total;  no  fee.  Contact  Paul  C.  Royce,  M.D., 
Ph  D.,  Dir.  of  Med.  Educ.,  Robert  Packer  Hosp., 
Sayre  18840. 


NEUROLOGY 

Norristown  State  Hospital;  September  11,  1972  - 
April  9,  1973 

S — Intensive  Review  of  Neurology;  I'/i  hrs.  per 
day;  1 day  per  week;  29  weeks;  36  hrs.  total;  fee 
= $100.  Contact  John  D.  Pruitt,  M.D.,  Dir.  Cont. 
Med.  Educ.,  Norristown  State  Hosp.,  Stanbridge  & 
Sterigere  Sts.,  Norristown  19401. 


Sayre;  September  1,  1972  - August  31,  1973 
AMA — Neurology;  at  Robert  Packer  Hosp.;  by 
Hahnemann;  1 hr.  per  day;  1 day  a mo;  7 days 
total;  no  fee.  Contact  Paul  C.  Royce,  M.D.,  Ph  D., 
Dir.  of  Med.  Educ.,  Robert  Packer  Hosp.,  Sayre 
18840. 


OBSTETRICS  AND  GYNECOLOGY 
Pittsburgh;  July  3,  1972  - March  1973 
Ob-Gyn  Conference;  at  St.  Margaret  Memorial 
Hospital;  1 hr.  every  Wed.,  33  weeks;  33  hrs.  AAFP 
credit  requested.  Contact  Paul  W.  Dishart,  M D , 
DME,  St.  Margaret  Mem.  Hosp.,  265  - 46th  St., 
Pittsburgh  15201. 


OTOLARYNGOLOGY 

Pittsburgh;  September  11,  1972  - May  21,  1973 
AMA — Continuing  Education  Program  in  Oto- 
laryngology; by  Pitt;  at  Eye  and  Ear  Hosp.;  2 hrs. 
per  day;  every  other  Monday;  44  hrs.  AAFP  credit 
requested.  Contact  William  M.  Cooper,  M.D.,  Dir., 
Div.  of  Cont.  Educ.,  Pitt.,  1022  Scaife  Hall,  Pitts- 
burgh 15213. 


PATHOLOGY 

Norristown;  October  11,  1972  - May  9,  1973 
S — Suburban  Pathology  Slide  Seminars;  by 
Suburban  Pathology  Soc.  of  Phila.  and  Mont- 
gomery Co.  Med.  Soc.;  at  Montgomery  Co.  Med. 
Society;  3 hrs.  per  day,  1 day  per  mo.;  fee  = $5. 
Contact  John  J.  McGraw,  Jr.,  M.D.,  Secy., 
Suburban  Pathology  Soc.  of  Phila.,  Bryn  Mawr 
Hosp.,  Bryn  Mawr  19010. 


PSYCHIATRY 

Abington  Memorial  Hospital;  January  8 - June  25, 
1973 

AMA/S — Seminars  in  Psychiatry;  by  The  Insti- 
tute of  Pa.  Hosp.;  2 hrs.  per  day;  1 day  approx, 
every  3 weeks;  total  = 16  hrs.;  fee  = $75.  Contact 
John  D.  Pruitt,  M.D.,  Coordinator  of  C.M.E.,  Ab- 
ington Mem.  Hosp.,  Abington  19001. 


Easton  Hospital,  September  25,  1972  - June  25, 
1973 

AMA — Psychiatry  in  Medical  Practice;  by  Dept, 
of  Mental  Health  Sciences  of  Hahnemann;  1'/2  hrs. 
per  day;  1 day  per  mo.;  13'/2  hrs.  AAFP  and  ACGP 
credit  requested.  Contact  Paul  J.  Fink,  M.D.  Dir.  of 
Educ.  and  Training,  Hahnemann,  230  N.  Broad 
St.,  Philadelphia  19102. 


Harrisburg;  October  6,  1972  - April  20,  1973 
AMA — Psychiatric  Problems  in  Medical  Prac- 
tice; by  Hahnemann;  at  Polyclinic  Hosp.,  1 hr.  per 
day;  1 day  per  week;  20  weeks;  AAFP  and  ACGP 
credit  requested.  Contact  Paul  J.  Fink,  M.D.,  Dir. 
Educ.  and  Training,  Hahnemann,  230  N Broad  St., 
Philadephia  19102. 


Norristown  State  Hospital;  Sept.  8,  1972  - April  13 
1973 

S — Intensive  Review  of  Psychiatry;  I’A  hrs  per 
day;  1 day  per  week;  30  weeks;  37’/2  hrs.  total;  fee 
= $100.  Contact  John  D.  Pruitt,  M D.,  Dir  Cont. 
Med.  Educ.,  Norristown  State  Hosp.  Stanbridge  & 
Sterigere  Sts.,  Norristown,  19401. 


Philadelphia;  September  5,  1972  - June  5,  1973 
AMA/S — Recent  Advances  in  Psychiatry  and  the 
Behavioral  Sciences;  by  U.  of  Pa.,  Dept,  of  Psychi- 
atry; at  the  Institute  of  Pa.  Hosp.;  1 hr.  per  day;  1 
day  per  mo.;  10  months;  fee  = $50.  Contact  Peter 
B.  Bloom,  M.D.,  Coordinator,  Institute  of  Pa 
Hosp.,  Ill  N.  49th  St„  Philadelphia  19139. 


Philadelphia;  September  20.  1972  - May  9.  1973 
AMA — Psychological  Pediatrics  Conference;  by 
Hahnemann;  at  Dept,  of  Mental  Health  Sciences; 
1 V2  hrs.  per  day;  1 day  per  week;  40'/2  hrs.  AAFP 
and  ACGP  credit  requested;  fee  =$75.  Contact 
Paul  J.  Fink,  M.D.,  Dir.  Educ.  and  Training,  Dept, 
of  Mental  Health  Sciences,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


Philadelphia;  January  8 - March  12,  1973 
AMA/S  - Behavior  Therapy;  at  Hospital  of  U.  of 
Pa.;  by  Institute  of  Pa.  Hosp.  1 day  per  week;  2 
hrs.  ea.  day;  10  days;  fee  = $100.  Contact  Peter 
B.  Bloom,  M.D.,  Coordinator,  Institute,  111  N.  49th 
St.,  Philadelphia  19139. 


Philadelphia;  January  8 - March  12,  1973 
AMA/S  - Family  Therapy;  at  Philadelphia  Child 
Guidance  Clinic;  by  Institute  of  Pa.  Hosp.;  1 day 
per  week;  2V2  hrs.  per  day;  10  days;  fee  = $100. 
Contact  Peter  B.  Bloom,  M.D.,  Coordinator,  Insti- 
tute, 111  N.  49th  St.,  Philadelphia  19139. 


Philadelphia,  January  17-31,  1973  (repeat  starting 
April  4,  1973) 

AMA/S — Self-Assessment  Test  Workshop;  by 
Dept,  of  Psychiatry,  U.  of  Pa.;  at  the  Institute  of 
Pa.  Hosp.;  4 hrs.  per  day;  1 day  per  week;  3 
weeks;  fee  = $50.  Contact  Peter  B.  Bloom,  M.D.  In- 
stitute of  the  Pa.  Hosp.,  Ill  N.  49th  St., 
Philadelphia  19139. 


Philadelphia;  March  17  - May  19,  1973 
AMA/S — Principles  and  Practice  of  Group  Psy- 
chotherapy; by  Institute  of  Pa.  Hosp.;  2 hrs.  per 
day;  1 day  per  week;  10  weeks;  fee  = $100.  Contact 
Peter  B.  Bloom,  M.D.,  Coordinator,  Institute,  111 
N.  49th  St.,  Philadelphia  19139. 


Philadelphia;  March  21  - May  23,  1973 
AMA — Adolescence  and  the  Youth  Culture;  by 
Hahnemann;  at  Dept,  of  Mental  Health  Sciences;  2 
hrs.  per  day;  1 day  per  week;  10  weeks;  20  hrs. 
AAFP  credit  requested;  fee  = $75.  Contact  Paul  J. 
Fink,  M.D.,  Dir.  of  Educ.  & Training,  Hahnemann, 
230  N.  Broad  St.,  Philadelphia  19102. 


Philadelphia,  October  5,  1972  - March  8,  1973 
AMA/S — Medical  Hypnosis;  by  Dept.  Psychia- 
try,— U.  of  Pa.;  at  the  Institute  of  Pa.  Hosp.;  4 hrs. 
per  day;  1 day  per  week;  20  weeks;  fee  = $175. 
Contact  Peter  B.  Bloom,  M.D.,  Institute  of  Pa. 
Hosp.  Ill  N.  49th  St.,  Philadelphia  19139. 


Philadelphia;  January  3 - March  7,  1973/March  14  - 
May  16,  1973. 

AMA — Seminars  in  Psychotherapy:  Short-Term, 
Crisis  and  Supportive  Therapies  (for  general  prac- 
tice and  part-time  specialist);  at  Hahnemann;  2 
hrs.  per  day;  1 day  per  week;  10  weeks;  20  hrs. 
AAFP  and  ACGP  credit  requested;  fee  = $75  for  10 
weeks  ($150  for  all  30).  Contact  Paul  J.  Fink,  M.D., 
Dir.,  Educ.  and  Training,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


Philadelphia;  October  21,  1972  - March  3,  1973 
AMA/S — Films  in  Psychiatry  and  the  Behavioral 
Sciences;  by  Dept,  of  Psychiatry  of  U.  of  Pa.  at  In- 
stitute of  Pa.  Hosp.;  4 hrs.  per  day;  1 day  per  mo.; 
fee  = $20  each  session  ($100  for  all  6).  Contact 
Peter  B.  Bloom,  M D„  Institute  of  Pa.  Hosp.,  Ill 
N.  49th  St.,  Philadelphia  19139. 


Pittsburgh;  September  7,  1972  - June  14,  1973 
Psychiatry  Seminars  in  Family  Practice;  at  St. 
Margaret  Mem.  Hosp.;  2 hrs.  per  day;  1 day  per 
week;  30  weeks;  60  hrs.  AAFP  credit  requested; 
fee  = $50  for  each  10-week  series.  Contact  Paul  W. 
Dishart,  M.D  , Dir.  of  Med.  Educ.,  St.  Margaret 
Mem.  Hosp.,  265-46th  St.,  Pittsburgh  15201. 


Pittsburgh;  January  10  - April  4,  1973 

AMA  - Seminars  in  Patient  Care;  at  Staunton 
Clinic;  by  Pitt.;  1 day  per  week;  2 hrs.  per  day;  26 
hrs.  AAFP  credit  approved;  fee  = $100.  Contact 
Rex  A.  Pittenger,  M D.,  Chief,  Staunton  Clinic, 
3601  Fifth  Ave.,  Pittsburgh  15213. 


SURGERY 

Pittsburgh;  January  9 - May  61,  1973 

AMA— Continuing  Education  in  Surgery;  at  Pitt.; 
by  Dept  of  Surgery;  21  weeks;  Tues.  and  Thurs! 
evenings;  3 hrs.  ea  evening;  126  hrs.  AAFP  credit 
requested;  fee  = $500  ($15  single  session).  Con- 
tact William  M.  Cooper,  M.D.,  Dir.,  Div.  of  Cont. 
Educ.,  Pitt,  1022-H  Scaife  Hall,  Pittsburgh  15213. 


OTHER  COURSES 
code 

C — Continuous  (Consecutive  Days) 
O — One  Day  or  Less 
PG — Postgraduate  Traineeship 
M — Multiple  Sites  (Circuit) 


ALLERGY 

Continuous  (February  5 - March  30,  1973); 

Philadelphia 

(repeat  May  7 - June  29,  1973;  and  September  3 
- October  26,  1973) 

AMA/PG — Clinical  Immunology  Tutorial  Course; 
at  Hahnemann;  7-8  hrs.  per  day;  40  days; 
fee  = $500.  Contact  Frederick  K.  Heath,  M.D  , 
Assoc.  Dean,  Sch.  of  Cont.  Educ.,  Hahnemann, 
230  N Broad  St.,  Philadelphia  19102. 


ARTHRITIS  AND  RHEUMATISM 
Continuous  (September  1972  - June  1973); 

Philadelphia 

AMA/PG — Rheumatology  Tutorial  Course;  at 
Hahnemann;  6-7  hrs.  per  day;  2 days  per  week;  4 
weeks  total;  fee  = $150.  Contact  Frederick  K. 
Heath,  M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia  19102. 


CARDIOVASCULAR  DISEASE 
Continuous  (September  1972  - June  1973); 

Philadelphia 

AMA/PG — Tutorial  Courses  (10  days  in  each 
sub-specialty — Hypertension,  clinical  and  labora- 
tory; fluid  and  electrolyte  metabolism;  dialysis);  at 
Hahnemann;  8 hrs.  per  day;  fee  = $300  per  course. 
Contact  Frederick  K.  Heath,  M.D.,  Assoc.  Dean, 
Sch.  of  Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Continuous  (October  2,  1972  - June  22,  1973); 
Philadelphia 

AMA/PG — -Tutorial  Courses  (15  days  in  each 
sub-specialty;  clinical  cardiology  and  car- 
diovascular surgery,  clinical  cardiology- 

physiology  and  phono-echo,  electrophysiology, 
cardio-hemodynamics,  cardiac  care  unit);  at  Hah- 
nemann; 6-9  hrs.  per  day;  15  days  each  course; 
fee  = $300  each  course.  Contact  Frederick  K. 
Heath,  M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia  19102. 


February  12,  1973  - Pittsburgh 
April  9,  1973  - Pittsburgh 
April  12  - 13,  1973  - Philadelphia 

M — Instructors'  Training  Courses  in  Cardiopul- 
monary Resuscitation;  by  Pa.  Heart  Assoc.,  Emer- 
gency Care  Research  Inst.,  Milton  S.  Hershey 
Med.  Center  and  Pitt;  AAFP  Elective  Credit 
Requested;  Fee  = $40  for  two  days;  $20  for  one. 
Contact  American  Heart  Assoc.,  Pa.  Affiliate,  P.O. 
Box  2435  - Harrisburg,  17105  or  your  local  Heart 
Assoc. 


March  5 - 16,  1973;  Philadelphia 
C/AMA — Core  Curriculum/Fundamentals  and 
Applied  Clinical  Cardiology;  at  Hahnemann;  by 
Hahnemann  and  Amer.  Coll,  of  Cardiology;  7 hrs. 
per  day;  10  days;  max.  enrollment=  125; 
fee  = $300.  Contact  Frederick  K.  Heath,  M.D., 
Assoc.  Dean  Sch.  of  Cont.  Educ.,  Hahnemann;  230 
N.  Broad  St.,  Philadelphia  19102. 


May  23-24,  1973;  Philadelphia 
C/AMA — The  Clinical  Manifestations  of  Congen- 
ital Heart  Disease  from  Birth  through  Adulthood; 
by  Amer.  Coll,  of  Cardiology;  fee  = $70  ($90  for 
non-members  of  ACCard  ).  Contact  Miss  Mary 
Anne  Mclnerny,  Dir.,  Dept,  of  Cont.  Educ.,  Amer. 
Coll,  of  Cardiology,  9650  Rockville  Pike, 
Bethesda,  Md.  20014 


'CHEST  DISEASES 

Continuous  (September,  1972  - December  1973); 
Philadelphia 

AMA/PG — Tutorial  Courses  (20  days  in  each 
sub-specialty;  respiratory  inhalation  therapy;  res- 
piratory intensive  care;  pulmonary  physiology; 
clinical  pulmonary  disease);  at  Hahnemann;  8-9 
hrs.  per  day;  fee  = $350  per  course.  Contact 
Frederick  K.  Heath,  M.D.,  Assoc  Dean,  Sch.  of 
Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 
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EMERGENCY  MEDICINE 
May  7-10,  1973;  Philadelphia 
AMA/PG — Emergency  Room  and  Critical  Care 
Medicine  Tutorial  Course,  at  Hahnemann;  8 hrs. 
per  day;  11  days;  fee  = $400.  Contact  Frederick 
K.  Heath,  M.D.  Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N Broad  St..  Philadelphia  19102. 


ENDOCRINOLOGY 

Continuous  (March  5-30,  1973);  Philadelphia 

(repeat  September  3-28,  1973) 

AMA/PG — Diabetes  Tutorial  Course;  at  Hah- 
nemann; 7-8  hrs.  per  day,  20  days;  fee  = $350. 
Contact  Frederick  K.  Heath,  M.D.,  Assoc.  Dean, 
Sch.  of  Cont.  Educ.,  Hahnemann,  230  N Broad  St., 
Philadelphia  19102. 


May  7 - 11,  1973;  Philadelphia 

C/AMA — Current  Advances  in  Endocrinology 
and  Diabetes  (30th  Hahnemann  Symposium);  by 
Hahnemann;  at  Marriott  Motor  Hotel;  6 hrs.  per 
day;  4'/2  days;  fee  = $175.  Contact  Frederick  K. 
Heath,  M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia  19102. 


FAMILY  MEDICINE 
March  28,  1973;  Philadelphia 
C — Office  ENT  Seminar;  by  Temple;  at  Albert  M. 
Greenfield  Center;  6 hrs.;  fee  =$35.  Contact  Albert 
J.  Finestone,  M.D.,  Asst.  Dean  for  Cont.  Educ., 
Temple,  3400  N.  Broad  St.,  Philadelphia  19140. 


GENERAL  MEDICINE 
Late  Winter;  Philadelphia 

C/PG — Retraining  Program;  at  M.C.P.;  6 weeks;  7 
hrs.  per  day;  no  fee.  Contact  Ethel  Weinberg, 
M.D.,  Assoc.  Dean,  MCP,  3300  Henry  Ave., 
Philadelphia  19129. 


As  Arranged;  Philadelphia 

PG — Preceptorship  for  Practicing  Physicians;  at 
M.C.P.;  may  be  arranged  as  1 day  per  week  in  16- 
week  block  @ $200-$300.  2 weeks  @ $250,  3 
weeks  @ $375  or  1 month  @$500;  programs  avail- 
able in  Int.  Med.,  Ob.  & Gyn.,  Pediatrics,  Psychia- 
try, Radiology  and  Surgery.  Contact  Gerald  H.  Es- 
covitz,  M.D.,  Dir.  Regional  Medical  Program  Activ- 
ities. M.C.P  , 3300  Henry  Ave.,  Philadelphia  19129. 


Continuous  (September  11,  1972  - June  22,  1973), 
Philadelphia 

AMA/PG — Basic  Tutorial  Course;  at  Hah- 
nemann; 7-8  hrs.  per  day;  60  days;  fee=  $700. 
Contact  Frederick  K.  Heath,  M.D  , Assoc.  Dean, 
Sch.  of  Cont.  Educ.,  Hahnemann,  230  N Broad  St., 
Philadelphia  19102. 


February  14,  1973  - Allentown 
February  15,  1973  - King  of  Prussia 
February  28,  1973  - Scranton 
March  1,  1973  - Williamsport 
March  7,  1973  - Greensburg 
March  8,  1973  - Altoona 
March  21,  1973  - Butler 
March  22,  1973  - Erie 

AMA/M — Drug  Abuse  Training  Institute;  by  PMS 
and  various  other  agencies;  4 hrs.  ea.  location. 
Contact  Terry  R.  Lenker,  PMS,  20  Erford  Rd., 
Lemoyne  17043. 


INTERNAL  MEDICINE 
March  7,  1973;  Philadelphia 
O — Management  of  the  Patient  with  Hyperlipi- 
demia; at  and  by  MCP;  six  hrs.;  AAFP  credit 
requested;  fee  = $35.  Contact  G.H.  Escovitz,  M.D  , 
Assoc.  Dean.  MCP,  3300  Henry  Ave.,  Philadelphia 
19129. 


March  19-21,  1973;  Philadelphia 
C/AMA — Nephrology  for  Today's  Practicing  In- 
ternist; by  Hahnemann;  at  Holiday  Inn  (Penn 
Center);  8 hrs.  per  day;  3 days;  max.  enrollment  = 
150;  fee  = $125.  Contact  Frederick  K.  Heath, 
M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Educ.,  Hah- 
nemann, 230  N.  Broad  St.,  Philadelphia  19102. 


April  24-27,  1973;  Philadelphia 

C/AMA — Pulmonary  Disease;  by  Amer.  Coll,  of 
Physicians;  at  U.  of  Pa.;  Director  = Alfred 
Fishman,  M.D.;  fee  = $80  for  members  of  A. C.P. 
(others  on  request).  Contact  Amer.  Coll,  of 
Physicians,  4200  Pine  St.,  Philadelphia  19104. 


MALIGNANT  DISEASE 

Continuous  (October  2,  1972  - April  27,  1973); 
Philadelphia 

AMA/PG — Hematology  and  Medical  Oncology 
Tutorial  Course;  at  Hahnemann  8-9  hrs.  per  day  20 
days  ea.  course;  fee  = $400.  Contact  Frederick  K. 
Heath,  M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia  19102. 


NEUROLOGY 

Continuous  (October  2,  1972  - June  22,  1973); 
Philadelphia 

AMA/PG — Tutorial  Courses  (60  days  in  each 
sub-specialty — adult  neurology,  neuropathology, 
pediatric  neurology);  at  Hahnemann;  5-6  hrs.  per 
day;  310  hrs.  total  ea.  course;  fee  = $1,000  per 
course.  Contact  Frederick  K.  Heath,  M.D.,  Assoc. 
Dean,  Sch.  of  Cont.  Educ.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


OPHTHALMOLOGY 
March  9 and  10,  1973;  Philadelphia 
C/S — Macular  Disease;  by  Wills  Eye  Hosp.;  at 


Philadelphia  Co.  Med.  Soc.  Bldg.;  7 hrs.  ea.  day. 
Contact  Williams  Tasman,  M.D.,  187  E.  Evergreen 
Ave.,  Philadelphia  19118. 


May  10  and  11,  1973;  Philadelphia 
C/S— Pediatric  Ophthalmology;  by  Wills  Eye 
Hosp.;  at  Philadelphia  Co.  Medical  Society;  8 hrs. 
per  day;  2 days.  Contact  R.D.  Harley,  M.D.,  Dir. 
Pediatric  Ophthalmology,  St.  Christopher's  Hosp. 
for  Children,  2600  N.  Lawrence  St.,  Philadelphia 
19133. 


OPHTHALMOLOGY  & OTOLARYNGOLOGY 
February  11  - 17,  1973;  Pittsburgh 

AMA/S/C — Anatomy  and  Surgery  of  the  Nose;  by 
Pitt;  at  Eye  and  Ear  Hosp.;  Course  Direc- 
tor  = Kennet  H.  Hinderer,  M.D.;  fee  = $500.  Contact 
William  M.  Cooper,  M.D.,  Dir.,  Div.  of  Cont.  Educ., 
Pitt.,  1022-H  Scaife  Hall,  Pittsburgh  15213. 


April  23-25,  1973;  Pittsburgh 

AMA/S/C — Strabismus;  by  Pitt;  at  Eye  and  Ear 
Hosp.;  Course  Director  = David  A.  Hiles,  M.D.; 
fee  = $200.  Contact  William  M.  Cooper,  M.D.,  Dir., 
Div.  of  Cont.  Educ.,  Pitt.,  1022-H  Scaife  Hall,  Pitts- 
burgh 15213. 


May  4-5,  1973;  Pittsburgh 
AMA/S/C — Pediatric  Otolaryngology;  by  Pitt;  at 
Eye  and  Ear  Hosp  ; Course  Director-Herman 
Felder,  M.D.;  fee  = $100.  Contact  William  M.  Coo- 
per, M.D.,  Dir.,  Div.  of  Cont.  Educ.,  Pitt.,  1022-H 
Scaife  Hall,  Pittsburgh  15213. 


May  9-11,  1973;  Pittsburgh 
AMA/S/C — Ophthalmic  Micro-Surgery;  by  Pitt;  at 
Eye  and  Ear  Kosp.;  Course  Director-Jay  G.  Linn, 
Jr.,  M D ; fee  = $400.  Contact  William  M.  Cooper, 
M.D.,  Dir.,  Div.  of  Cont.  Educ.,  Pitt.,  1022-H  Scaife 
Hall,  Pittsburgh  15213. 


PEDIATRICS 

May  8-11,  1973;  Philadelphia 
C — Twenty-second  Seminar  in  Pediatrics;  by 
Temple;  at  St.  Christopher's  Hosp.;  7 hrs.  per  day; 
4 days;  28  hrs.  AAFP  credit  requested;  fee  = $100. 
Contact  John  B Bartram,  M.D  , St.  Christopher's 
Hosp.  for  Children,  2600  N Lawrence  St., 
Philadelphia  19133. 


RADIOLOGY 

Continuous  (October,  1972  - June,  1973); 

Philadelphia 

AMA/PG — Tutorial  Course/Cardiac  Radiology 
and  Angiography;  at  Hahnemann;  8 hrs.  per  day, 
15  days;  fee  = $300.  Contact  Frederick  K.  Heath, 
M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Educ.,  Hah- 
nemann, 230  N.  Broad  St.,  Philadelphia  19102. 


newly  developed  Criteria  for  Inpatient  Medical  Care  now  available 

Pennsylvania  Medical  Society 

Contains  criteria  for  75  common  diagnoses  and  surgical  procedures  designed  for  use  by  groups  en- 
gaged in  inpatient  utilization  review  and  medical  audit. 

This  booklet — was  produced  as  an  activity  of  the  PMS  Specialty  Advisory  Committee,  was  based 
upon,  and  is  the  successor  to  the  Criteria  for  Effective  Utilization  Review,  developed  by  the  Hospital 
Utilization  Project  in  1963,  revised  in  1969. 

Copies  are  available  free  to  Pennsylvania  providers.  A nominal  charge  is  made  for  out-of-state 
requests. 


Name  

Address 

Occupation  and/or  organization 

Hospital  Affiliation,  if  any 

Number  of  copies  requested 
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PHYSICIANS  WANTED 

Wanted — Interns  and  residents  with 
health  professions  loans  to  investigate 
the  many  attractive  practice  opportu- 
nities in  the  twenty-one  Pennsylvania 
counties  declared  shortage  areas,  per- 
mitting cancellation  of  50  percent  of 
loan.  For  further  details  contact  The 
Educational  and  Scientific  Trust,  20 
Erford  Road,  Lemoyne,  Pa.  17043. 

Internist,  orthopedic  surgeon,  derma- 
tologist, psychiatrist—  Board  Certified 
or  Board  Eligible.  To  join  small  group 
with  modern  offices  in  beautiful,  rapid- 
ly growing  community  with  full  hospi- 
tal privileges  available.  Write:  Ralph  J. 
Miller,  M.D.,  Heatherbrae  Square,  In- 
diana, Pennsylvania  15701. 

Orthopedic  Surgeon  wanted— As- 

sociate for  well  established  clinic  in 
Eastern  Pennsylvania.  Under  36  years. 
Partnership  after  Wi  years.  No  invest- 
ment needed.  Board  eligibility 
required.  W'rite  Department  612,  Penn- 
sylvania Medicine,  20  Erford  Rd.. 
Lemoyne.  Pa.  17043. 

Psychiatrists  and  Physicians — 

Accredited  Hospital:  Affiliated  with 
approved  general  hospital  for  all  medi- 
cal and  surgical  treatments  as  required. 
$20,629  to  $30,540;  Limited  housing 
possible.  Pennsylvania  license  required. 
Robert  L.  Gatski,  M.D.,  Director,  State 
Hospital,  Danville,  Pa.  17821. 

Physical  Medicine  and  Rehabilitation. 

Staff  physiatrist  for  an  active, 
comprehensive  Rehabilitation  Center. 
Latest  facilities  and  equipment.  Quali- 
fied supportive  staff.  Favorable  geo- 
graphic area.  Extensive  educational, 
religious,  and  recreational  facilities 
available.  Write:  Sister  Margaret  Ann, 
Assistant  Administrator,  St.  Vincent 
Hospital.  Box  740,  Erie.  Pa.  16512. 

Life  Insurance  Medicine — Assistant 
medical  director — Major  Life  Com- 
pany. April  1973.  Full  time.  Excellent 
career  opportunity.  Internal  Medicine 
preferred.  Age  under  40,  good  health 
required.  Write  or  phone  Medical 
Department.  Life  Insurance  Company 
of  North  America,  1600  Arch  St., 
Philadelphia,  Pa.  19101.  Telephone 
(215)  241-4994. 


Emergency  Room  Physician — Forty 
hour  week.  No  Saturdays,  Sundays, 
nights,  etc.  $30,000  plus  fringe. 
Progressive  350-bed  general  hospital. 
Call:  Dr.  L.  Saidman,  Director  of 
Emergency  Services.  Telephone:  (717) 
823-1121. 

Urologist — Needed  in  College  Town 
with  drawing  population  of  20,000. 
Located  at  intersection  of  1-79  and  1- 
80.  Growing  area,  clean  air,  good 
schools  in  Western  Pennsylvania. 
Guarantee  negotiable — Contact  Mr. 
J.A.  Colaizzi,  Administrator,  Grove 
City  Hospital,  Grove  City,  Pa.  16127. 

Ophthalmologist — Needed  in  College 
Town  with  drawing  population  of 
20.000.  Located  at  intersection  of  1-79 
and  1-80.  Growing  area,  clean  air, 
good  schools  in  Western  Pennsylvania. 
Guarantee  negotiable — Contact  Mr. 
J.A.  Colaizzi,  Administrator,  Grove 
City  Hospital,  Grove  City,  Pa.  16127. 

Excellent  opportunity  for  a general  sur- 
geon. Rapidly  developing  resort  area 
with  hunting,  fishing,  and  winter 
sports.  Fully  accredited,  60-bed  hospi- 
tal, just  completing  a million  dollar 
modernization  program.  Contact 
James  M.  Brown,  Administrator, 
Meyersdale  Community  Hospital, 
Meyersdale,  Pa.  15552. 

Chief  Emergency  Room  Physician— 

Pennsylvania  licensed  physician  to 
direct  operation  of  and  provide  service 
in  E.R.  of  growing  200-bed  hospital. 


Call  or  submit  resume  to:  R.D.  Jones, 
Jr.,  Asst.  Director.  Telephone:  (412) 
351-3800.  Ext.  334.  Braddock  General 
Hospital,  412  Holland  Avenue,  Brad- 
dock,  Pa.  15104.  An  equal  opportunity 
employer. 

Wanted:  Established  seven-man  emer- 
gency room  physicians’  group  desires 
expansion  to  staff  Emergency  Room 
for  progressive  600-bed  medical  center. 
Averages  43,000  outpatients  per 
annum.  Population  145,000.  Ideal 
year-round  climate.  Excellent  compen- 
sation and  working  conditions.  Ade- 
quate leisure  time.  Send  complete 
resume  to:  Damon  D.  King.  Adminis- 
trator; Medical  Center  of  Central 
Georgia;  P.O.  Box  6000;  777  Hemlock 
St.,  Macon,  Georgia  3 1 208. 

Attention:  Radiologists — Rare  oppor- 
tunity! Lebanon,  Pa.  New  modern, 
brick,  one  story  medical  office  suite 
comprising  two  offices,  one  of  which 
was  specially  constructed  for  radiology 
usage.  Doctor  presently  occupying 
premises  retiring  from  practice.  No 
other  radiologist  in  private  practice  in 
Lebanon  County.  Suite  located  in  med- 
ical complex  housing  over  twenty  medi- 
cal specialists.  For  full  particulars  call: 
Geller  Real  Estate  Co.,  Realtors,  773 
Cumberland  St.,  Lebanon,  Pa.  Tele- 
phone: (717)  272-5637. 

Hospital  Superintendents  $26,367- 

$33,695 — Major  new  directions  in 
programming  for  the  mentally  ill  in 
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Rd..  Lemoyne.  Pennsylvania  17043.  The  right  is  reserved  to  reject  or 
modify  copy  to  conform  with  publication  rules. 

DEPARTMENT  NUMBERS — Advertisers  using  department  numbers 
forbid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to 
such  advertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two  initials  of  a 
name,  each  abbreviation,  isolated  numbers,  groups  of  numbers, 
hyphenated  words  Count  name  and  address  as  five  words,  telephone 
number  as  one.  and  ‘ Write  Department...,  PENNSYLVANIA  MEDICINE, 

as  five 
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Pennsylvania  have  moved  our  inpatient 
services  toward  a more  modern  treat- 
ment base  in  conjunction  with  an  ex- 
panding community  mental  health 
system.  Seven  of  our  mental  hospitals 
across  the  state  are  seeking  superin- 
tendents. Candidates  should  have  a 
Pennsylvania  Medical  License  and  six 
years  of  clinical  experience  in  the  care 
and  treatment  of  the  mentally  ill  or 
mentally  retarded  including  four  years 
in  an  administrative  or  supervisory  ca- 
pacity and  Board  Certification  or  eligi- 
bility for  certification  as  either  a pedia- 
trician, psychiatrist,  neurologist  or  in- 
ternist. Qualified  applicants  should 
address  inquiries  to  Dr.  William  Beach, 
Jr.,  Deputy  Secretary  for  MH/MR, 
Room  308,  Health  and  Welfare  Build- 
ing, Harrisburg,  Pa.  17120. 


FOR  RENT 

Two  physicians'  offices  for  rent. — 

Front  and  State  Streets,  Harrisburg — 
680  square  feet  of  space;  102  State 
Street,  Harrisburg — 600  square  feet  of 
space.  For  further  information,  please 
telephone  (717)  766-4124. 


Prime  Medical  Office  Space — West 
Shore  Harrisburg.  First  Class  building 
in  progress.  Will  design  to  suit.  Oc- 
cupancy about  May  1,  1973.  Approxi- 
mately 1500  square  feet  for  lease.  Con- 
tact: Gerald  D.  Kaspar,  D.P.M.,  1704 
Lincoln  Dr.,  Camp  Hill,  Pa.  17011. 
Telephone:  (717)  238-3960. 

3,000  square  feet  available  in  new  Med- 
ical Building  in  Lawrence  Park  Shop- 
ping Center,  Delaware  County,  Penn- 
sylvania. Fourteen  busy  physicians  oc- 
cupy building.  Will  subdivide.  Ex- 
cellent for  OB,  GYN,  ENT,  Ophthal- 
mology, Dermatology.  Telephone: 
(215) 356-1533. 

FOR  SALE 

Physician’s  office — fully  equipped. 
Furnished  or  unfurnished.  Six  rooms, 
suitable  for  family  practice  or  other 
specialty.  Very  close  to  hospital. 
Located  in  beautiful  central  Pennsyl- 
vania. Write  Box  606,  Pennsylvania 
Medicine,  20  Erford  Rd.,  Lemoyne, 
Pa.  17043.  Present  owner  plans  to  re- 
tire. 
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TREAT  THE  SYMPTOMS  IN  THE  GERIATRIC  PATIENT 


APATHY  • IRRITABILITY 
FORGETFULNESS  • CONFUSION 


Cerebro- 

Nicin 


A GENTLE  CEREBRAL 
STIMULANT  & VASODILATOR 
FOR  GERIATRIC  PATIENTS 

CEREBRO-NICIN®  double-blind  study* 
shows  how  some  senile  symptoms  can  be  treated. 
Four  times  as  many  aging  patients  showed 
striking  improvement 

Each  CEREBRO-NICIN  capsule  contains: 

Pentylenetetrazole 100  mg.  • Nicotinic  Acid  ...100  mg. 

Ascorbic  Acid  100  mg.  • Thiamine  HCI  25  mg. 

I-Glutamic  Acid  .-..50  mg.  • Niacinamide  5 mg. 

Riboflavin  2 mg.  • P^ridoxine  HCI  3 mg. 

AVAILABLE:  Bottles  100,  500,  1000 

SIDE  EFFECTS:  Most  persons  experience  a flushing  and  tin- 
gling sensation  after  taking  a higher  potency  nicotinic  acid. 
As  a secondary  reaction  some  will  complain  of  nausea,  sweat- 
ing and  abdominal  cramps.  The  reaction  is  usually  transient. 
INDICATIONS:  As  a cerebral  stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC  DOSAGE:  One  capsule  three  times 
daily  adjusted  to  the  individual  patient. 

WARNING:  Overdosage  may  cause  muscle  tremor  and  con- 
vulsions. 

CONTRAINDICATIONS:  Epilepsy  or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. Keep  out  of  reach  of  children. 

Write  lor  literature  and  samples  . . . 

f bkpIMJw  tup  BROWN  PHARMACEUTICAL  CO. 

2500  W.  6th  St.,  Los  Angeles,  Calif.  90057 

‘AVAILABLE  ON  REQUEST:  Ronald  I.  Goldberg,  M.D.  & Franklin  I.  Shuman,  M.D. 
Double-blind  study  on  the  treatment  of  mentally  confused  patients.  Reprinted 
from  the  Journal  of  the  American  Geriatrics  Society,  Vol.  XII,  No.  6,  June  1964. 
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obituaries 


• Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 


• Charles  B.  Reitz,  Summit,  N.J.; 
Hahnemann  Medical  College,  1913; 
age  82;  died  October  27,  1972.  Dr. 
Reitz  was  formerly  consulting  patholo- 
gist at  Allentown  State  and  Coaldale* 
Hospitals.  He  was  an  emeritus  fellow 
of  the  American  College  of  Clinical 
Pathology  and  a diplomate  of  the 
American  Board  of  Pathology.  He  is 
survived  by  a sister. 

• Joseph  Robinson,  Philadelphia; 
Hahnemann  Medical  College,  1942; 
age  59;  died  November  6,  1972.  He 
was  director  of  the  Philadelphia  Psy- 
chiatric Center  and  was  a psycho- 
analyst at  Philadelphia  General  Hospi- 
tal. He  is  survived  by  his  wife,  a 
daughter,  a son,  a sister,  and  three 
brothers. 

• Joseph  D.  Rutherford,  Allentown; 
Temple  University  School  of  Medi- 
cine, 1923;  age  76;  died  September  12, 
1972.  He  was  a charter  member  of  the 
Society  of  Investigative  Dermatology. 
His  wife  and  a daughter  survive  him. 

• Howard  F.  Straub,  Morrisville; 
Hahnemann  Medical  College,  1926; 
age  78;  died  August  24,  1972.  He  had 
served  for  ten  years  on  the  staff  at 
Selinsgrove  State  School  and  Hospital 
prior  to  his  retirement  in  1966.  He  is 
survived  by  his  wife,  a daughter,  and  a 
brother,  Charles  W.  Straub,  M.D., 
Middleburg. 

• William  H.  Summers,  Goulds- 
boro;  Jefferson  Medical  College,  1920; 
age  75;  died  October  2,  1972.  He  was 
chief  medical  officer  for  the  Veterans 
Administration  in  Wilkes-Barre  for  a 
number  of  years.  He  is  survived  by  his 
wife. 

• Albert  J.  Zimmerman,  Philadel- 
phia; Hahnemann  Medical  College, 
1938;  age  60;  died  September  2,  1972. 
Information  regarding  survivors  is  not 
available. 

• Edgar  F.  Bechtel,  Pottsville;  Uni- 
versity of  Pennsylvania  School  of 
Medicine,  1948;  age  48;  died  No- 
vember 23,  1972.  Dr.  Bechtel  served 
on  the  Wilkes-Barre  Veterans  Ad- 
ministration Hospital  staff.  He  is  sur- 
vived by  his  wife,  one  son,  six  daugh- 
ters and  his  mother. 

•Warren  H.  Fake,  Ephrata;  Hah- 
nemann Medical  College,  1927;  age 
74;  died  November  3,  1972.  Dr.  Fake 
was  a founder  of  the  Ephrata  Commu- 


nity Hospital  and  was  a member  of  the 
board  of  trustees  at  Embreeville  State 
Hospital.  He  is  survived  by  his  wife 
and  four  daughters. 

• Hubert  N.  Jones,  Wilkes-Barre; 
Hahnemann  Medical  College,  1932; 
age  65;  died  November  17,  1972.  He 
had  been  a member  of  the  medical 
staff  of  Wyoming  Valley  Hospital  for 
nearly  forty  years.  He  is  survived  by 
his  wife,  two  sons  and  a sister. 

• Fred  C.  Koenig,  Pittsburgh;  Uni- 
versity of  Pittsburgh,  1923;  age  76; 
died  December  1,  1972.  His  wife,  two 
daughters  and  two  sons  survive  him. 

• Benjamin  O.  Oliver,  Philadelphia; 
Temple  University  School  of  Medi- 
cine, 1912;  age  86;  died  November  13, 
1972.  Dr.  Oliver  was  a member  of  the 
Pennsylvania  Thoracic  Society.  His 
wife  and  two  daughters  survive  him. 

• Marshall  C.  Rumbaugh,  Kingston; 
Jefferson  Medical  College.  1908;  age 
90;  died  December  8,  1972.  Dr.  Rum- 
baugh was  a member  of  the  founders' 
committee  of  Thomas  Jefferson  Uni- 
versity. He  was  a fellow  of  the  Ameri- 
can and  International  Colleges  of  Sur- 
geons. He  is  survived  by  a son, 
Marshall  U.  Rumbaugh,  M.D.,  Kings- 
ton; a brother,  U.D.  Rumbaugh,  M.D., 
Kingston;  and  a sister. 

•Allen  J.  Simpson,  Jr.,  McKees- 
port; University  of  Pittsburgh  School 
of  Medicine,  1939;  age  57;  died 
December  10,  1972.  He  is  survived  by 
his  wife  and  four  daughters. 

• John  B.  Skurkay,  Monessen;  Jef- 
ferson Medical  College,  1924;  age  72; 
died  November  22,  1972.  He  was  chief 
medical  advisor  for  the  United  Rus- 
sian Orthodox  Brotherhood  of 
America  and  was  on  the  staff  of  the 
Charleroi  Division  of  Mon-Valley 
Hospital.  Two  sisters  survive  him. 

• Wm.  Baird  Stuart,  Carlisle;  Uni- 
versity of  Pennsylvania  College  of 
Medicine,  1917;  age  79;  died  De- 
cember 12,  1972.  He  was  a fellow  of 
the  American  College  of  Surgeons.  His 
wife,  two  sons,  a daughter  and  a sister 
survive  him. 

• Robert  E.  Wise,  Hanover;  Jef- 
ferson Medical  College,  1937;  age  61; 
died  November  21,  1972.  He  is  sur- 
vived by  his  wife. 

• Charles  R.  Wood,  Wesleyville; 


University  of  Toronto  School  of  Medi- 
cine, Toronto,  Canada,  1927;  age  71; 
died  November  12,  1972.  His  wife  and 
a son  survive  him. 

Lloyd  H.  Feick,  Reading;  Universi- 
ty of  Maryland  Medical  College,  1902; 
age  92;  died  November  27,  1972.  Two 
daughters  and  a son,  Ralph  H.  Feick, 
M.D.,  Reading,  survive  him. 

William  A.  Applegate,  St.  Johns, 
Virgin  Islands;  University  of  Pennsyl- 
vania School  of  Medicine;  age  76;  died 
October  9,  1972.  He  had  practiced 
medicine  in  Sharon  for  twenty-five 
years  before  moving  to  the  islands.  He 
was  employed  by  the  Virgin  Island 
Medical  Service  and  also  had  a private 
practice.  He  is  survived  by  a son  and  a 
daughter. 

Robert  A.  Leman,  Meadowbrook; 
Hahnemann  Medical  College,  1925; 
age  72;  died  October  30,  1972.  His 
wife  survives  him. 

Wilbur  Merkley,  Carlisle;  Queens 
University  School  of  Medicine,  Kings- 
ton, Ontario,  Canada,  1927;  age  87; 
died  October  30,  1972.  He  is  survived 
by  his  wife  and  three  daughters. 

David  S.  Seller,  Philadelphia;  Uni- 
versity of  Pennsylvania  School  of 
Medicine,  1922;  age  72;  died  No- 
vember 9,  1972.  He  was  formerly  a 
physician  with  the  Philadelphia  Health 
Department.  Survivors  include  his 
wife,  a son.  Dr.  Robert  T.  Seller,  two 
sisters,  and  two  brothers. 

Elizabeth  D,  Wilson,  West  Chester; 
Women’s  Medical  College,  1919;  age 
86;  died  November  8,  1972.  She  had 
served  as  director  of  the  laboratory  at 
the  Medical  College  of  Pennsylvania 
and  as  an  instructor  in  pathology  at 
the  University  of  Pennsylvania  Medi- 
cal School.  She  is  survived  by  a 
brother  and  a sister. 

John  H.  Zimmerman,  Camp  Hill; 
University  of  Rochester  School  of 
Medicine,  1935;  age  63;  died  October 
23,  1972.  He  had  served  as  superin- 
tendent of  Cresson  State  School  and 
Hospital,  White  Haven  School  and 
Hospital,  and  Selinsgrove  State  School 
and  Hospital.  He  was  a member  of  the 
American  Academy  of  Pediatrics  and 
the  Pennsylvania  Association  of  Pedi- 
atrics. He  is  survived  by  his  wife,  a 
daughter,  a son,  a sister,  and  a brother. 


64 


PENNSYLVANIA  MEDICINE 


tisement 


“The  history  of  science,  and  in 
particular  the  history  of  medicine . . . is . . . 

the  history  of  man's  reactions  to  the 
truth,  the  history  of  the  grad  tail  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art  ” 


Are  combination  drug 
products  useful  in  treatment 
involving  concomitant  use 
of  two  or  more  drugs? 


62.9% 

Believe  combination  drug 
products  are  useful. 

13.8% 

Do  not  believe  combination  drug 
products  are  useful. 


Are  combination  drug  product* 
useful  in  treatment  involving 
concomitant  use  of  two  or  more  drugs! 


Opinion  ( 
Dialogue 


Doctor  of  Medicine 


Louis  Lasagna,  M.D. 
Professor  and  Chairman 
Department  of 
Pharmacology  & Toxicology 
University  of  Rochester 
School  of  Medicine 
and  Dentistry 


Mk. 


Obviously,  many  drugs 
are  given  concomitantly. 
Whether  it  makes  sense  to 
combine  medications  in  one 
preparation,  be  it  capsule, 
tablet,  or  liquid,  is  a ques- 
tion that  can  be  answered 
only  by  examining  the  ad- 
vantages and  disadvantages 
in  the  individual  case. 

Among  the  advantages 
is,  first  of  all.  convenience 
The  more  medications  that 
are  taken  concurrently  and 
the  more  complicated  the 
directions,  the  less  likely 
the  patient  is  to  take  medi- 
cations accurately.  From 
the  standpoint  of  conven- 
ience and  accuracy,  and 
economy  as  well,  you  can 
make  an  important  case  for 
putting  medications  to- 
gether in  one  preparation,  as 
long  as  they  are  compatible. 

By  the  same  token,  when 
you  prescribe  a properly 
tested  and  rational  com- 
bination, you  should  have 
less  worry  about  pharma- 
ceutical or  pharmacological 
compatibility  — and  about 
reasonable  dosage  ratios  as 
well.  Compatibility  of  the 
formulation  should  he  dem- 
onstrated in  the  laboratory 
and  clinic  before  the  prod- 
uct is  available  for  pre- 
scription—which  is  more 
than  can  usually  be  said  for 


the  physician’s  own  spon- 
taneous creations.  And,  the 
dosage  ratios  employed  in 
rational  precompounded 
combinations  are  designed 
to  meet  the  needs  of  sub- 
stantial numbers  of  “typi- 
cal'’ patients. 

There  is  no  doubt  that 
many  “atypical’’  patients 
are  to  he  found,  and  for 
them  the  prefabricated 
combination  must  he  re- 
jected. But  that  hardly 
argues  for  eliminating  ra- 
tional combinations  from 
the  market.  Think,  for  ex- 
ample, of  the  problems  that 
would  arise  if  the  compo- 
nents of  widely  accepted 
combinations,  like  the  oral 
contraceptives  and  the  diu- 
retic-anti hypertensives.  al- 
ways had  to  be  prescribed, 
purchased  and  ingested 
separately. 

One  disadvantage  that 
comes  to  mind  is  some  doc- 
tors’ unawareness  of  the 
ingredients  a given  combin- 
ation contains.  For  ex- 
ample, a doctor  might  know 
that  a patient  is  allergic  to 
aspirin  but  forget  that  a 
certain  analgesic  mixture, 
which  he  knows  only  by  its 
trade  name,  contains  aspi- 
rin. His  prescription,  then, 
causes  considerable  dis- 
comfort, to  say  the  least. 
This  problem  is  a function 
of  physician  education, 
rather  than  of  combination 
therapy  as  such.  Improving 
doctors’  knowledge  about 
all  medicaments  they  pre- 
scribe is  a problem  that  de- 
serves tackling  on  its  own. 

Another  accusation  lev- 
eled at  combination  drugs 
is  that  they  encourage 
sloppiness  of  diagnosis  and 
treatment.  In  many  cases, 
however,  a combination 
may  prove  to  be  the  most 
effective  choice.  A good  ex- 


ample of  the  usefulness  of 
combinations  appears  in  a 
recent  article  in  the  Jour- 
nal of  Chronic  Diseases  on 
the  efficacy  and  side  effects 
of  an  anti  hypertensive  con- 
taining three  ingredients, 
in  which  the  track  records 
of  the  combination  drug 
and  the  individual  ingredi- 
ents were  compared.  Inter- 
estingly enough,  whether 
the  clrugs  were  given  indi- 
vidually or  together,  inci- 
dence and  severity  of  side 
effects  were  the  same.  But 
blood  pressure  control  was 
invariably  better  when  the 
drugs  were  taken  in  one 
combination  tablet  than 
when  they  were  taken  sep- 
arately (in  “titratable"  dos- 
age) or  in  two  or  three 
different  tablets. 

Deciding  which  combina- 
tions constitute  rational 
therapy  obviously  leads  to 
a discussion  of  who  is  to 
determine  which  should  be 
used  and  which  should  not. 
Realistically,  I think  com- 
binations should  be  evalu- 
ated somewhat  differently 
if  they  are  old  and  estab- 
lished or  new  and  untried. 

In  today’s  regulatory 
atmosphere,  there  is  no 
possibility  of  a new  com- 
bination being  put  on  the 
market  without  a substan- 
tial amount  of  acceptable 
evidence  in  the  form  of 
controlled  trials  that  show 
it  to  be  safe  and  efficacious. 
On  the  other  hand,  I be- 
lieve a different  set  of 
standards  should  apply  to 
combination  preparations 
that  have  been  around  for 
a long  time.  In  other  words, 
physician  acceptance  over 
a long  period  should  be 
given  some  weight  as  evi- 
dence of  the  efficacy  and 
safety  of  these  drugs. 

The  FDA,  however,  does 
not  seem  to  share  this  at- 
titude. It  often  requires, 
for  these  older  products, 
controlled  trials  that  will 
monopolize  the  time  of  al- 
ready overtired  investiga- 


tors and  cost  a greal  d< 
of  money.  I wish  we  coi| 
agree  on  a “grandfat 
clause’’  approach  to  prej 
rations  that  have  been  ini 
for  a number  of  years  a 
that  have  an  apparent 
satisfactory  track  record 
For  example,  I thi| 
some  of  the  antibiotic  co 
hinations  that  were  tak| 
off  the  market  by  the  FI 
performed  quite  well.  I 
thinking  particularly 
penicillin  - streptomyt 
combinations  that  patie:] 

— especially  surgical 
tients  — were  given  in  c 
injection.  This  made 
less  discomfort  for  the 
tient,  less  demand 
nurses’  time,  and  few  ... 
opportunities  for  doss 
errors.  To  take  sucl 
preparation  off  the  mar: 
doesn't  seem  to  he  gc 
medicine,  unless  actual 
age  showed  a great  deal 
harm  from  the  injecti 
(rather  than  the  proj 
use)  of  the  combination 
The  point  that  should 
emphasized  is  that  th 
are  both  rational  and  ir  ’ 
tional  combinations.  T 
real  question  is,  who  sho<  tn 
determine  which  is  whi 
Obviously,  the  FDA  m 
play  a major  role  in  m 
ing  this  determination.  «n 
fact,  I don’t  think  it  < 
avoid  taking  the  ultim 
responsibility,  but  it  sho 
enlist  the  help  of  outs 
physicians  and  experts 
assessing  the  evidence  i 
in  making  the  ultimate 
cision. 
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combinations  generally. 
Obviously,  no  one  should 
be  exposed  willy-nilly  to 
the  potential  side  effects  of 
two  or  three  antibiotics 
when  only  one  is  needed. 
At  the  same  time  there  are 
cases  where  it  is  prudent 
to  prescribe  more  than  one. 
The  clinician  is  the  judge 
in  these  circumstances,  as 
he  should  be. 

There  is  no  clear  defini- 
tion of  the  word  rational. 
Most  persons,  I suppose, 
would  find  it  synonymous 
with  reasonable,  hut  in 
many  circumstances  it 
may  best  be  defined  as  the 
opinion  of  those  in  power 
at  the  moment. 

Other  factors  govern  com- 
bi nation  therapy,  not  the 
least  of  which  has  been  its 
broad  use  by  practicing  phy- 
sicians anxious  to  achieve 
convenience  in  prescribing, 
to  reduce  medication  error, 
and  to  save  money  for  their 
patients.  Combinations 
clearly  have  met  the  test 
on  all  three  counts. 

I have  been  impressed  by 
studies  showing  that  the 
rate  of  error  climbs  mark- 
edly with  the  number  of 
medications  to  be  taken, 
even  with  sophisticated  pa- 
tients. When  medically 
justified,  therefore,  this  fac- 
tor alone  supports  the  logic 
of  combination  therapy. 

The  cost  argument  for 
combinations  appears  to  be 
irrefutable.  In  1971,  R.  A. 
Gosselin  studied  the  71 
combination  products  (ex- 
cluding oral  contraceptives) 
among  the  200  most  pre- 
scribed drugs.  The  study 
found  that  if  all  71  products 
were  discontinued,  and  if 
each  ingredient  in  these 
combinations  were  pre- 
scribed separately,  the 
price  of  medicines  to  pa- 
tients would  jump  by 
$443.2  million  on  a national 
basis!  At  a time  when  the 
cost  of  medical  care  is  un- 
der so  much  fire,  it  would 
he  nonsensical  to  boost 
costs  without  clearly  irre- 


futable medical  reasons. 

The  part  played  by  gov- 
ernment on  this  question, 
of  course,  is  fundamental. 
The  FDA  should  play  a 
role  in  determining  which 
combinations  are  reason- 
able. That  role,  as  defined 
by  law  and  regulation,  is  to 
ensure  that  any  medication 
on  the  market  is  safe  and 
effective  in  line  with  its 
label  claims.  Certainly  com- 
binations are  entitled  to  as 
much  consideration  as  sin- 
gle entities  — neither  more 
nor  less.  So  long  as  the  ad- 
dition of  one  drug  to  an- 
other does  not  make  either 
less  safe,  or  less  effective, 
so  long  as  they  are  com- 
patible in  a formulation, 
we  have  a reasonable  prod- 
uct. It  makes  no  sense  to 
recommend  the  use  of  two 
products  for  certain  condi- 
tions and  to  deny  their  be- 
ing combined  in  a single 
form.  An  unhappy  side  ef- 
fect of  the  problem  con- 
cerns the  efficacy  panel  dis- 
cussions of  many  products 
submitted  for  review.  The 
term  “effective,  hut’’  has 
been  freely  interpreted  to 
mean  “ineffective”  in  toto, 
regardless  of  the  merit  of 
the  individual  drugs.  This 
interpretation  has  placed 
numerous  useful  combina- 
tion products  in  needless 
jeopardy. 

In  reading  the  actual  re- 
ports of  the  review  panels, 
it  seems  clear  that  some  of 
the  ratings  were  based  less 
on  scientific  research  and 
clinical  observation  than  on 
the  “informed"  opinions  of 
the  panelists.  These  “in- 
formed” opinions  were  ac- 
cepted at  face  value,  while 


the  “informed”  opinions  of 
others  who  had  used  the 
products  were  rejected.  All 
of  this  put  combination 
products  into  a sort  of 
scientific  never-never  land. 

It  should  be  kept  in  mind 
by  all,  government  as  well 
as  others  involved  in  our 
health  care  system,  that 
advances  in  therapy  are 
seldom  made  in  leaps  and 
hounds  hut  rather  by  small 
painstaking  steps— and  that 
some  of  these  steps  have  re- 
sulted from  research  in 
combination  drugs  as  well 
as  with  single  entities. 
Given  the  near-infinite  bio- 
logic variation  in  patient 
response,  this  is  hardly  sur- 
prising to  clinicians.  It 
should  not  be  to  regulatory 
agencies  either. 

In  the  end,  the  practicing 
physician  is  in  the  best 
position  to  decide  if  a par- 
ticular combination  makes 
sense.  Such  a decision 
should  not  be  made  exclu- 
sively by  those  whose  re- 
sponsibility for  continuing 
clinical  care  is  limited. 
Clinicians  are  the  best 
judges  of  efficacy  because 
the  ultimate  proof  of  any 
product's  effectiveness  is 
acceptance  by  physicians 
who  have  observed  its  ac- 
tions in  patients  over  time. 
The  corollary  statement 
may  he  made  about  over- 
the-counter  medicines, 
which  would  not  long  sur- 
vive if  they  failed  to  afford 
the  relief  the  user  antici- 
pates. That  the  antihista- 
mine in  a “cold”  remedy 
may  not  always  be  neces- 
sary is  no  reason  to  proscribe 
the  combination  generally. 


Opinion  ^rpDialogue 


What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington , D.C.  20005 


W.  Clarke  Wescoe,  M.D. 
President 

Winthrop  Laborat ories 


If  two  medications  are 
ised  effectively  to  treat  a 
ertain  condition,  and  it  is 
mown  that  they  are  com- 
patible, it  clearly  is  useful 
md  convenient  to  provide 
hem  in  one  dosage  form, 
t would  make  no  sense,  in 
act  it  would  he  pedantic, 
o insist  they  always  he 
described  separately.  To 
ivoid  the  appearance  of 
>edantry,  the  “expert"  de- 
tries  the  combination  be- 
ause  it  is  a fixed  dosage 
orm.  When  the  “expert" 
nvokes  the  concept  of  fixed 
losage  form  he  obscures 
he  fact  that  single-ingre- 
lient  pharmaceutical  prep- 
rations  are  also  fixed 
losage  forms.  By  a singular 
emantic  exercise  he  im- 
)lies  a pejorative  meaning 
o the  term  “fixed  dose" 
hnly  when  he  uses  it  with 
jespect  to  combinations. 
Vhat  is  ignored  is  the  sim- 
>le  fact  that  only  in  the 
arest  of  circumstances 
toes  any  physician  attempt 
o titrate  an  exact  thera- 
>eutic  response  in  his  pa- 
ient.  It  is  quite  possible 
hat  some  aches  and  pains 
v’ill  respond  to  500  mg.  of 
ispirin  yet  that  fact  does 
lot  militate  against  the  us- 
tal  dose  being  650  mg. 

The  other  semantic  ploy 
'ften  called  into  play  is  to 
lescribe  a combination 
>roduct  as  rational  or  irra- 
ional. 

Take  antibiotic  mixtures, 
he  source  of  much  of  the 
riticism  generated  against 

. 


MINOCIN  made  the  difference  in  just  eight  days: 


Clinical  Data: 

Patient:  47-year-old  male. 

Diagnosis:  Severe  pyoderma,  left  hand. 
Culture:  Staphylococcus  aureus,  coagulase 
positive  and  sensitive  to  MINOCIN. 
Temperature:  102°  F 
Therapy:  MINOCIN  Minocycline  HCI  Cap- 
sules, 1 00  mg:  200  mg  stat,  1 00  mg  every  1 2 
hours.  Medication  began  9/7/71 . By  fourth 
day,  temperature  was  normal  and  pustular 
lesions  considerably  improved.  Last  dose 
taken  9/14/71. 

Concomitant  therapy:  None  * 


Semisynthetic 

MINOCIN 

MINOCYCLINE  HO 

Capsules,  100  mg:  2 stat,  1 q 12  h. 


Indications:  For  the  treatment  of  susceptible  infections; 
e.g.,  E.  coli,  D.  pneumoniae.  For  full  list  of  approved  indica- 
tions consult  labeling. 

Contraindications:  Hypersensitivity  to  any  tetracycline. 
Warnings:  The  use  of  tetracyclines  during  tooth  develop- 
ment (last  half  of  pregnancy,  infancy  and  childhood  to  the 
age  of  8 years)  may  cause  permanent  discoloration  of  the 
teeth  (yellow-gray-brown),  this  is  more  common  during 
long-term  use  but  has  been  observed  following  repeated 
short-term  courses.  Enamel  hypoplasia  has  also  been  re- 
ported. Tetracyclines,  therefore,  should  not  be  used  in  this 
age  group  unless  other  drugs  are  not  likely  to  be  effective 
or  are  contraindicated.  In  renal  impairment,  usual  doses  may 
lead  to  excessive  accumulation  and  liver  toxicity.  Under 
such  conditions,  use  lower  total  doses,  and,  in  prolonged 
therapy,  determine  serum  levels.  Photosensitivity  manifested 
by  an  exaggerated  sunburn  reaction  has  also  been  observed 
in  some  individuals  taking  tetracyclines.  Advise  patients 
apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  that 
such  reaction  can  occur,  and  discontinue  treatment  at  first 
evidence  of  skin  erythema.  Studies  to  date  indicate  that 
photosensitivity  does  not  occur  with  MINOCIN  Minocycline 
HCI.  In  patients  with  significantly  impaired  renal  function, 
the  antianabolic  action  of  tetracycline  may  cause  an  increase 
in  BUN,  leading  to  azotemia,  hyperphosphatemia,  and  aci- 
dosis. CNS  side  effects  (lightheadedness,  dizziness,  vertigo) 
have  been  reported,  may  disappear  during  therapy,  and 
always  disappear  rapidly  when  drug  is  discontinued.  Caution 
patients  who  experience  these  symptoms  about  driving  vehi- 
cles or  using  hazardous  machinery  while  taking  this  drug. 
Pregnancy:  In  animal  studies,  tetracyclines  cross  the  pla- 
centa, are  found  in  fetal  tissues,  and  can  have  toxic  effects 
on  the  developing  fetus  (often  related  to  retardation  of 
skeletal  development).  Embryotoxicity  has  been  noted  in 
animals  treated  early  in  pregnancy.  Safety  of  use  during 
human  pregnancy  has  not  been  established.  Newborns,  in- 
fants and  children:  All  tetracyclines  form  a stable  calcium 
complex  in  any  bone-forming  tissue.  Prematures,  given  oral 
doses  of  25  mg. /kg.  every  6 hours,  demonstrated  a decrease 


in  fibula  growth  rate,  reversible  when  drug  was  discontinued. 
Tetracyclines  are  present  in  the  milk  of  lactating  women  who 
are  taking  a drug  of  this  class. 

Precautions:  Use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi.  If  superinfection  occurs,  institute 
appropriate  therapy.  In  venereal  diseases  when  coexistent 
syphilis  is  suspected,  darkfield  examination  should  be  done 
before  treatment  is  started  and  blood  serology  repeated 
monthly  for  at  least  four  months.  Because  tetracyclines  have 
been  shown  to  depress  plasma  prothrombin  activity,  patients 
on  anticoagulant  therapy  may  require  downward  adjustment 
of  such  dosage.  Test  for  organ  system  dysfunction  (e.g., 
renal,  hepatic  and  hemopoietic)  in  long-term  use.  Treat  all 
Group  A beta  hemolytic  streptococcal  infections  for  at  least 
10  days.  Avoid  giving  tetracycline  in  conjunction  with  peni- 
cillin. 

Adverse  Reaction:  Gl:  (with  both  oral  and  parenteral  use): 
anorexia,  nausea,  vomiting,  diarrhea,  glossitis,  dysphagia, 
enterocolitis,  inflammatory  lesions  (with  monilial  overgrowth) 
in  anogenital  region.  Skin:  maculopapular  and  erythematous 
rashes.  Exfoliative  dermatitis  (uncommon).  Photosensitivity 
is  discussed  above  ("Warnings”).  Renal  toxicity:  rise  in  BUN, 
dose-related  (see  ‘'Warnings”).  Hypersensitivity  reactions: 
urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid 
purpura,  pericarditis,  exacerbation  of  systemic  lupus  ery- 
thematosus. In  young  infants,  bulging  fontanels  have  been 
reported  following  full  therapeutic  dosage,  disappearing 
rapidly  when  drug  was  discontinued.  Blood:  hemolytic  ane- 
mia, thrombocytopenia,  neutropenia,  eosinophilia.  CNS:  (see 
"Warnings.”)  When  given  in  high  doses,  tetracyclines  may 
produce  brown-black  microscopic  discoloration  of  thyroid 
glands;  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

NOTE:  Concomitant  therapy:  Antacids  containing  aluminum, 
calcium,  or  magnesium  impair  absorption;  do  not  give  to 
patients  taking  oral  minocycline.  Studies  to  date  indicate 
that  absorption  of  MINOCIN  is  not  notably  influenced  by 
foods  and  dairy  products. 


•Indicated  in  intections  due  to  susceptible  organisms.  Culture  and  sensitivity  testing  recommended.  Tetracylines  are  not  the  drugs  of 
choice  in  the  treatment  of  any  staphylococcal  infection.  tCase  Report,  Clinical  Investigation  Department,  Lederle  Laboratories. 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965  12-20  436-2 
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acute  arthritic  inflammation... heat  that  freezes 

In  acute  rheumatoid  arthritis  consider  Tandearil.  The  anti-inflammatory 
action  of  Tandearil  quickly  helps  reduce  heat,  pain,  swelling,  and 
stiffness.  Results  are  usually  seen  in  3 or  4 days.  Try  it  for  a week  when 
the  symptoms  defy  aspirin  control. 


Remember  that  Tandearil  is  not  a simple  analgesic.  It  should  not  be  used 
on  patients  responding  to  routine  therapy.  Before  using,  please  read 
the  prescribing  information.  It's  summarized  below. 

Tandearir  helps  take  the  heat  off 

oxyphenbutazone  NF 

Geigy 


Tablets  of  100  mg. 

Important  Note:  This  drug  Is  not  a simple 
analgesic.  Do  not  administer  casually.  Care- 
fully evaluate  patients  before  starting  treat- 
ment and  keep  them  under  close  supervision. 
Obtain  a detailed-history,  and  complete  phys- 
ical and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing 
and  at  frequent  Intervals  thereafter.  Carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures,  contraindicated  patients 
or  those  who  cannot  be  observed  frequently. 
Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms 
with  the  smallest  possible  dosage  is  the  goal 
of  therapy.  Dosage  should  be  taken  with  meals 
or  a full  glass  of  milk.  Patients  should  discon- 
tinue the  drug  and  report  immediately  any  sign 
of:  fever,  sore  throat,  oral  lesions  (symptoms 
of  blood  dyscrasla);  dyspepsia,  epigastric 
pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulcera- 
tion or  hemorrhage,  skin  reactions,  significant 
weight  gain  or  edema.  A one-week  trial  period 
is  adequate.  Discontinue  in  the  absence  of  a 
favorable  response.  Restrict  treatment  periods 
to  one  week  in  patients  over  sixty. 

Indications:  Acute  gouty  arthritis,  rheumatoid 
arthritis,  rheumatoid  spondylitis. 
Contraindications:  Children  14  years  or  less; 
senile  patients;  history  or  symptoms  of  G.l. 
Inflammation  or  ulceration  including  severe, 
recurrent  or  persistent  dyspepsia;  history  or 
presence  of  drug  allergy;  blood  dyscraslas; 
renal,  hepatic  or  cardiac  dysfunction;  hyper- 
tension; thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due 
to  the  drug;  polymyalgia  rheumatlca  and  tem- 
poral arteritis;  patients  receiving  other  potent 
chemotherapeutic  agents,  or  long-term  anti- 
coagulant therapy. 

Warnings:  Age,  weight,  dosage,  duration  of 
therapy,  existence  of  concomitant  diseases, 
and  concurrent  potent  chemotherapy  affect  In- 
cidence of  toxic  reactions.  Carefully  Instruct 
and  observe  the  Individual  patient,  especially 
the  aging  (forty  years  and  over)  who  have 
Increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh 
Initially  unpredictable  benefits  against  po- 


tential risk  of  severe,  even  fatal,  reactions. 

The  disease  condition  Itself  Is  unaltered  by 
the  drug.  Use  with  caution  In  first  trimester  of 
pregnancy  and  In  nursing  mothers.  Drug  may 
appear  In  cord  blood  and  breast  milk.  Serious, 
even  fatal,  blood  dyscraslas,  Including 
aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest 
days  or  weeks  after  cessation  of  drug.  Any 
significant  change  in  total  white  count,  rela- 
tive decrease  in  granulocytes,  appearance 
of  Immature  forms,  or  fall  In  hematocrit  should 
signal  Immediate  cessation  of  therapy  and 
complete  hematologic  Investigation.  Unex- 
plained bleeding  Involving  CNS,  adrenals,  and 
G.l.  tract  has  occurred.  The  drug  may  potenti- 
ate action  of  Insulin,  sulfonylurea,  and  sul- 
fonamlde-type  agents.  Carefully  observe 
patients  taking  these  agents.  Nontoxic  and 
toxic  goiters  and  myxedema  have  been  re- 
ported (the  drug  reduces  Iodine  uptake  by  the 
thyroid).  Blurred  vision  can  be  a significant 
toxic  symptom  worthy  of  a complete  ophthal- 
mologlcal  examination.  Swelling  of  ankles  or 
face  In  patients  under  sixty  may  be  prevented 
by  reducing  dosage.  If  edema  occurs  in  pa- 
tients over  sixty,  discontinue  drug. 

Precautions:  The  following  should  be  ac- 
complished at  regular  Intervals:  Careful  de- 
tailed history  for  disease  being  treated  and 
detection  of  earliest  signs  of  adverse  reac- 
tions; complete  physical  examination  Includ- 
ing check  of  patient’s  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two 
week  blood  check;  pertinent  laboratory  studies. 
Caution  patients  about  participating  In  activ- 
ity requiring  alertness  and  coordination,  as 
driving  a car,  etc.  Cases  of  leukemia  have 
been  reported  in  patients  with  a history  of 
short-  and  long-term  therapy.  The  majority  of 
these  patients  were  over  forty.  Remember  that 
arthrltlc-type  pains  can  be  the  presenting 
symptom  of  leukemia. 

Adverse  Reactions:  This  Is  a potent  drug;  its 
misuse  can  lead  to  serious  results.  Review 
detailed  Information  before  beginning  therapy. 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia, 


gastritis,  epigastric  pain,  hematemesls,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  ab- 
dominal distention,  agranulocytosis,  aplastic 
anemia,  hemolytic  anemia,  anemia  due  to 
blood  loss  Including  occult  G.l.  bleeding, 
thrombocytopenia,  pancytopenia,  leukemia, 
leukopenia,  bone  marrow  depression,  sodium 
and  chloride  retention,  water  retention  and 
edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepa- 
titis (cholestasis  may  or  may  not  be  promi- 
nent), petechiae,  purpura  without  thrombocy- 
topenia, toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syn- 
drome, Lyell's  syndrome  (toxic  necrotizing 
epidermolysis),  exfoliative  dermatitis,  serum 
sickness,  hypersensitivity  angiitis  (poly- 
arteritis), anaphylactic  shock,  urticaria,  arth- 
ralgia, fever,  rashes  (all  allergic  reactions 
require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria, 
anuria,  renal  failure  with  azotemia,  glomeru- 
lonephritis, acute  tubular  necrosis,  nephrotic 
syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug, 
Impaired  renal  function,  cardiac  decompensa- 
tion, hypertension,  pericarditis,  diffuse  Inter- 
stitial myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia 
rheumatlca,  optic  neuritis,  blurred  vision, 
retinal  hemorrhage,  toxic  amblyopia,  retinal 
detachment,  hearing  loss,  hyperglycemia, 
thyroid  hyperplasia,  toxic  goiter,  association 
of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions 
associated  with  overdosage,  Including  convul- 
sions, euphoria,  psychosis,  depression,  head- 
aches, hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  Insomnia;  ulcerative 
stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-F  (10/71) 

For  complete  details,  Including  dosage, 
please  see  lull  prescribing  Information. 

GEIGY  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 


TA  9041 


He  wont  resist 
feeing  better  with 

Mylanta 

Because  the  taste  is  good. 


□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 

□ non-constipating 


aluminum  and  magnesium  hydroxides  with  simethicone 
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MA  INCREASE  EXEMPTION  ASKED  The  State  Society  has  asked  the  Common- 
wealth to  request  a blanket  exemption 
for  physicians  from  the  Phase  III  wage-price  regulations  relating  to 
the  fee  increase  for  physicians  caring  for  medical  assistance  pa- 
tients. The  increase , from  $4.00  to  $6.00  for  office  visits  and  from 
$5-00  to  $7.00  for  house  calls,  has  been  interpreted  as  falling  under 
wage-price  regulations.  This  means  that  a physician  whose  overall 
income  would  increase  2.5  percent  or  more  because  of  increased  MA 
payments  would  have  to  seek  an  individual  exemption  or  be  in  viola- 
tion of  the  regulations.  To  avoid  this,  PMS  President  Robert  S. 
Sanford,  M.D.,  has  requested  Leonard  Bachman,  M.D.,  director  of 
health  services  for  Governor  Milton  J.  Shapp,  to  ask  for  a blanket 
exemption  for  these  long-overdue  increases.  Dr.  Sanford  said  that 
the  fee  increases  are  not  increases  above  usual  fees  but  just  a step 
to  redress  a long-standing  inequity  in  welfare  fee  schedules.  He 
added:  "We  believe  that  new  fee  limits  are  designed  to  help  increase 
the  availability  of  medical  care  to  DPW  clients  by  making  the  physi- 
cian fee  schedule  more  realistic ...  Considering  the  history,  we  feel 
that  the  DPW  fees  represent  a ’catch-up’  step  to  make  payments  more 
realistic  and  should  not  be  construed  as  an  increase  in  basic  fees. 
Therefore,  we  believe  it  is  appropriate  to  ask  you  as  Chairman  of  the 
Health  Care  Advisory  Board  to  seek  a blanket  exemption  for  Pennsyl- 
vania physicians  to  accept  the  higher  limits  offered  by  DPW.  This, 
it  seems  to  us,  would  be  an  uncomplicated,  red-tapeless  way  to  ex- 
pedite health  care  to  thousands  of  Pennsylvanians . " 

FLOOD  AID  DONATIONS  STILL  BEING  ACCEPTED  Gifts  for  the  Luzerne 

County  Medical  Society, 

which  suffered  $30,000  flood  damage  to  property  in  Wilkes-Barre,  are 
still  being  accepted  at  State  Society  Headquarters.  Only  $7^100  had 
been  received  by  late  February  from  members  who  responded  to  the 
letter  requesting  voluntary  donations.  The  average  donation  has  been 
$10.  The  tax-free  gifts  should  be  paid  to  the  order  of  the  Educa- 
tional and  Scientific  Trust--Flood,  20  Erford  Rd.,  Lemoyne, Pa . 17043 . 

AROUND  THE  COUNTIES  The  Berks  County  Medical  Society  premiered  its 

own  television  program  February  13  with  a pan- 
el discussion,  "This  is  the  Berks  County  Medical  Society."  The  pro- 
gram is  scheduled  for  weekly  Tuesday  evening  broadcasts,  with  a re- 
run the  following  Monday  afternoon.  County  society  officers  hope  to 
involve  all  members  in  the  series.  In  Allegheny  County  members  are 
being  urged  to  "Dial  and  Tell"  their  thoughts  to  county  society 
headquarters.  During  published  time  periods  county  society  staff 
members  will  be  prepared  to  record  questions  and  opinions  of  members 
who  call.  The  messages  will  be  transcribed  and  a draft  sent  to  the 
caller  and  the  secretary  of  the  society,  who  will  refer  messages  to 
the  proper  officer  or  committee.  The  purpose  is  to  involve  all  mem- 
bers in  society  activities.  The  York  County  Medical  Society  cele- 
brated its  centennial  in  February  with  a special  dinner  meeting  at 
which  C.  A.  Hoffman,  M.D.,  AMA  president,  spoke.  Details  of  these 
county  activities  will  be  reported  in  detail  in  subsequent  issues  of 
PENNSYLVANIA  MEDICINE. 
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STATE  INITIATES  HEMOPHILIA  PROGRAM  Secretary  of  Health  J . Finton 

Speller,  M.D.,  has  announced 

that  the  department  has  initiated  a state-wide  program  of  services 
for  hemophilia  patients.  It  is  estimated  there  are  about  oOO  such 
patients  in  the  Commonwealth.  The  program  was  devised  by  the  Depart- 
ment of  Health  with  the  assistance  of  physicians , hemophilia  patients, 
parents  of  hemophiliacs  and  representatives  of  the  National  Hemo- 
philia Foundation,  and  was  made  possible  by  an  appropriation  from  the 
General  Assembly.  With  certain  limitations  the  program  will  provide 
blood  products  and  comprehensive  evaluation  services  at  nine  centers 
established  throughout  the  Commonwealth.  Patients  who  are  already 
receiving  care  at  these  centers  will,  with  their  consent,  be  regis- 
tered for  the  program  by  the  center.  Patients  being  cared  for  else- 
where may,  with  the  approval  of  their  private  physicians,  seek  regis- 
tration for  the  program  by  contacting  the  Department  of  Health  office 
in  their  counties  or  the  health  facilities  sponsoring  the  centers. 
Following  are  the  locations  of  the  centers:  Central  Blood  Bank  of 
Pittsburgh;  Hershey  Medical  Center,  Hershey;  St.  Joseph's  Hospital, 
Lancaster;  Reading  Hospital,  Reading;  Allentown  Hospital,  Allentown; 
Fitzgerald -Mercy  Hospital,  Upper  Darby;  Children's  Hospital  of  Phila- 
delphia; Albert  Einstein  Medical  Center,  Philadelphia;  and  Jefferson 
Medical  College  Hospital,  Philadelphia. 

PHASEOUT  PLANS  ORDERED  FOR  REGIONAL  PROGRAMS  Regional  Medical  Pro- 
grams have  been  or- 
dered to  submit  phaseout  plans  to  HEW  by  March  15*  President  Nixon's 
HEW  budget  provided  no  funds  for  continuation  of  RMP  programs  which 
are  to  be  phased  out  by  June  30  unless  action  comes  from  Congress. 
Exceptions  may  be  RMP  programs  with  a short-term  goal  or  those  which 
have  other  funding  after  December  of  1973*  These  may  be  continued 
through  special  funding  requests  contained  in  the  phaseout  plans, 
according  to  Harold  Margulies,  M.D.,  director  of  Regional  Medical 
Programs  Service. 

PMS  TV  SHOW  BEING  SCHEDULED  The  Society's  television  documentary, 

"Medical  Care--Policing  the  System," 
is  being  scheduled  on  TV  stations  throughout  the  state.  Physicians 
will  be  notified  of  specific  times  on  a regional  basis.  The  half- 
hour  presentation  is  a project  of  the  Council  on  Public  Service. 
PENNSYLVANIA  MEDICINE  will  report  dates  whenever  possible. 

STATE’S  MEDICAL  CARE  POLICY  OUTLINED  The  various  laws  which  form 

the  Commonwealth’s  medical 

care  policy  are  reviewed  in  a publication  called  "Medical  Care  Policy 
and  the  Right  to  Good  Health  in  Pennsylvania."  It  was  prepared  by 
the  Office  of  the  Budget  in  1972  and  is  available  from  the  Governor’s 
Office.  Physicians’  rights  as  well  as  patients'  rights  under  present 
law  are  reviewed. 

SOCIETY  OFFERS  NEW  INSURANCE  PLAN  As  was  announced  in  last  month’s 

Medigram,  the  Board  of  Trustees 

in  January  endorsed  a number  of  group  insurance  plans  to  be  made  avail- 
able to  members.  An  all-member  mailing  will  be  going  out  shortly  pro- 
moting the  Personal-Professional  Umbrella  Liability  Program  of  the 
Reliance  Insurance  Company.  This  program  will  be  administered  by  the 
Alexander  Agency,  Inc.,  of  Pittsburgh,  and  is  intended  to  provide  um- 
brella coverage  for  the  whole  area  of  personal  liability  exposure  and 
excess  coverage  over  professional  liability  coverage.  Supplemental 
material  to  that  included  in  the  mailing  will  appear  in  future  issues 
of  PENNSYLVANIA  MEDICINE. 
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PENNSYLVANIA  MEDICINE 


PROFESSIONAL  LIABILITY 
INSURANCE 


PENNSYLVANIA  MEDICAL  SOCIETY 
(Sponsor) 


ARGONAUT  INSURANCE 
COMPANY 

(Underwriter) 


PARKER  & COMPANY  INC. 
OF  PENNSYLVANIA 

(Administrator) 


A long-term,  physician-oriented  insurance  partnership.. .designed  for  today  with 

tomorrow  in  mind! 

Check  the  Program’s  key  features — each  of  significant  value  to  you... 

★ No  member’s  application  can  be  rejected  without  the  applicant  having  the  right  to  request 
the  State  Society’s  review  and  concurrence... 

★ Five  year  coverage  cannot  be  canceled  or  non-renewed  (except  for  non-payment  of 
premium)  without  consent  of  the  State  Society  following  the  insured’s  appeal  for  review... 

★ State  Society  ‘‘peer  review”  of  individual  claim  or  suit  settlement  disputes... 

★ Primary  coverage  available  up  to  and  including  limits  of  $1,000,000... 

★ Physicians  previously  insured  under  Lloyds’  ‘‘claims  made”  policy  have  the  option  of 
purchasing  retroactive  “drop-back”  coverage  ... 

★ Extensive  involvement  by  State  Society  in  underwriting,  claims,  classification  statistics  and 
rate-making  developments... 

★ Planned  program  of  continuing  education  in  malpractice  claims  avoidance  and  preven- 
tion... 

Plan  now  on  participating...  with  the  State  Society  acting  as  the  physician’s  “Ombudsman," 

it’s  like  having  your  own  insurance  company...  only  better! 

Use  this  coupon  to  secure  an  application 


SJG-PM-3/73 

Mail  to: 

Parker  & Company  Inc.  of  Pennsylvania 
1616  Walnut  Street,  Philadelphia,  Pa.  19103 
Attention:  A.  John  Smither.  Vice-President 

□ I am  interested  in  participating  in  the  PMS  Lia- 
bility Insurance  Program.  Please  send  me  an 
application. 

Present  Carrier 


Name  

Office  Address 
City  


Telephone 


Medical  Specialty 


Date  your  professional  liability 
insurance  expires  
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Everybody  experiences  psychic  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
psychotropic  action  of  Valium®  (diazepam). 


Most  people  can  handle  this  tension. 


Before  deciding  to  make  Valium 
(diazepam)  part  of  your  treatment 
plan,  check  on  w hether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  what  his  response  has 
been.  Along  with  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
w hen  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  w hen  dosage  guidelines 
are  followed,  Valium  is  w ell 
tolerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5-mg 
and  10-mg  tablets. 

Drow  siness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
be  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


Befort  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2 V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tcl-L-Dose®  packages  of  1000. 


Valium: 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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* SOLID  LINE:  Vitamin  C blood  levels  obtained  with 

sustained-medication  capsules  (CEVI-BID). 

^ BROKEN  LINE:  Vitamin  C blood  levels  obtained  with  tablets. 


Samples  on  Request 

GERIATRIC  PHARMACEUTICAL  CORP. 

Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 


012345678  hours 
*Comparison  of  ascorbic  acid  blood  levels  after 
administration  of  1 gram  of  ascorbic  acid  in 
effervescent  tablet  form  and  1 gram  of 
CEVI-BID  (2  capsules).  'Adaptation 

DEVELOPERS  OF  GER-O-FOAM  • GAYSAL  • TESTAND-B 


’■  Riccitelli,  M.  L.:  Vitamin  C Therapy  in  Geriatric  Practice, 
J.  Amer.  Geriatrics  Soc.  20:  34,  1972. 


The  Rx  that  says 

“Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect: 
minor  dosage  adjustments  are  usually  all  that's  needed  to 
produce  the  desired  degree  of  sedation.  (With  3 dosage  forms 
and  4 strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non- 
cumulative  action:  begins  to  work  within  30  minutes. . .yet, 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a “roller-coaster”  nor  a “hangover”  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated: 
a 30-year  safety  record  assures  you  that  there  is  little  likelihood 
of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 

sedative  tranquilizers* 


These  are  four  good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  set 
just  a little  slower.  Its  gentle  daytime  sedative  action  is  often 
all  that’s  needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress. 

’Based  on  surveys  of  average  daily  prescription  costs. 


Butisol 

(SODIUM  BUTABARBITAL) 


SODIUM 


® 


Contraindications:  Porphyria,  sensitivity  to  barbiturates,  or  susceptibility  to 
dependence  on  sedative-hypnotics.  Warning:  May  be  habit  forming. 
Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease; 
withdrawal  in  drug  dependence  or  the  taking  of  excessive  doses  over  a long 
period,  to  avoid  withdrawal  symptoms;  elderly  or  debilitated  patients,  to  avoid 
possible  marked  excitement  or  depression;  use  with  alcohol  or  other  CNS 
depressants,  because  of  combined  effects.  Adverse  Reactions:  Drowsiness  at 
daytime  sedative  dose  levels,  skin  rashes,  "hangover”  and  gastrointestinal 
disturbances  are  seldom  seen.  Usual  Adult  Dosage:  For  daytime  sedation, 

15  mg.  to  30  mg.  f i d.  or  q.i.d.  For  hypnosis,  50  mg.  to  100  mg.  Available  as: 
Tablets,  15  mg.,  30  mg..  50  mg.,  100  mg.;  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 
BUTICAPS®  (Capsules  BUTISOL  SODIUM  (sodium  butabarbital)]  15  mg.,  30  mg., 
50  mg.,  100  mg. 


McNEIL  I McNeil  Laboratories.  Inc.,  Fort  Washington.  Pa.  19034 


The  treatment  of 


impotence 

due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
MmM  as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


Android 

(thyroid-androgen)  tablets 


I"*- 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Choice  of  4 strengths: 

Android  Android-HP  Android-X 

HICH  POTENCY  EXTRA  HIGH  POTENCY 


Each  yellow  tablet  contains: 

Methyl  Testosterone  ..2.5  mg. 
Thyroid  Eit.  (1/6  gr.)  ..10  mg. 


Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 


Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 

REFER  TO 

PDR 


Each  red  tablet  contains: 

Methyl  Testosterone  ..5.0  mg. 


Thyroid  E*t.  (Va  gr.)  ...30  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 


Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


Each  orange  tablet  contains: 

Methyl  Testosterone  .12.5  mg. 


Thyroid  Eit.  (1  gr.)  ...64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 


Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 


Android-Plus 

WITH  HIGH  POTENCY 
B COMPLEX  AN0  VITAMIN  C 

Each  white  tablet  contains: 


Methyl  Testosterone  ..2. 5 mg. 
Thyroid  Ext.  (V4  gr.)  .15  mg. 

Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 


Dose:  2 tablets  daily. 
Available:  Bottles  of  60,  500. 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos- 
terone Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dimness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration 

Adverse  Reactions.  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 

Hypercalcemia  may  occur,  particularly  in  immobilized  patients  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected 

References:  1.  Montesano,  P and  Evangelista,  I.  Methyltestosterone-thyroid  treatment  of  sekual 
impotence.  Clin  Med  12.69,  1966  2 Dublin,  M.  F.  Treatment  of  impotence  with  methyltestosterone- 
thyroid  compound  West  Med  5:67,  1964  3.  Titeff,  A.  S.  Methyltestosterone-thyroid  in  treating  impotence. 
Gen  Prac  25  6.  1962  4 Heilman,  l , Bradlow,  H L . Zumoff.  B , Fukushima.  D.  K.,  and  Gallagher,  T.  F 
Thvroid-androgen  interrelations  and  the  hypocholesteremic  effect  of  androsterone  J Clin  Endocr  19  936, 
1959  5.  Farris.  E.  J..  and  Colton,  S.  W.  Effects  of  L-thyroxme  and  liothyronme  on  spermatogenesis. 
J Urol  79  863,  1958  6 Osol,  A.,  and  Farrar,  G.  E.  United  States  Dispensatory  (ed.  25).  Lippmcott,  Phila- 
delphia. 1955,  p 1432  7.  Wershub,  L P.  Sexual  Impotence  in  the  Male.  Thomas,  Springfield, 

III.,  1959,  pp.  79-99. 
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Professional  Protection  Exclusively  since  1899 
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Upjohn 


E-Myciri 

(erythromycin,  Upjohn) 

Available  in  250  mg  tablets 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


£ 1972  THE  UPJOHN  COMPANY  JA72-2141-6 
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Albert  Einstein  Medical  Center 


SAMUEL  H.  DAROFF  DIVISION 
FIFTH  AND  REED  STREETS 
PHILADELPHIA,  PENNSYLVANIA  19147 


DEPARTMENT  OF  SURGERY 
SYMPOSIUM  ON  TRAUMA * 
March  29,  1973 


Moderator:  Charles  Fineberg,  M.D.  - Chairman,  Daroff  Department  of  Surgery  • Professor  of  Surgery,  Thomas 
Jefferson  University  • 


9:00-  9:05 
9:05-  9:20 

9:20-  9:40 

9:40  - 10:00 

10:00-10:20 
10:20-  10:40 


WELCOMING  REMARKS 

Gerald  Katz,  General  Director,  Daroff  Division,  Albert  Einstein  Medical  Center  • 

IMMEDIATE  EVALUATION  AND  TREATMENT  OF  ACUTE  TRAUMA 

Joseph  L.  Chapman,  M.D.  - Director  of  Medical  Education  • Attending,  Department  of  Surgery, 
Albert  Einstein  Medical  Center  • 

MANAGEMENT  OF  UROLOGIC  TRAUMA 

Morton  Bogash,  M.D.  - Director,  Department  of  Urology,  Episcopal  Hospital  • Assistant 
Professor  of  Urology,  University  of  Pennsylvania  • Associate  Professor  of  Urology, 
Temple  University  • Attending,  Department  of  Urology,  Albert  Einstein  Medical 
Center  • 

MANAGEMENT  OF  HAND  INJURIES 

Benjamin  Abramson,  M.D.  - Assistant  Professor  of  Surgery,  Temple  University  • Associate, 
Department  of  Surgery,  Episcopal  Hospital  • Attending,  Section  of  Plastic  Surgery, 
Albert  Einstein  Medical  Center  • 

TREATMENT  OF  ACUTE  TRAUMATIC  SHOCK 

Herbert  E.  Cohn,  M.D.  - Clinical  Associate  Professor  of  Surgery,  Thomas  Jefferson  University  • 
Attending,  Section  of  Cardiopulmonary  Surgery,  Albert  Einstein  Medical  Center  • 

MANAGEMENT  OF  PERFORATING  INJURIES  OF  THE  ABDOMEN 

Raymond  E.  Silk,  M.D.  - Attending,  Department  of  Surgery,  Albert  Einstein  Medical  Center  • 


10:40-  11:00  Coffee  Break 


11:00-11:20 


11:20-11:40 


11:40-12:00 


12:00-  12:20 


12:20-12:45 


MANAGEMENT  OF  THORACIC  TRAUMA 

Melvin  Moses,  M.D.  - Assistant  Professor  of  Surgery,  Thomas  Jefferson  University  • Attending, 
Section  of  Thoracic  Surgery,  Albert  Einstein  Medical  Center  • 

MANAGEMENT  OF  VASCULAR  INJURIES 

Robert  W.  Solit,  M.D.  - Assistant  Professor  of  Surgery,  Thomas  Jefferson  University  • 
Attending,  Section  of  Thoracic  Surgery,  Albert  Einstein  Medical  Center  • 

RADIOLOGIST’S  RESPONSIBILITY  IN  THE  MANAGEMENT  OF  TRAUMA 

Joel  Shapiro,  M.D.  - Chairman,  Department  of  Radiology,  Albert  Einstein  Medical  Center  • 

EVALUATION  & TREATMENT  OF  NEUROLOGIC  TRAUMA 

Frederick  A.  Simeone,  M.D.  - Associate  Professor  of  Neurosurgery,  University  of  Pennsylvania  • 
Chief,  Section  of  Neurosurgery,  Albert  Einstein  Medical  Center,  Pennsylvania 
Hospital  • 

Questions  and  Answers 


12:45-  1:45  Break 

1 :50  MEMOIRS  OF  BENJAMIN  LIPSHUTZ  - Louis  Kaplan,  M.D. 

2:00  FIRST  ANNUAL  BENJAMIN  LIPSHUTZ  MEMORIAL  LECTURE 

William  T.  Fitts,  Jr.,  M.D.  - John  Rhea  Barton  Professor  of  Surgery  • Chairman,  Department  of 
Surgery,  University  of  Pennsylvania  School  of  Medicine  • 

' The  American  Trauma  Society:  The  Need  and  Its  Early  Development” 

ATTENDANCE  LIMITED  TO  PHYSICIANS  AND  PARAPROFESSIONALS 


RESERVATIONS  — Call  — Department  of  Surgery 

Samuel  H.  Daroff  Division 
Albert  Einstein  Medical  Center 
(215)  465-1100,  ext.  392 


* Approved  for  AMA  Category  One  Credit. 


(412)  261-0216 

CABLE  ADDRESS  ALEXCAND 


ALEXANDER  AGENCY,  INC. 

INSURANCE-WORLD  WIDE  SINCE  1853 

UNION  BANK  BUILDING  PITTSBURGH,  PENNA.  15222 

Administrators 
of  the 

Pennsylvania  Medical  Society 
endorsed 

Personal/Professional 
Umbrella  Liability  Insurance  Program 


SECOND  CENTURY—  FOURTH  GENERATION 


PENNSYLVANIA 

MEDICINE 


newsfronts 


Officers’  Conference  to  discuss  malpractice 


For  sixteen  months,  FIEW's  Com- 
mission on  Medical  Malpractice  stud- 
ied the  growing  number  of  medical  mal- 
practice suits  with  their  soaring  settle- 
ments and  skyrocketing  premiums. 
Then  on  January  1 1 came  news  that  the 
twenty-one  member  commission  (in- 
cluding five  physicians)  had  approved 
some  150  recommendations  after  a 
stormy,  three-day  meeting. 

On  Wednesday  afternoon.  April  25. 
the  chairman  of  the  commission,  Wen- 
dell Freeland,  will  speak  to  the  1973 
Officer's  Conference  at  the  Penn  Harris 
Motor  Inn.  The  Pittsburgh  attorney 
will  be  dealing  with  the  controversial 
recommendations  of  the  commission’s 
report,  which  is  soon  to  be  released. 

As  reported  in  the  Wall  Street 
Journal  of  January  II,  1973,  they 
include: 

• Strengthening  state  laws  for 
revoking  or  suspending  the  licenses  of 
incompetent  physicians. 

• Requiring  that  doctors  be  reli- 
censed periodically  to  ensure  that  their 
skills  are  kept  up  to  date. 

• Establishing  a federally  financed 
office  of  consumer  medical  affairs  in 
every  state  to  investigate  patient  com- 
plaints about  medical  mistreatment  and 
to  mediate  settlements. 

• Experimenting  with  relatively 
simple  and  rapid  methods  of  arbi- 
trating malpractice  claims  as  a substi- 
tute for  expensive,  protracted  court 
trials. 

• Investigation  of  a "no-fault” 
system  or  compensation  for  medical 
treatment  injuries  that  would  reim- 
burse patients  regardless  of  whether 
physicians  were  at  fault. 

While  the  recommendations  call  for 
improvement  in  the  quality  of  medical 
care  as  a long-term  approach  to  the 
malpractice  problem,  there  were  no 
reports  of  attacks  on  the  contingency 
fee  system  or  any  attempts  to  clarify 
through  legislation  the  informed  con- 
sent morass. 

Also  on  the  program  Wednesday 
will  be  James  A.  Reynolds,  Washing- 
ton editor  of  Medical  Economics  Mr. 
Reynolds,  a journalist  with  twenty- 
four  years  of  experience,  will  present 
“The  View  from  Capitol  Hill. 


Before  joining  Medical  Economics 
in  1963,  Jim  Reynolds  worked  for 
United  Press,  Congressional  Quarterly, 
the  Wall  Street  Journal  and  National 
Geographic.  He  held  the  position  of 
managing  editor  of  Medical  Econom- 
ics for  six  years  before  taking  over  the 
Washington  office.  He's  a member  of 
the  National  Press  Club  and  the  White 
House  Correspondents'  Association. 
Mr.  Reynolds  will  be  looking  ahead  to 
what's  in  store  for  medicine  in  Wash- 
ington. 


JAMES  A.  REYNOLDS 

The  highlight  of  the  Thursday 
morning  session  will  be  an  address  by 
Sanford  A.  Marcus,  M.D.,  Daly  City, 
California,  president  of  the  Union  of 
American  Physicians.  Dr.  Marcus  will 
be  followed  by  a reaction  panel. 
Presenting  the  rebuttal  to  physicians' 
unions  will  be  Joseph  F.  Boyle,  M.D.. 
Los  Angeles,  vice-speaker  of  the 
California  Medical  Association  House 
of  Delegates. 

Jacob  dayman,  administrative 
director.  Industrial  Union  Depart- 
ment, AFL-CIO,  Washington,  will 
give  labor's  point  of  view.  Mr. 
dayman  is  a native  of  Ohio,  with  a 
B.A.  degree  from  Oberlin  College  and 
a law  degree  from  the  University  of 
Michigan.  He  was  a member  of  the 
Ohio  Legislature,  secretary-treasurer 
of  the  Ohio  CIO  and  assistant  to  the 
president  of  the  Amalgamated 
Clothing  Workers  of  America  before 
joining  the  AFL-CIO  in  Washington. 

The  third  member  of  the  reaction 
panel  is  Harry  Schwartz,  senior  edito- 
rial writer  for  the  New  York  Times 
and  author  of  the  recently  published 


book,  "The  Case  for  American  Medi- 
cine.” 

County  society  presidents,  presi- 
dents-elect,  secretaries  and  executive 
secretaries  are  invited  to  the  two-day 
meeting  at  State  Society  expense  for  a 
mid-year  update  on  key  society  pro- 
grams and  public  issues. 

Quackery  unit  activated 

The  Board  of  Trustees  of  the  Penn- 
sylvania Medical  Society  has  made  ap- 
pointments for  a special  Committee  on 
Quackery  which  was  authorized  by  the 
House  of  Delegates  at  the  1972  annual 
session. 

Leroy  A.  Gehris,  M.D.,  Berks 
County,  will  serve  as  chairman.  Other 
members  of  the  committee  are:  Stephen 
J.  Barrett,  M.D.,  Lehigh  County; 
Michael  P.  Levis,  M.D.,  Allegheny 
County;  Nathan  Sussman,  M.D., 
Dauphin  County;  and  Ulysses  E. 
Watson,  M.D.,  Montgomery  County. 
L.  Riegel  Haas.  PMS  staff  member,  will 
staff  the  committee. 

The  committee  has  been  activated  to 
educate  physicians  about  health  fraud 
in  the  state  and  to  cooperate  with  the 
Committee  on  Health  Fraud  of  the 
Pennsylvania  Health  Council. 

Library  announces 
service  changes 

The  Mideastern  Regional  Medical 
Library  Service  (MERMLS)  has  an- 
nounced that  the  medical  libraries  of 
the  state's  six  medical  schools  are  now 
participating  in  its  newest  service, 
MEDLINE,  on-line  bibliographic 
searching  for  medical  schools,  hospi- 
tals, research  institutions  and  individu- 
als. 

MERMLS,  the  regional  branch  of 
the  National  Library  of  Medicine 
located  at  the  College  of  Physicians  of 
Philadelphia,  also  announced  that  Na- 
tional Library  of  Medicine  funding  of 
local  line  charges  and  personnel  costs 
has  been  discontinued.  As  a result,  fees 
have  been  instituted  for  certain  au- 
tomated services  and  are  being  planned 
for  others.  Details  are  available  from 
the  regional  library  or  the  medical 
school  libraries. 
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To  Reorganize  in  April 

PaMPAC  Board  of  Trustees  re-elected 


The  PMS  Board  of  Trustees  has  re- 
elected to  serve  as  members  of  the 
Board  of  Trustees  of  the  Pennsylvania 
Medical  Political  Action  Committee 
the  twelve  district  incumbents  from  a 
list  of  nominees  submitted  by 
PaMPAC. 

From  the  First  through  the  Twelfth 
Councilor  Districts  respectively  they 
are:  Paul  S.  Friedman.  M.D., 

Philadelphia;  R.  William  Alexander, 
M.D..  Reading;  Richard  L.  Huber. 
M.D..  Scranton;  Benjamin  Schneider. 
M.D..  Danville;  R.  Edward  Steele. 
M.D..  Harrisburg;  William  B.  West, 
M.D..  Huntingdon;  Robert  F.  Beckley. 
M.D..  Lock  Haven;  William  D.  Lam- 
berton.  M.D..  Erie;  Ralph  M.  Weaver. 
M.D..  Butler;  Robert  J.  Carroll.  M.D.. 

New  concentration 
of  insulin  marketed 

A new  concentration  of  a highly 
purified  insulin  is  presently  being 
marketed  as  a result  of  studies  con- 
ducted which  tested  two  new  insulins 
on  103  diabetics  under  Pennsylvania 
Hospital's  Garfield  G.  Duncan  Re- 
search Foundation. 

The  new  concentrate,  U-100,  manu- 
factured by  Eli  Lilly  Company,  is  being 
made  availble  for  use  with  a U-100  met- 
ric scale  syringe  which  will  reduce  the 
incidence  of  errors  in  dosage  resulting 
from  the  necessity  of  employing  two 
different  syringes  with  the  U-40  and  LI- 
80  concentrations — a circumstance 
that  previously  carried  the  potential  of 
injecting  an  incorrect  amount  of 
insulin. 

As  a result  of  the  tests,  it  is  expected 
the  two  lighter  concentrations  will 
eventually  be  discontinued.  No 
problems  occurred  in  the  adaptation  of 
the  study  group  to  the  new  dosage. 

In  addition,  the  new  drug  is  much 
more  highly  purified.  Patients  had  no 
adverse  reactions  to  the  switch-over, 
while  fewer  local  skin  reactions  and  less 
fatty  atrophy  were  noted.  The  purified 
insulin  will  replace  the  older  prepara- 
tions in  all  three  concentrations. 

Dr.  Duncan  said,  "U-100  and  the 
highly  purified  insulin  combined  will 
certainly  eliminate  several  serious 
complications  in  the  care  of  diabetes." 


Pittsburgh;  John  B.  Lovette,  M.D., 
Johnstown;  and  Stanley  M.  Stapinski. 
M.D..  Glen  Lyon. 

The  current  chairman  of  the 
PaMPAC  Board,  Dr.  West,  has  an- 
nounced that  the  reorganization  meet- 


ing will  be  held  during  the  time  of  the 
PMS  Officers’  Conference.  April  25- 
26,  at  the  Penn  Harris  Motor  Inn. 
Camp  Hill.  At  that  time  the  board  will 
nominate  five  additional  members-at- 
large. 


Health  fraud  topic  of  public  meeting 


The  Pennsylvania  Health  Council 
will  sponsor  a regional  meeting  on 
health  frauds  and  quackery  in  Pennsyl- 
vania on  April  26  at  the  Holiday  Inn  at 
Allentown. 

An  orientation  session  will  be  held 
from  1:30-4:30,  to  be  followed  by  a 
reception  and  dinner.  The  evening  ses- 
sion at  8:00  p.m.  will  feature  a talk  by 
Ralph  Lee  Smith,  author  of  "At  Your 
Own  Risk."  He  is  associate  professor  of 
communications  at  Howard  Universi- 
ty- 

Members  of  the  panel  who  will 
discuss  actions  needed  in  Pennsylvania 
are:  Senator  Henry  Messinger,  Lehigh 
County;  Joel  Weisberg,  director  of  the 
Pennsylvania  Bureau  of  Consumer  Pro- 


WILLIAM  FITTS,  JR.,  M.D.,  John  Rhea 
Barton  Professor  of  Surgery  and 
chairman  of  the  department  of  surgery 
of  the  University  of  Pennsylvania 
School  of  Medicine,  will  deliver  the 
first  annual  lecture  in  connection  with 
a day-long  Symposium  on  Trauma, 
sponsored  by  the  department  of  sur- 
gery of  the  Samuel  H.  Daroff  Division, 
Albert  Einstein  Medical  Center.  The 
symposium,  which  will  be  held  March 
29  at  the  Fifth  and  Reed  Street  Hospi- 
tal, will  initiate  the  annual  Benjamin 
Lipshutz  Memorial  Lecture. 


tection;  and  Jack  B.  Ogun  of  the  Penn- 
sylvania Department  of  Health. 

The  health  council  hopes  to  produce 
this  same  type  of  meeting  in  five  addi- 
tional locations  within  the  next  twelve 
months. 

HAP  representatives 
elected  to  PMCF  Board 

Two  representatives  of  the  Hospital 
Association  of  Pennsylvania  have  been 
elected  to  the  Board  of  Directors  of  the 
Pennsylvania  Medical  Care  Founda- 
tion. They  are  Edward  H.  Noroian,  ex- 
ecutive director  of  Presbyterian- 
University  Hospital.  Pittsburgh,  and 
Albert  W.  Speth,  administrator  of  Lock 
Haven  Hospital.  The  January  issue  of 
Pennsylvania  Medicine  carried  a list  of 
other  board  members,  including  these 
public  representatives:  Robert  A. 

Albright,  Pittsburgh;  Warren  E. 
Barnhart,  Philadelphia;  Frankie  Mae 
Jeter,  Pittsburgh;  and  Vincent 
Lechner,  Erie. 

Booklet  on  dizziness 

A booklet  entitled,  "Dizziness: 
Clinical  and  Electronystagmographic 
Evaluation,”  prepared  by  Joseph  U. 
Toglia,  M.D.,  professor  of  neurology 
and  otorhinology  and  director  of  the 
neurosensory  laboratory  at  Temple 
University  Health  Sciences  Center  is 
available  upon  request  from  the  au- 
thor. 

This  booklet  was  originally  pre- 
sented as  a scientific  exhibit  at  the  an- 
nual meeting  of  the  American  Medical 
Association  in  June  1972  at  San  Fran- 
cisco. 

Write:  Joseph  U.  Toglia,  M.D., 
Neurosensory  Laboratory,  Temple 
University  Health  Sciences  Center, 
School  of  Medicine,  3400  N.  Broad 
St.,  Philadelphia  19140. 
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Dr.  Roberts  heads  largest  county  society 


Brooke  Roberts,  M.D.,  Fort  Wash- 
ington, became  the  1 12th  president  of 
the  Philadelphia  County  Medical  Soci- 
ety at  ceremonies  held  at  the  Union 
League  of  Philadelphia  in  January.  He 
succeeds  R.  Robert  Tyson,  M.D. 

Also  sworn  in  to  serve  with  him  were 
John  V.  Templeton,  M.D.,  president- 
elect; James  B.  Donaldson,  M.D.,  vice- 
president;  Sidney  O.  Krasnoff,  M.D., 
secretary;  and  Charles  R.  Shuman, 
M.D.,  treasurer. 

Assistant  Secretary  of  Defense  Rich- 
ard S.  Wilbur,  M.D.,  delivered  the  in- 
stallation address  entitled  "Doctor  and 
the  New  White  Plague.” 

The  new  president  has  spent  all  of  his 
surgical  career  at  the  University  of 
Pennsylvania  except  for  a few  years  in 
the  United  States  army.  He  became  a 

Mom’s  purse  a hazard 

A report  from  the  January  issue  of 
Pediatrics,  the  journal  of  the  American 
Academy  of  Pediatrics,  pinpoints 
purses  of  mothers  as  a hazardous 
repository  of  medications  to  which 
children  have  easy  access. 

Nearly  half  of  the  purses  of  women 
interviewed  in  a Brooklyn,  New  York 
survey  were  found  to  contain  medica- 
tions which  could  be  dangerous  to 
youngsters. 

The  report  states,  "Medication 
carried  in  the  purse  for  personal  use  is  a 
ready  source  of  poisons  for  the  curious 
child  who  customarily  seeks  candy, 
gum,  and  other  treasures  within  the 
purse.” 

Medications  found  included  aspirin, 
“nerve  pills,"  darvon,  vitamins,  li- 
brium. nitroglycerine,  “diet  pills,” 
saccharin  and  contraceptives.  Almost 
40  percent  of  the  women  surveyed  oc- 
casionally or  always  carried  such  medi- 
cations in  their  handbags. 

The  Hershey  Medical  Center  re- 
ceived a $2  million  contract  for  its  basic 
sciences-cancer  research  wing  from  the 
National  Cancer  Institute  from  funds 
allocated  through  the  Federal  Conquest 
of  Cancer  Act  of  1972.  The  Februa  v 
issue  of  Pennsylvania  Meoicinf 
ported  in  error  that  the  contra,;  v 
with  the  Pennsylvania  Division  oi  0 
American  Cancer  Society. 


full  professor  of  surgery  at  the  universi- 
ty's medical  school  in  1962  and  has 
concentrated  largely  in  the  specialty  of 
vascular  surgery  at  the  university  hospi- 
tal since  that  time.  He  is  also  a consult- 


DR.  ROBERTS 


ant  at  the  VA  Hospital  in  Philadelphia 
and  at  the  U.S.  Naval  Hospital. 

In  addition  to  membership  in  several 
international  societies,  he  is  a member 
of  the  Philadelphia  College  of 

Pitt  offers  course  on 
intestinal  diseases 

A postgraduate  course  on  diseases  of 
the  large  intestine  will  be  offered  by  the 
University  Health  Center  of  Pittsburgh 
March  29-30  at  Montefiore  Hospital,  a 
member  hospital  of  the  center. 

Sponsored  by  the  department  of  sur- 
gery and  the  division  of  continuing  edu- 
cation of  the  University  of  Pittsburgh 
School  of  Medicine,  the  course  will 
concentrate  on  clinical  problems  in- 
volving neoplasia,  granulomatus  versus 
ulcerative  colitis,  rectal  cancer  and 
diverticulitis. 

The  course,  directed  by  Felicien  M. 
Steichen,  M.D.,  professor  of  surgery  at 
Pittsburgh,  is  approved  for  twelve  cred- 
it hours  in  Category  One  for  the  AMA 
Physician's  Recognition  Award  and  by 
PMS  for  the  membership  requirement. 
Application  for  credit  has  been  made  to 
the  American  Academy  of  Family 
Physicians.  Tuition  for  practicing 
physicians  is  $100 — for  residents  and 
fellows  $50. 

For  further  information,  contact: 
William  M.  Cooper,  M.D.,  director. 
Division  of  Continuing  Education, 
University  of  Pittsburgh  School  of 
Medicine,  1022H  Scaife  Hall,  Pitts- 
burgh 15213. 


Physicians,  the  Philadelphia  Academy 
of  Surgery,  the  American  Surgical  As- 
sociation, the  Society  of  University 
Surgeons  and  the  Society  of  Vascular 
Surgery. 

Hahnemann  has  course 
on  endocrinology 

An  educational  program  on  en- 
docrinology and  diabetes  will  be  of- 
fered by  the  School  of  Continuing  Edu- 
cation at  Hahnemann  Medical  College 
and  Hospital  at  the  Marriott  Motor 
Hotel,  Philadelphia,  May  7-11. 
Leonard  J.  Kryston,  M.D.,  and  Ralph 
A.  Shaw,  M.D.,  Ph.D.,  will  direct  the 
program,  which  is  cosponsored  by  the 
Pennsylvania  Medical  Society’s 
Council  on  Education  and  Science  and 
the  American  Society  for  Clinical  Phar- 
macology and  Therapeutics. 

The  program,  aimed  at  internists, 
nurses  and  paramedics,  is  approved  for 
AMA  Category  I credit  and  for  the 
PMS  membership  requirement. 

Topics  of  discussion  are:  hormonal 
action  and  control  mechanisms;  pitu- 
itary disorders;  thyroid  disorders;  adre- 
nal disease;  problems  of  calcium  metab- 
olism; gonadal  disorders;  diagnosis  and 
treatment  of  diabetes  mellitus;  manage- 
ment of  the  difficult  diabetic;  vascular 
complications  of  diabetes;  and  hypogly- 
cemia. 

The  fee  for  physicians  is  $175,  for 
nurses  $100,  interns,  residents  and 
fellows,  $25.  For  further  information 
and  registration  forms,  contact:  Mrs. 
Sage  Cordell,  Hahnemann  Medical 
College,  230  N.  Broad  St.,  Philadelphia 
19102. 

Schizophrenia  study 
program  subject 

A symposium  entitled  “Schi- 
zophrenia and  the  Family:  Theory  and 
Research”  will  be  presented  by  Eastern 
Pennsylvania  Psychiatric  Institute 
April  12-13  in  Philadelphia. 

Information  may  be  obtained  by 
contacting  Barry  Miller,  Ph.D.,  assist- 
ant director.  Department  of  Behavioral 
Sciences,  Eastern  Pennsylvania  Psychi- 
atric Institute,  Henry  Ave.  and  Ab- 
bottsford  Rd.,  Philadelphia,  Pennsyl- 
vania 19129. 
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PMS  approves  three  for  Category  One  Credit 


The  State  Society's  Council  on  Edu- 
cation and  Science  has  authorized  three 
institutions  to  prepare  a continuing  ed- 
ucation program  accredited  for  Catego- 
ry One  credit  toward  the  PMS  educa- 
tion for  membership  requirement  and 
the  A\1A  Physician's  Recognition 
Award. 

Full  accreditation  for  a period  of 
four  years  was  granted  to  the  program 
of  continuing  medical  education  of  the 
Pennsylvania  Academy  of  Ophthalmo- 
logy and  Otolaryngology.  The  objective 
of  this  program  is  to  teach  subjects 
related  to  these  specialties  only  and  to 
teach  only  otolaryngologists  and 
ophthalmologists. 

The  Veteran's  Administration  Hos- 
pital at  Coatesville  and  Norristown 
State  Hospital  were  accredited  provi- 
sionally to  give  programs  that  earn  Cat- 
egory One  credit  for  a period  of  two 
years.  Both  were  found  by  the  site  visit 
teams  to  be  newly  developing  pro- 
grams. 

Programs  at  the  VA  Hospital  were 
judged  excellent  by  the  site  visit  team. 
The  developing  program  is  expected  to 
improve  due  to  the  acquisition  of  a 
director  of  medical  education  and  as  a 
result  of  a recent  affiliation  with  Jef- 
ferson Medical  College. 

Norristown  State  Hospital  was  com- 
mended by  the  site  visit  team  for  put- 
ting together  "a  viable  program  for  the 

Nephrology  course  listed 

The  School  of  Continuing  Education 
at  Hahnemann  Medical  College  and 
Hospital  will  offer  a program  entitled 
"Nephrology  for  Today's  Practicing  In- 
ternist" March  19-21  at  the  Holiday 
Inn.  Penn  Center,  Philadelphia. 

The  program,  which  is  approved  for 
twenty-seven  hours  of  AMA  Category  I 
credit  and  for  the  PMS  membership 
requirement,  will  be  directed  by  Allan 
B.  Schwartz.  M.D. 

The  material  offered  will  be  perti- 
nent to  the  problems  of  daily  hospital 
and  office  care  of  patients  with  kidney 
disease,  fluid  and  electrolyte  problems, 
and  renal  hypertension. 

For  further  information,  contact: 
Robert  Schaefer,  executive  director. 
School  of  Continuing  Education,  Hah- 
nemann Medical  College  and  Hospital, 
230  N.  Broad  St..  Philadelphia  19102. 


continuing  education  of  staff."  The 
team  recommended  that  the  education 
committee  of  the  hospital  provide 
courses  for  non-psychiatrists  as  well  as 
psychiatrists,  not  only  for  the  staff  but 
for  physicians  from  the  surrounding 
area. 


The  council  also  agreed  to  permit  the 
Commission  on  Continuing  Education 
to  notify  applicants  for  accreditation  of 
the  action  taken  rather  than  to  cause 
further  delay  by  waiting  until  the  next 
scheduled  meeting  of  the  council  for  its 
approval. 


ACS  plans  new  workshop  format 


The  American  College  of  Surgeons 
has  discarded  its  traditional  education 
format  and  is  conducting  a four-day 
workshop  in  place  of  its  previous 
schedule  of  smaller  sectional  meetings. 
The  first  annual  spring  meeting  will  be 

Critical  care  at  Pitt 

The  Annual  Symposium  on  Critical 
Care  Medicine  will  be  held  May  10-12 
at  the  William  Penn  Hotel  in  Pitts- 
burgh, with  major  emphasis  on  resusci- 
tation, emergency  medical  and  inten- 
sive care. 

Sponsors  are  the  Pittsburgh  School 
of  Medicine  (University  Health  Center 
of  Pittsburgh),  the  Society  of  Critical 
Care  Medicine,  the  American  College 
of  Chest  Physicians,  the  American  As- 
sociation of  Critical  Care  Nurses,  and 
the  American  College  of  Emergency 
Physicians. 

After  the  formal  sessions,  which 
conclude  at  noon  on  Saturday,  there 
will  be  a community-wide  panel  on  the 
delivery  of  emergency  care,  followed  by 
the  scientific  sessions  of  the  Society  of 
Critical  Care  Medicine  beginning  Sat- 
urday afternoon  and  concluding  on 
Sunday.  Registrants  may  attend  these 
sessions  without  charge. 

Approval  has  been  granted  for  seven- 
teen credit  hours  under  Category  I for 
the  AMA  Physician’s  Recognition 
Award  and  the  PMS  membership 
requirement.  Application  for  credit  has 
also  been  made  to  the  American  Acade- 
my of  Family  Physicians.  Regular  tu- 
ition is  $ 1 25.  Special  rates  apply  for  res- 
idents, inhalation  therapists,  nurses, 
and  the  Armed  Forces. 

Further  information  may  be  ob- 
tained by  contacting  William  M.  Coo- 
per, M.D.,  director  of  the  division  of 
continuing  education.  University  of 
Pittsburgh  School  of  Medicine,  1022-H 
Scaife  Hall,  Pittsburgh,  Pa.  15213. 


held  at  the  Americana  and  Hilton 
Hotels  in  New  York  City  Sunday, 
April  1 through  Wednesday,  April  4. 

The  workshop  will  provide  a volun- 
tary, self-administered  challenge  as- 
sessment to  be  followed  by  eight  post- 
graduate courses.  During  the  first  two 
days,  a surgeon  may  choose  one  of 
four  courses,  selecting  another  course 
offering  in  the  second  two  days. 

Panel  discussions  and  symposia  are 
also  scheduled,  as  well  as  lectures  and 
motion  pictures.  The  courses  have 
been  approved  for  AMA  Category 
One  credit  and  for  the  Pennsylvania 
Medical  Society  membership  require- 
ment. 

Information  on  registration,  fees 
and  housing  may  be  obtained  by  con- 
tacting The  American  College  of  Sur- 
geons, 55  E.  Erie  St.,  Chicago,  111. 
60611. 

Elwyn  plans  session 

A postgraduate  symposium  on  de- 
velopmental disabilities  designed  for 
professionals  who  have  major  adminis- 
trative or  teaching  responsibilities  will 
be  offered  by  the  Elwyn  Institute  in 
suburban  Philadelphia  April  30  to 
May  4. 

Areas  of  discussion  include  federal 
planning,  educational  innovations, 
research  findings,  new  methods  in 
diagnosis,  treatment  and  prevention, 
psychosexual  adjustment,  prenatal  de- 
tection, genetic  counseling,  psychoso- 
cial development,  vocational  training, 
workshop  programs,  community  serv- 
ices, rehabilitation  services,  employ- 
ment of  the  handicapped,  voluntarism, 
foundation  support  and  international 
developments. 

The  $75  registration  fee  includes 
lunch.  For  further  information,  con- 
tact Gerald  R.  Clark,  M.D.,  Elwyn  In- 
stitute, Elwyn,  Pa.  19063. 
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Health  Dept,  lists  approved  dialysis  centers 


J.  Thomas  Millington,  M.D..  of  the 
Pennsylvania  Department  of  Public 
Health  has  called  attention  to  the  fact 
that  financial  assistance  for  patients  on 
home  dialysis  is  available  only  if  treated 
in  Pennsylvania  hospitals  with  ap- 
proved dialysis  centers.  The  service  has 
been  made  possible  by  General  As- 
sembly appropriations. 

In  the  approved  Maintenance 
Hemodialysis  Centers,  both  the  patient 
and  family  receive  training.  Machines 
for  home  dialysis,  supplies  and  equip- 
ment are  provided. 

Application  may  be  made  for  finan- 
cial aid  at  any  of  the  centers  in  the  fol- 
lowing locations:  Abington,  Abington 
Memorial  Hospital;  Allentown,  Allen- 
town Hospital;  Chester,  Crozer-Chester 
Hospital;  Danville,  Geisinger  Medical 
Center;  Drexel  Hill,  Delaware  County 
Memorial  Hospital;  Erie,  Haniot  Hos- 
pital; Harrisburg,  Harrisburg  Hospital 
and  Polyclinic  Hospital;  Philadelphia, 
Albert  Einstein  Medical  Center,  Hah- 
nemann Hospital,  Jefferson  Medical 
College  and  Hospital,  Lankenau  Hospi- 
tal, Metropolitan  Hospital,  Philadel- 
phia General  Hospital,  St.  Agnes  Hos- 
pital, St.  Christopher’s  Hospital, 
Temple  University  Hospital,  Universi- 
ty of  Pennsylvania  Hospital  and  at  Bio- 
Medical  Applications  of  Philadelphia, 
Inc.,  an  affiliated  unit;  Pittsburgh,  Pres- 
byterian-University  Hospital,  St. 
Francis  Hospital  and  the  Veterans  Ad- 
ministration Hospital;  and  Wilkes- 
Barre,  Wilkes-Barre  General  Hospital. 

Funds  are  also  available  to  train 
medical  and  nursing  personnel  for  com- 

Learning  system  offered 

"Gout,”  the  newest  of  Medcom's 
learning  systems,  is  now  available  to 
county  medical  societies  and  hospital 
staffs  for  their  educational  programs. 
The  system  includes  a thirty-minute 
film  strip,  a comprehensive,  illustrated 
monograph  for  each  physician  at- 
tending, and  a self-evaluation  examina- 
tion. 

Representatives  of  Burroughs-Well- 
come  may  be  contacted  for  more  infor- 
mation or  to  make  scheduling  arrange- 
ments. "Gout"  currently  is  being  used 
in  sixty  medical  schools,  and  has  been 
approved  for  credit  by  the  A AFP  and 
twenty-six  of  its  state  chapters. 


munity  dialysis  services,  for  treatment 
of  complications  resulting  from  dia- 
lysis, for  screening  programs  and  for 
research  into  the  causes  and  treatment 
of  renal  disease. 

Further  information  may  be  ob- 


The  first  academic  section  of  emer- 
gency medicine  in  the  Eastern  United 
States  has  been  established  in  the 
department  of  surgery  at  the  Medical 
College  of  Pennsylvania. 

The  section  is  an  outgrowth  of 
MCP's  1971  acute  care  internship  and 
its  1972  pilot  emergency  medicine 
residency. 

David  Wagner,  M.D.,  associate 
professor  of  surgery,  heads  the  program 
that  will  train  both  undergraduate  and 
postgraduate  students.  The  specialized 
postgraduate  training  will  cover  a 
three-year  comprehensive  course  in 
surgery,  medicine  and  pediatrics. 

Staff  includes  John  Bullette,  M.D.,  a 
psychiatrist  interested  in  acute  psy- 
chological disorders;  Alice  Palmer, 
R.N.,  acute  nurse  instructor;  George 
Schwartz,  M.D.,  emergency  medicine 


tained  from  the  Pennsylvania  Depart- 
ment of  Health,  P.O.  Box  90,  Harris- 
burg, Pa.  17120  or  from  the  dialysis 
center  closest  to  you.  Pamphlets  on  the 
program  are  available  upon  request 
from  the  Department  of  Health. 


instructor;  and  Chris  Nicholson, 
M.S.W.,  psychiatric  social  worker. 
Donald  R.  Cooper,  M.D.,  is  professor 
and  chairman  of  the  department  of  sur- 
gery. 

MCP  affiliate  named 

An  affiliation  between  St.  Luke’s 
Hospital,  Bethlehem,  and  the  Medical 
College  of  Pennsylvania  (MCP), 
Philadelphia,  has  been  announced  by 
Richard  L.  Suck,  executive  vice- 
president  and  administrator  of  St. 
Luke's,  and  Bernard  Sigel,  M.D.,  dean 
and  acting  president  of  MCP. 

Educational  coordinators  of  the  new 
program  are  William  R.  Thompson, 
M.D..  chief  of  medicine  at  the  hospi- 
tal, and  Gerald  H.  Escovitz,  M.D.,  as- 
sociate dean  of  the  medical  school. 


MCP  scores  emergency  training  first 


HELPING  an  injured  infant  at  Medical  College  of  Pennsylvania's  new  academic 
section  of  emergency  medicine  are  (left  to  right)  Martha  Grout,  M.D.,  resident; 
Sandra  Sander,  R.N.,  head  nurse;  Marion  Orquhart,  junior  medical  student;  and 
George  Schwartz,  M.D.,  instructor  in  the  program. 
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Communications  committee  making  survey 


“Give  an  example  of  what  you  mean 
by  good  public  relations.  . .Describe 
your  knowledge  of  actions  taken  by  of- 
ficers of  the  State  Society  and  members 
of  the  Board  of  Trustees.  . .Do  you  de- 
tect from  conversations  with  your  pa- 
tients that  the  State  Society  is  having 
any  public  relations  problems?" 

These  questions  and  ten  pages  of 
others  like  them  are  found  in  a ques- 
tionnaire now  being  distributed  by  the 
Ad  Hoc  Committee  on  Com- 
munications established  by  the  1972 
House  of  Delegates. 

Members  of  the  House  of  Delegates, 
the  Board  of  Trustees,  the  Council  on 
Public  Service  and  the  Committee  on 
Objectives  have  received  question- 
naires and  are  urged  to  complete  them 
and  return  them  to  Society  head- 
quarters as  soon  as  possible.  Samuel  B. 
Hadden.  M.D.,  committee  chairman, 
said  he  is  interested  in  having  as  wide  a 
sampling  of  membership  opinion  as 
possible,  and  invites  any  Society 
member  to  write  to  him  in  care  of  the 
Ad  Hoc  Committee  on  Com- 
munications at  Society  headquarters  to 

Strabismus  is  topic 

A three-day  symposium  on  the  diag- 
nosis and  treatment  of  strabismus  will 
be  presented  at  the  Eye  and  Ear  Hospi- 
tal of  Pittsburgh  by  the  department  of 
ophthalmology  and  the  division  of  con- 
tinuing education  of  the  University  of 
Pittsburgh  School  of  Medicine. 

Enrollment  will  be  limited  to  forty. 
The  course  is  approved  for  twenty-four 
credit  hours  under  Category  I for  the 
AMA  Physician’s  Recognition  Award 
and  for  the  PMS  membership 
requirement.  Tuition  is  $200.  Contact: 
William  M.  Cooper,  M.D.,  director. 
Division  of  Continuing  Education, 
University  of  Pittsburgh  School  of 
Medicine,  1022-H  Scaife  Hall,  Pitts- 
burgh 1 52 1 3. 

Nurse  board  cancels 

The  State  Board  of  Nurse  Examiners 
1 973  State  Wide  Conference  which  had 
been  scheduled  for  March  28  at  the 
Penn  Harris  Motor  Inn  has  been  can- 
celed. Cancellation  was  necessary  due 
to  a backlog  of  work,  the  board's  an- 
nouncement said. 


improving  communications.  Members 
who  wish  to  respond  to  the  question- 
naire may  request  a copy  by  using  the 
coupon  attached. 

The  committee  will  meet  late  in 
March  to  evaluate  answers  on  returned 
questionnaires,  develop  a data  base  and 
prepare  a report  for  the  1973  House  of 
Delegates  Session. 

In  addition  to  Dr.  Hadden,  William 
Y.  Rial,  M.D.,  Speaker  of  the  House  of 
Delegates,  appointed  the  following 
members  to  the  committee:  A. 

Reynolds  Crane,  M.D.,  Philadelphia 


York  Hospital  and  the  University  of 
Maryland  School  of  Medicine  at  Bal- 
timore have  concluded  an  affiliation 
agreement  expanding  the  medical  edu- 
cation programs  for  undergraduate  and 
graduate  physicians  at  both  teaching 
centers.  The  announcement  was  made 
by  John  H.  Moxley  III,  M.D..  dean  of 
the  medical  school,  and  Paul  H.  Reiser. 
York  Hospital  president. 

Medical  students  will  benefit  in 
clinical  and  patient  care  in  York  Hospi- 
tal's medical  departments;  York  Hospi- 
tal resident  physicians  will  have  an  op- 
portunity to  rotate  through  many  of  the 
special  facilities  at  the  University  Hos- 
pital; and  York  staff  physicians  will 
have  access  to  learning  experiences  in 
the  university's  continuing  education 
programs. 

In  addition,  several  of  York  Hospi- 
tal's staff  physicians  have  been  ap- 
pointed to  teaching  positions  on  the 
medical  school  staff.  Merle  S. 
Bacastow,  M.D.,  vice-president  of 
York  Hospital  Medical  Affairs,  will 
serve  on  the  faculty  board  of  the  medi- 
cal school. 

Mr.  Reiser  noted  that  a recent  survey 
of  interns  who  trained  at  York  Hospital 
reveals  that  nearly  one-third  of  these 
physicians  have  stayed  on  to  practice  in 


County,  Board  of  Trustees;  Robert  N. 
Moyers,  M.D.,  Crawford  County, 
chairman  of  the  Council  on  Public 
Service;  John  L.  Relly.  M.D.,  Delaware 
County,  Chairman,  Committee  on  Ob- 
jectives; and  four  members  of  the 
House  of  Delegates — Ernest  L.  Aber- 
nathy, M.D.,  Washington  County; 
John  H.  Harris,  Jr.,  M.D.,  Cumberland 
County;  C.  William  Weisser,  M.D., 
Allegheny  County;  and  Samuel  B. 
Hadden,  M.D..  Philadelphia  County. 
Dr.  Hadden  is  chairman  of  the  com- 
mittee. 


the  York  community.  He  said,  "The  in- 
dividual patient  and  the  community 
can  only  benefit  from  this  affiliation. 
By  offering  a strong  medical  educa- 
tion program  we  can  attract  more 
physicians  to  the  community." 

Maryland  faculty  meets 

The  Medical  and  Chirurgical  Facul- 
ty of  Maryland  will  hold  its  annual 
meeting  at  the  Baltimore  Civic  Center 
April  25-27.  1973. 

Russell  B.  Roth.  M.D.,  Erie,  Pa., 
president-elect  of  the  American  Medi- 
cal Association,  will  be  guest  speaker  at 
the  opening  day  luncheon  meeting  at 
the  Holiday  Inn-Downtown.  Concur- 
rent specialty  sessions  will  be  held 
which  are  cosponsored  by  the  faculty 
and  specialty  societies. 

Thirteen  credit  hours  have  been 
approved  by  the  American  Academy  of 
Family  Physicians  and  for  the  AMA 
Physician's  Recognition  Award. 

A detailed  program  and  reservation 
forms  may  be  obtained  by  writing  to 
Albert  M.  Antlitz.  M.D.,  chairman  of 
the  Committee  on  Programs  and  Ar- 
rangements, Medical  and  Chirurgical 
Faculty  of  the  State  of  Maryland,  1211 
Cathedral  St..  Baltimore,  Md.  21201. 


Please  send  me  a copy  of  the  House  Ad  Hoc  Committee  on  Communications 
Questionnaire. 

Name  

Address 

County  
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Occult  Blood:  often  the  first  clue 

to  colon  cancer 

Hemoccult®  Slides 
make  routine 


fecal  screening 
practical  office 
procedure 

Ready  for  instant  use 

No  guaiac  preparation,  heating,  or  complex  developing 
procedures.  Slide  is  ready  to  give  to  patient  for  application 
of  specimen  at  home-or  in  the  office. 

Compact...  inoffensive. ..mailable 
With  'Hemoccult',  only  a minute  stool  sample  is  required. 
Bulky,  smelly  specimens  are  eliminated.  "Inoculated” 
slides  are  easy  for  patient  to  carry  or  mail. 

Color  change  is  easy  to  read 
Positive  color  response  to  ‘Hemoccult’  developer  is 
usually  clear  cut.  There’s  little  likelihood  of  variation  in 
interpretation  by  different  individuals. 

Sensitive. . . but  not  too  sensitive 
Laboratory  tests  assure  the  carefully  controlled  uniformity 
of  Hemoccult’  guaiac-impregnated  filter  paper.  In  vitro 
studies  show  it  has  a high  degree  of  consistency  in 
detecting  fecal  blood  in  amounts  above  the  range  con- 
sidered normal  (i.e.,  2.0  to  2.5  ml./l  00  Gm.  of  feces, 
per  day]. 

Economical 

A recommended  test  series  of  6 Hemoccult’  Slides 
costs  only  90  cents.  Less,  if  slides  are  purchased  in 
cartons  of  1,000. 


a 


2 SIMPLE  STEPS 

1 Apply  thin  smear  of  stool;  close  slide.  Let  dry. 

2.  Open  perforated  tab  on  back;  apply  developer.  Read  Also  available: ‘Hemoccult’ Tape 

results  in  30  seconds.  for  on-the-spot  testing  during  rectal  or 

Any  trace  of  blue  is  “positive"  for  occult  blood.  sigmoidoscopic  examinations. 


TO  ORDER  OR  FOR  MORE  INFORMATION,  MAIL  COUPON  OR  CONTACT  YOUR  SK&F  REPRESENTATIVE 


SMITH  KLINE  DIAGNOSTICS  [m 


division  of  SK&F  Laboratories 


Dept.  E42 

1 500  Spring  Garden  Street 
Philadelphia,  Pa.  19101 

Please  send  me: 

boxes  of  1 00  ‘Hemoccult’  Slides®  $1 5.00  each 

Hemoccult’  Tape  dispensers  @ $9.00  each 

Additional  information 


□ Check  enclosed 

□ Please  bill  me 


Name 


Street  Address 


City  State  Zip 


Signature 
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In  the  diabetic  patient 
on  cerebral  or  peripheral 
vasodilator  therapy 

no  treatment 

conflict 

reported 


VASttKLAN 

(ISOXSUFHNE  HCI) 

the  compatible  vasodilator 


• no  interference  with  diabetic  control . . . does  not  alter 
carbohydrate  metabolism.1 

• conflicts  have  not  been  reported  with  diuretics, 
corticosteroids,  antihypertensives  or  miotics. 

There  are  no  known  contraindications  in  recommended 
oral  doses  other  than  it  should  not  be  given  in  the  presence 
of  frank  arterial  bleeding  or  immediately  postpartum. 


DOSAGE  AND  ADMINISTRATION:  10  to  20  mg.  three  or  four  times  daily. 

CONTRAINDICATIONS  AND  CAUTIONS:  There  are  no  known 
contraindications  to  oral  use  when  administered  in  recommended  doses. 
Should  not  be  given  immediately  postpartum  or  in  the  presence  of  arterial 
bleeding. 

ADVERSE  REACTIONS:  On  rare  occasions,  oral  administration  of  the  drug 
has  been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects  such 
as  transient  palpitation  or  dizziness  are  usually  controlled  by  reducing  the  dose. 

SUPPLIED: 

Tablets,  10  mg. — bottles  of  100,  1000,  5000  and  Unit  Dose 
20  mg. — bottles  of  100,  500  and  Unit  Dose 

COMPOSITION:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg.  REFERENCE:  1.  Samuels,  S.  S , and  Shaftel,  H.  E.: 

© 1972  mead  johnson  & company  . EVANSVILLE,  inoiana  47721  u.s. a.  10372  J.  Indiana  Med.  Ass.  54:1021-1023  (July)  1961. 


LABOR  ATORIES 


INDICATIONS:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences-National  Research  Council  and/or  other 
information,  the  FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


All  of  these  mammals,  except  one, 
can  synthesize  vitamin  C. 


Man  cannot. 


Homo  sapiens  can  neither  synthesize  vitamin 
C nor  store  the  water  soluble  vitamins.  They 
have  to  be  replenished  every  day. 

Normally,  man  accomplishes  this  in  his  daily 
diet.  But  under  conditions  of  illness,  stress,  in 
convalescence  or  following  surgery,  vitamin 
stores  may  be  depleted  or  metabolic  demands 


increased. 

In  such  cases,  Surbex-T  may  be  indicated. 
Each  tablet  provides  500  mg.  of  vitamin  C 
plus  high  potency  B-complex. 

Where  nutritional  status  must  be  preserved, 
Surbex-T  can  help  restore  what  the  body  can 
not  store. 


211399 


SURBEX-T  500  mg.  of  Vitamin  C with  High  Potency  B-Complex 

Restores  what  the  body  cannot  store— the  water-soluble  vitamins. 


ABBOTT 


1 vertisement 


“ The  history  of  science,  and  in 
/Hirticular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

—George  Sarton,  from  “ The  History 

of  Medicine  Versus  the  History  of  Art” 


Are  there  significant 
differences  in  bioavailability 


44.6% 

Agree  there  is  a significant 
difference 

24.9% 

Believe  there  is  no  difference 


30.5% 

Had  no  opinion 


Opinion 

Dialog 


Are  there  significant  differences 
in  bioavailability  and  clinical 
predictability  among  drug  products: 


Teacher  of  Medicine 


Alfred  Gilman,  Ph.D. 

Wm.  S.  Lasdon 
Professor  & Chairman 
Department  of 
Pharmacology 
Albert  Einstein 
College  of  Medicine  of 
Yeshiva  University 


I think  that  there  can  be 
a very  great  distinction 
between  generic  drugs  and 
brand  name  drugs.  And  that 
applies  to  products  of  origi- 
nal research  that  have 
outlived  their  patent  pro- 
tection as  well  as  to  drugs 
that  have  long  been  in  the 
public  domain.  Let  me  ex- 
plain why. 


The  Importance 
of  the  Manufacturing 
Environment 
In  terms  of  formulation, 
quality  control,  and  the 
ability  to  reproduce  an  es- 
sentially identical  product, 
batch  after  batch,  I doubt 
that  many  firms  are  prop- 
erly equipped  to  put  out  a 
product  that  is  as  carefully 
controlled  as  the  product 
marketed  by  a pharmaceu- 
tical company  with  sophis- 
ticated research  and  high 
quality  manufacturing  fa- 
cilities. For  example,  when 
a company  comes  out  with 
its  own  preparation  of  a 
drug  that  has  just  lost  its 
patent  protection,  there  is 
no  assurance  that  the  drug 
it  produces  will  be  a thera- 
peutic equivalent.  The  raw 
material  could  be  identical 
and  yet  bioavailability 
might  vary  from  complete 
unavailability  to  that  which 
is  equivalent  to  the  original. 

It  Isn’t  Enough  to  Meet 
USP  and  NF  Standards 
Meeting  USP  and  NF 
standards  is  not  enough  to 
guarantee  therapeutic 
equivalence.  In  certain  in- 
stances, stricter  standards 
must  be  applied.  Right 
now,  the  New  York  Heart 
Association  has  a commit- 
tee that  is  studying  the 
problem  of  digoxin  equiva- 


lency. I am  certain  that 
they  are  going  to  recom- 
mend a bioavailability  as- 
say of  a particular  digoxin. 
Unless  this  is  done,  they 
will  not  recommend  it  for 
purchase  or  use  in  New 
York  City  hospitals.  It  rep- 
resents too  much  of  a haz- 
ard. They  have  gone  so  far 
as  to  recommend  a batch- 
by- batch  certification  of 
bioavailability  even  though 
the  company  has  been  re- 
producing and  marketing  a 
digoxin  product  through 
the  years. 

The  Problem  of  Controlling 
Bioavailability  of  Generics 
The  FDA  does  not  have 
the  manpower  to  inspect 
the  quality  control  capabil- 
ities of  hundreds  of  houses 
specializing  in  generic 
products.  And  I don’t  think 
that  the  average  pharma- 
cist is  knowledgeable  or 
aware  of  the  quality  and 
bioavailability  of  the  infi- 
nite numbers  of  generic 
preparations.  A recom- 
mendation has  been  made 
that  every  time  a generic 
house  (or  for  that  matter  a 
large  pharmaceutical  com- 
pany) markets  an  already 
existing  drug  for  the  first 
time,  a modified  new  drug 
application  should  be  sub- 
mitted. The  manufacturer 
would  have  to  show  that  his 
compound  is  the  therapeu- 
tic equivalent  of  the  stand- 
ard compound  in  use, 
assuming  that  the  standard 
compound  is  one  that  has 
been  available  for  an  ex- 
tended period  — say  15 
years.  This  would  be  one 
indication  that  the  control 
of  bioavailability  is  begin- 
ning to  get  the  attention 
that  it  deserves. 


Clinical  Predictability 
More  Important  Than  Prk' 
Although  the  question  o 
price  has  been  greatly  ex 
aggerated,  it  is  true  tha 
patients  can  on  occasioi 
save  money  on  generi 
drugs.  But  you  are  not  go 
ing  to  dare  attempt  to  sav 
money  if  it  jeopardizes  th 
patient’s  health.  Let’s  re 
turn  to  the  example  tha 
has  become  very  prominen 
in  recent  years,  that  of  th 
cardiac  glycosides.  The; 
are  probably  the  most  toxi 
drugs  we  use  with  respec 
to  the  small  difference  be 
tween  a maximally  effectiv 
dose  and  a toxic  dose.  Whe 
you  are  dealing  with  drug 
of  this  type,  the  first  cor 
cern  must  be  clinical  pre 
dictability.  At  the  risk  c 
variations  in  bioavailabi 
ity,  it  would  be  sheer  fob 
to  try  to  save  the  patief 
what  might  amount  t 
maybe  $10  or  $20  a yea 
The  physician  cannot  mai 
age  his  patient  unless  h?  . 
sure  that  the  drug  he) 
prescribing  has  the  sam 
positive  effect  each  tim 
the  prescription  is  renewee 
This  is  especially  signif 
cant  when  the  patient  take 
the  product,  not  for  month 
but  for  the  rest  of  his  life. 


- 


dvertisement 


One  of  a series 


Maker  of  Medicine 


C.  J.  Cavallito,  Ph.D. 
Executive  Vice  President 
Ayerst  Laboratories 


Although  equivalence  of 
fferent  preparations  of  a 
ug  substance  may  be  de- 
led by  certain  physical, 
lemical  or  biological  char- 
:teristics,  identity  is  not 
ways  assured  even  though 
iese  characteristics  may 
i described  in  compendia 
ich  as  the  USP,  NF  or  de- 
ned  by  other  specific 
iurce  standards.  More- 
'er,  even  with  equivalent 
;ug  substances,  similar 
larmaceutical  products 
in  be  produced  by  differ- 
lt  manufacturers  such 
lat  these  products  are  bio- 
gically  or  therapeutically 
equivalent. 

A Growing  Awareness 
of  Potential  for 
Nonequivalence 
As  experience  increases 
ith  drug  substances  de- 
ved  from  different  sources 
id  under  different  condi- 
ons,  it  should  be  possible 
establish  specifications  in 
ifficient  detail  to  minimize 
le  potential  for  their  non- 
^uivalence.  However, 
lere  is  general  agreement 
lat  product  therapeutic 
juivalence  would  still  not 
5 assured  even  if  one  could 


minimize  nonequivalence 
of  drug  components  pro- 
duced by  different  manu- 
facturers. Arguments  re- 
late largely  to  the  extent 
of  product  inequivalences. 
Experience  over  the  past 
six  years  has  uncovered  a 
greater  incidence  of  non- 
equivalence of  products 
prepared  by  different  man- 
ufacturers from  generically 
equivalent  substances  than 
many  had  previously  sur- 
mised. 

Newer  Bioavailability 
Studies  Reveal  Differences 

Bioavailability  may  be 
defined  as  a measure  of  the 
rate  and  amount  of  absorp- 
tion of  a drug  substance 
from  its  administered  dos- 
age form.  For  several  years 
pharmaceutical  scientists 
have  proposed  that  bio- 
availability data  on  pre- 
sumably equivalent  dosage 
forms  provide  the  best 
measure  of  product  equiva- 
lence-short of  adequate 
clinical  trial.  In  their  con- 
tinued search  for  shortcuts 
to  the  evaluation  of  product 
equivalence,  medical  and 
pharmaceutical  scientists 
have  increasingly  relied 
upon  bioavailability  char- 
acteristics as  reflected  by 
blood  levels  of  a drug  after 
its  administration  to  hu- 
man subjects. 

Leading  manufacturers 
now  conduct  comparative 
bioavailability  studies  on 
their  own  product  dosage 
forms  after  production 
process  changes  that  would 
have  been  considered  in- 
consequential a few  years 
ago.  This  isn’t  surprising, 
since  there  are  so  many 
possible  differences  in  pro- 
duction operations  that  the 
opportunities  for  inequiva- 


lent generic  and  brand 
name  products  are  numer- 
ous-even when  the  pro- 
duction process  begins  with 
identical  chemical  sub- 
stances. Moreover,  repu- 
table manufacturers  are 
striving  to  improve  in  vitro 
control  measures,  such  as 
dissolution  characteristics, 
which  are  being  related 
more  meaningfully  to  bio- 
availability reference  data. 

As  a result  of  advances  in 
scientific  instrumentation 
and  analytical  methodology 
which  permit  measure- 
ments of  small  quantities  of 
drug  substances  in  the 
body,  our  abilities  to  detect 
differences  in  bioavailabil- 
ity and  possible  therapeutic 
nonequivalance  have  ap- 
preciably improved. 

Product  Selection 
Based  on  Patient  Response 

Improved  specifications 
and  standards  can  better 
assure  the  equivalence  of 
drug  substances.  Manufac- 
turers, compendia  and  reg- 
ulatory agencies  can  all 
play  a part.  However,  it  is 
the  drug  product,  not  the 
drug  substance,  that  the 
physician,  pharmacist, 
nurse  and  patient-customer 
utilize.  How  can  these  indi- 


viduals make  or  influence 
specific  product  selections 
to  minimize  variations  in 
therapeutic  equivalence  of 
multisource  drugs?  Pa- 
tients’ responses  to  a drug 
product  provide  a basis  of 
experience  to  aid  the  phy- 
sician in  his  selection  of  a 
particular  product.  The 
nurse  and  pharmacist  can 
also  help  detect  patient  re- 
sponses, but  ultimate  re- 
sponsibility must  remain 
with  the  physician. 

Reputation  of 
Manufacturer  as  Basis  for 
Product  Selection 
The  physician,  to  assure 
that  his  patients  receive 
quality  health  care,  must 
rely  upon  the  capabilities 
of  the  reputable  pharma- 
ceutical manufacturer  who 
is  equipped  to  develop,  pre- 
pare and  control  a quality 
product  of  uniform,  reliable 
therapeutic  performance. 
Substitution  with  purport- 
edly equivalent  generic 
products  that  are  only  su- 
perficially evaluated  by  an 
imitator  manufacturer  can 
place  the  health  of  the  pa- 
tient secondary  to  factors 
of  price  or  convenience  for 
the  provider. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1 155  Fifteenth  Street.  N.W..  Washington.  D.C.  20005 


MINOCIN  made  the  difference  in  just  eight  days*. 


Clinical  Data: 

Patient:  47-year-old  male. 

Diagnosis:  Severe  pyoderma,  left  hand. 
Culture:  Staphylococcus  aureus,  coagulase 
positive  and  sensitive  to  MINOCIN. 
Temperature:  102°  F 
Therapy:  MINOCIN  Minocycline  HCI  Cap- 
sules, 1 00  mg:  200  mg  stat,  1 00  mg  every  1 2 
hours.  Medication  began  9/7/71 . By  fourth 
day,  temperature  was  normal  and  pustular 
lesions  considerably  improved.  Last  dose 
taken  9/14/71. 

Concomitant  therapy:  None.* 


Semisynthetic 

MINOCIN 

MINOCYCLINE  HO 

Capsules,  100  mg:  2 stat,  1 q 12  h. 


Indications:  For  the  treatment  of  susceptible  infections; 
e.g.,  E.  coli,  D.  pneumoniae.  For  full  list  of  approved  indica- 
tions consult  labeling. 

Contraindications:  Hypersensitivity  to  any  tetracycline. 
Warnings:  The  use  of  tetracyclines  during  tooth  develop- 
ment (last  half  of  pregnancy,  infancy  and  childhood  to  the 
age  of  8 years)  may  cause  permanent  discoloration  of  the 
teeth  (yellow-gray-brown).  This  is  more  common  during 
long-term  use  but  has  been  observed  following  repeated 
short-term  courses.  Enamel  hypoplasia  has  also  been  re- 
ported. Tetracyclines,  therefore,  should  not  be  used  in  this 
age  group  unless  other  drugs  are  not  likely  to  be  effective 
or  are  contraindicated.  In  renal  impairment,  usual  doses  may 
lead  to  excessive  accumulation  and  liver  toxicity.  Under 
such  conditions,  use  lower  total  doses,  and,  in  prolonged 
therapy,  determine  serum  levels.  Photosensitivity  manifested 
by  an  exaggerated  sunburn  reaction  has  also  been  observed 
in  some  individuals  taking  tetracyclines.  Advise  patients 
apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  that 
such  reaction  can  occur,  and  discontinue  treatment  at  first 
evidence  of  skin  erythema.  Studies  to  date  indicate  that 
photosensitivity  does  not  occur  with  MINOCIN  Minocycline 
HCI.  In  patients  with  significantly  impaired  renal  function, 
the  antianabolic  action  of  tetracycline  may  cause  an  increase 
in  BUN,  leading  to  azotemia,  hyperphosphatemia,  and  aci- 
dosis. CNS  side  effects  (lightheadedness,  dizziness,  vertigo) 
have  been  reported,  may  disappear  during  therapy,  and 
always  disappear  rapidly  when  drug  is  discontinued.  Caution 
patients  who  experience  these  symptoms  about  driving  vehi- 
cles or  using  hazardous  machinery  while  taking  this  drug. 
Pregnancy:  In  animal  studies,  tetracyclines  cross  the  pla- 
centa, are  found  in  fetal  tissues,  and  can  have  toxic  effects 
on  the  developing  fetus  (often  related  to  retardation  of 
skeletal  development).  Embryotoxicity  has  been  noted  in 
animals  treated  early  in  pregnancy.  Safety  of  use  during 
human  pregnancy  has  not  been  established.  Newborns,  in- 
fants and  children:  All  tetracyclines  form  a stable  calcium 
complex  in  any  bone-forming  tissue.  Prematures,  given  oral 
doses  of  25  mg. /kg.  every  6 hours,  demonstrated  a decrease 


in  fibula  growth  rate,  reversible  when  drug  was  discontinued. 
Tetracyclines  are  present  in  the  milk  of  lactating  women  who 
are  taking  a drug  of  this  class. 

Precautions:  Use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi.  If  superinfection  occurs,  institute 
appropriate  therapy.  In  venereal  diseases  when  coexistent 
syphilis  is  suspected,  darkfield  examination  should  be  done 
before  treatment  is  started  and  blood  serology  repeated 
monthly  for  at  least  four  months.  Because  tetracyclines  have 
been  shown  to  depress  plasma  prothrombin  activity,  patients 
on  anticoagulant  therapy  may  require  downward  adjustment 
of  such  dosage.  Test  for  organ  system  dysfunction  (e.g., 
renal,  hepatic  and  hemopoietic)  in  long-term  use.  Treat  all 
Group  A beta  hemolytic  streptococcal  infections  for  at  least 
10  days.  Avoid  giving  tetracycline  in  conjunction  with  peni- 
cillin. 

Adverse  Reaction:  Gl:  (with  both  oral  and  parenteral  use): 
anorexia,  nausea,  vomiting,  diarrhea,  glossitis,  dysphagia, 
enterocolitis,  inflammatory  lesions  (with  monilial  overgrowth) 
in  anogenital  region.  Skin:  maculopapular  and  erythematous 
rashes.  Exfoliative  dermatitis  (uncommon).  Photosensitivity 
is  discussed  above  (“Warnings”).  Renal  toxicity:  rise  in  BUN, 
dose-related  (see  “Warnings").  Hypersensitivity  reactions: 
urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid 
purpura,  pericarditis,  exacerbation  of  systemic  lupus  ery- 
thematosus. In  young  infants,  bulging  fontanels  have  been 
reported  following  full  therapeutic  dosage,  disappearing 
rapidly  when  drug  was  discontinued.  Blood:  hemolytic  ane- 
mia, thrombocytopenia,  neutropenia,  eosinophilia.  CNS:  (see 
"Warnings.”)  When  given  in  high  closes,  tetracyclines  may 
produce  brown-black  microscopic  discoloration  of  thyroid 
glands;  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

NOTE:  Concomitant  therapy:  Antacids  containing  aluminum, 
calcium,  or  magnesium  impair  absorption;  do  not  give  to 
patients  taking  oral  minocycline.  Studies  to  date  indicate 
that  absorption  of  MINOCIN  is  not  notably  influenced  by 
foods  and  dairy  products. 


•Indicated  in  Infections  due  to  susceptible  organisms.  Culture  and  sensitivity  testing  recommended.  Tetracyllnes  are  not  the  drugs  of 
choice  In  the  treatment  of  any  staphylococcal  infection.  fCase  Report,  Clinical  Investigation  Department,  Lederle  Laboratories. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965  12-20  436-2 


Colic?  Diarrhea?  Eczema?  Asthma? 
Rhinorrhea?  Fretfulness?  Fitful  Sleep? 


Soyalac  is  often 
the  answer. 


This  ailing,  wailing  syndrome  in  infants  (and  older 
children)  is  all  too  familiar.  Fortunately,  the  physician 
has  at  his  command  a trusted  ally:  milk-free,  fibre- 
free,  hypo-allergenic  Soyalac. 

Soyalac  is  palatable,  readily  digested  and  assim- 
ilated. It  simulates  human  milk  in  appearance,  taste, 
texture.  It  is  complete  with  vitamins  and  minerals. 

It  is  equally  suitable  for  children  and  adults  allergic 
to  cow’s  milk. 

Through  the  years  Soyalac  has  proved  its  value 
— in  promoting  growth  and  development  — as  attested 
by  extensive  clinical  data. 


Free  samples  and  literature  on  request. 

A simple  note  on  your  prescription  form  will  do. 


Now  available  in  3 forms: 
Concentrated  Liquid, 
Ready-tO'Serve,  Powdered 


a product  of 

LOMA  LINDA  FOODS 


MEDICAL  PRODUCTS  DIVISION 

RIVERSIDE,  CALIFORNIA  92505 
Mount  Vernon,  Ohio  43050,  USA 
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potassium  supplement  potassium  supplement  with  chloride 


Manifestations  of  potassium  deficiency  may  range  through  a variety  of  signs 
and  symptoms  including  muscular  weakness  and  fatigue... cardiac  alterations 
discernible  by  characteristic  ECG  tracings . . . impaired  mental  function  and  diminished 
reflexes . . . impaired  respiration . . . anorexia  and  abdominal  distention. 

The  etiology  of  hypokalemia  is  also  broad,  encompassing  a number  of  clinical 
conditions.  But  most  important  of  all  may  be  a course  of  treatment  that  causes 
excessive  loss  of  body  potassium— such  as  thiazide  diuretics  and  corticosteroids. 

No  matter  what  the  etiology,  the  solution  is  usually  potassium 
supplementation. 

What  better  way  to  supplement  than  with  K-Lyte  or  K-Lyte/Cl.  Efferves- 
cent K-Lyte  tablets  supply  the  usually  recommended  dose  of  50  mEq.  potassium  daily 
in  just  two  tablets.  When  chloride  is  also  desirable,  K-Lyte/Cl  provides  it  in  the  pre- 
ferred 1 :1  ratio  to  potassium.  Both  forms  are  accurate  and  reliable  sources  of  electro- 
lyte replacement.  Administration  in  “pre-dissolved”  form  reduces  the  potential  for 
G.I.  irritation.  Finally,  you  have  a choice  of  three  delicious  flavors— a taste  of  oranges, 
tangy  lime  or  fruit  punch— all  good  enough  to  drive  a patient  to  drink. 


K-Lyte 


Each  effervescent  tablet  in 
solution  supplies  25  mEq.  potas- 
sium as  bicarbonate  and  citrate 


Each  dose  of  powder  in 
solution  supplies  25  mEq. 
potassium  chloride 


Each  tablet  or  dose  must  be  completely  dissolved  before  taking.  . 

Indications:  K-Lyte  and  K-Lyte/Cl  are  oral  potassium  supplements  for  therapy  or  prophylaxis  of  potassium  deficiency. 
Particularly  useful  when  thiazide  diuretics  or  corticosteroids  cause  excessive  excretory  potassium  losses.  Contraindica- 
tions: Impaired  renal  function  with  oliguria  or  azotemia;  Addison's  disease;  hyperkalemia  from  any  cause.  Warnings 
and  Precautions : Since  the  amount  of  potassium  deficiency  may  be  difficult  to  determine  accurately,  supplements  should 
be  administered  with  caution,  and  dosages  adjusted  to  the  requirements  of  the  individual  patient.  Potassium  intoxication 
rarely  occurs  in  patients  with  normal  kidney  function.  Symptoms  of  potassium  intoxication  are  variable.  They  include 
listlessness,  mental  confusion,  and  tingling  of  the  extremities.  Frequent  checks  of  the  clinical  status  of  the  patient,  ECG, 
and  serum  potassium  level  are  desirable.  In  established  hypokalemia,  attention  should  also  be  directed  toward  other 
potential  electrolyte  disturbances.  Potassium  supplements  should  be  given  cautiously  to  digitalized  patients.  To  mini- 
mize the  possibility  of  gastrointestinal  irritation  associated  with  the  oral  ingestion  of  concentrated  potassium  salt  prepa- 
rations, patients  should  be  carefully  directed  to  dissolve  each  dose  completely  in  the  stated  amount  of  water.  K-Lyte/Cl 
contains  approximately  20-25  Calories  of  sucrose  per  dose  which  should  be  considered  for  patients  with  restriction  of 
caloric  intake.  Adverse  Reactions:  Nausea,  vomiting,  diarrhea,  and  abdominal  discomfort  may  occur  with  the  use  of 
potassium  salts.  Dosage  and  Administration:  Adults:  1 tablet  or  dose  completely  dissolved . 2 to  4 times  daily,  depending 
upon  the  requirements  of  the  patient:  K-Lyte:  1 tablet  (25  mEq.  potassium)  in  3 to  4 ounces  of  void  or  ice  water, 
K-Lyte/Cl:  1 dose  (25  mEq.  potassium  chloride)  in  6 ounces  of  cold,  or  ice  water.  The  normal  adult  daily  requirement 
is  approximately  50  mEq.  of  elemental  potassium.  NOTE:  It  is  suggested  that  these 
products  be  taken  with  meals  and  sipped  slowly  over  a 5-10  minute  period.  How  Supplied: 

K-Lyte:  Effervescent  tablets-boxes  of  30  and  250  (orange  or  lime  flavors).  K-Lyte/Cl: 

Powder,  cans  of  30  measured  doses  with  scoop  (fruit-punch  flavor).  R 
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LABOR  ATO  R I ES 


Now  there  is  a 
laxative/ stool  softener 
with  a more  effective, 
dual-action  formula. 


A Gentle  Bowel 

''^iont/ Stool  Softener 

‘ 5(ul'  Oo«  One  capsule 
physician. 

Hl*f*IC  PHARMACEUTICAL 

corporation 

'00  capsules 


STIMULAX 

CAPSULES 

“GERI-CASAGRA”™  CCASANTHRANOL]  30  mg.  • DIOCTYL  SODIUM  SULFOSUCCINATE  250 

The  unique  Stimulax  formula  provides  the  ideal  combination 
of  a proven,  gentle  laxative  with  a sufficient  dosage  of  stool 
softener  for  dependable,  effective  relief  of  constipation. 

? mosi  cases,  one  capsule  before  bedtime  brings  effective  re- 
sults without  straining  or  irritation  . . . griping  or  cramps. 

AVAILABLE:  Bottles  of  30, 100  and  500  Soft  Gelatin  Capsules. 


Samples  on  Request 

GERIATRIC  PHARMACEUTICAL  CORP. 

Floral  Park,  N.Y.  11001  . 

Pioneers  in  Geriatric  Research 


DEVELOPER.  MD  SUPPLIERS  OF  CEVI-BID  • GAYSAL  • TESTAND-B 


PENNSYLVANIA 

MEDICINE 


m.d.'s  in  the  news 


NORMUND  WONG.  M.D.,  has 
been  named  director  of  training  in  the 
department  of  adult  psychiatry  at  the 
Northern  Division  of  the  Albert  Ein- 
stein Medical  Center,  Philadelphia.  He 
is  also  associate  clinical  professor  in 
psychiatry  at  the  Temple  University 
School  of  Medicine. 


DR.  WONG  DR.  COON 


ROBERT  J.  COON.  III.  M.D.. 
former  director  of  professional  services 
in  the  Philadelphia  County  Office  of 
Mental  Health  and  Mental  Retarda- 
tion, is  the  new  acting  assistant  superin- 
tendent for  clinical  services  at 
Philadelphia  State  Hospital. 

The  Lancaster  County  Medical  Soci- 
ety recently  installed  its  new  slate  of  of- 
ficers, headed  by  PAUL  H.  RIPPLE, 
M.D.,  Lancaster,  who  will  serve  as 
president.  WILLIAM  G.  R1DGWAY, 
M.D.,  Akron,  is  the  new  president- 
elect; with  ROLAND  A.  LOEB,  M.D., 
serving  as  vice-president;  and  F. 
BARRIE  MOBERG.  M.D.,  as  sec- 
retary-treasurer. 

ALBERT  F1NESTONE,  M.D., 
Philadelphia,  clinical  professor  of  med- 
icine and  assistant  dean  for  continuing 
education  at  Temple  University  School 
of  Medicine,  has  instituted  a pilot  pro- 
gram using  a tape  recorder  borrowed 
from  Roche  Laboratories  and  cassette 
tapes  from  the  Network  for  Continuing 
Education  to  present  instructional  ma- 
terial to  small  groups  of  general  practi- 
tioners in  their  own  homes  by  wiring 
the  recorder  to  the  home  television  set. 
He  eventually  hopes  to  prepare  a cata- 
logue of  tapes  to  be  made  available  to 
physicians  within  a 100-mile  radius  of 
Philadelphia. 

WILLIAM  O.  UMIKER,  M.D.. 
Lancaster  pathologist  and  laboratory 
director  at  St.  Joseph's  Hospital,  won 
an  award  in  the  Medical  Laboratory 
Observer’s  1972  contest  for  an  article 
entitled  "Grooming  a Better  Venipunc- 
ture Team.” 


JOHN  B.  LAUGHREY.  M.D.,  Su- 
tersville,  has  written  an  article  which 
appears  in  the  January  issue  of 
Highlights  for  Children  entitled 
"Presidential  Inaugurations.”  He  is  91 
years  old  and  has  attended  every  na- 
tional convention  since  1932  except 
one. 

New  officers  for  the  Dauphin 
County  Medical  Society  who  were 
recently  installed  are  WALTER  R. 
KIRK.ER.  M.D..  president;  CLAUDE 
NICHOLS,  M.D.,  president-elect; 
MILTON  FRIEDLANDER.  M.D., 
first  vice-president;  PAUL  KASE, 
M.D.,  second  vice-president;  and  G. 
WINFIELD  YARNALL,  M.D.,  sec- 
retary-treasurer. 

RUGH  A.  HENDERSON.  M.D.. 
has  been  appointed  assistant  professor 
in  the  department  of  family  and  com- 
munity medicine  at  the  Milton  S. 
Hershey  Medical  Center  of  Pennsyl- 
vania State  University.  He  was 
previously  employed  with  the  Pennsyl- 
vania Department  of  Health. 

MILTON  GRAUB.  M.D..  has  been 
named  acting  head  of  the  department  of 
pediatrics  at  Hahnemann  Medical 
College  and  Hospital,  Philadelphia.  He 
is  a fellow  of  the  American  Academy  of 
Pediatrics.  Dr.  Graub,  currently  vice- 
president  of  the  International  Cystic 
Fibrosis  Association,  organized  the 
first  International  Conference  on 
Genetics  in  Israel. 

The  new  chairman  of  the  department 
of  surgery  at  the  Deborah  Heart  and 
Lung  Center,  Philadelphia,  is 
GERALD  M.  LEMOl.E.  M.D.  He 
succeeds  HENRY  T.  NICHOLS,  M.D. 
Dr.  Lemole  is  also  chief  of  car- 
diacthoracic  surgery  at  Temple  Univer- 
sity School  of  Medicine. 

MAYER  A.  GREEN,  M.D..  Pitts- 
burgh, has  been  designated  an  Ameri- 
can Medical  Association  representative 
to  the  Eighth  International  Congress  of 
Allergology  to  be  held  in  Tokyo,  Japan, 
in  October  1 973. 

HARRIET  B.  MANTELL,  M.D.. 
has  been  promoted  from  assistant  su- 
perintendent (medical-psychiatric)  to 
acting  superintendent  of  Allentown 
State  Hospital  to  succeed  HOWARD 
T.  FIELDER,  M.D.,  who  has  recently 
retired.  She  is  a fellow  of  the  American 
Academy  of  Pediatrics  and  is  director 


of  the  Mental  Health  Institute  for 
Children  at  the  hospital  and  a member 
of  the  advisory  board  of  the  Lehigh 
County  Mental  Health  and  Mental  Re- 
tardation Program. 

W.  EARL  BIDDLE.  M.D.,  has  re- 
tired after  nineteen  years'  service  as 
clinical  director  of  Philadelphia  State 
Hospital  (Byberry).  He  was  alsb 
director  of  the  hospital’s  department  of 
religious  affairs. 

DAVID  P.  SEGEL.  M.D  . director 
of  ambulatory  services,  associate 
director  of  the  renal  unit,  and  senior  at- 
tending physician  at  Montefiore  Hospi- 
tal, Pittsburgh,  has  been  promoted  to 
associate  professor  of  medicine  at  the 
University  of  Pittsburgh  School  of 
Medicine,  University  Health  Center  of 
Pittsburgh. 

AARON  NORDENBERG.  M.D., 
has  been  named  chief  of  pediatric  car- 
diology at  Polyclinic  Hospital,  Harris- 
burg. He  is  also  director  of  the  pediatric 
cardiac  clinic  at  Polyclinic  and  consult- 
ant in  pediatric  cardiology  at  Elizabeth- 
town Crippled  Childrens’  Hospital. 


THE  INSTALLATION  of  new  officers 
at  the  Lycoming  County  Medical  So- 
ciety annual  meeting  was  the  oc- 
casion for  an  address  by  Robert  S. 
Sanford,  M.D.,  PMS  president  (left). 
Robert  G.  Stevens,  M.D.  (right), 
Williamsport,  was  master  of  ceremo- 
nies. C.  Jack  Roberts,  M.D.,  was  in- 
stalled as  president;  Richard  B. 
Tobias,  M.D.,  president-elect;  Warren 
Hayes,  M.D.,  vice-president;  Richard 
F.  Tignor,  M.D.,  secretary;  Edward  N. 
Moser,  M.D.,  assistant  secretary; 
Donald  E.  Shearer,  M.D.,  treasurer; 
and  Chan  Yoon,  M.D.,  assistant  treas- 
urer. Mr.  Paul  John,  Williamsport,  is 
executive  secretary. 
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new  members 


DELAWARE  COUNTY: 

Ramon  D.  Baker,  M.D.,  801  Kenwood  Rd.,  Drexel  Hill  19026. 
Dennis  W.  Donnelly,  M.D.,  692  Raven  Rd.,  Wayne  19087. 

John  W.  Valenteen,  M.D.,  1611  Winton  Ave.,  Havertown  19083. 


ERIE  COUNTY: 

James  L.  Beeby,  M.D.,  1611  Peach  St.,  Erie  16501. 

Dorothy  M.  Blasco,  M.D.,  155  W.  41  st  St.,  Erie  16508. 

Louis  J.  Blumen,  M.D.,  161 1 Peach  St.,  Erie  16501 . 

Geoffrey  W.  Gubb,  M.D.,  Hamot  Hospital,  4 East  Second  St., 
Erie  16512. 

Robert  T.  Guelcher,  M.D.,  1611  Peach  St.,  Suite  320,  Erie 
16501. 

Kannampally  L.  Jacob,  M.D.,  Apt.  8,  3626  Zimmerman  Rd.,  Erie 
16512. 

Clark  F.  Kopycinski,  M.D.,  1990  Nagle  Rd.,  Erie  16510. 

Edward  F.  Sanford,  M.D.,  232  W.  25th  St.,  Erie  16512. 

Hossain  Sarajedini,  M.D.,  310  Peninsula  Blvd.,  Erie  16505. 

John  T.  Schaaf,  M.D.,  210  W.  6th  St.,  Erie  16507. 

Osvaldo  S.  Suppa,  M.D.,  Hamot  Medical  Center,  4 East  Second 
St.,  Erie  16512. 

Joseph  S.  Swickard,  M.D.,  Suite  100,  140  West  Second  St.,  Erie 
16507. 


FRANKLIN  COUNTY: 

Saad  M.  Hasan,  M.D.,  Sheffield  Dr.,  R.D.  3,  Chambersburg 
17201. 


JEFFERSON  COUNTY: 

David  A.  Buffone,  M.D.,  DuBois  Deposit  National  Bank  Bldg., 
DuBois  15801. 

Joseph  D.  Waissman,  M.D.,  P.O.  Box  68,  Punxsutawney  15767. 

LACKAWANNA  COUNTY: 

Peter  M.  Agnone,  M.D.,  749  N.  Main  St.,  Scranton  18504. 

William  H.  Kehrli,  M.D.,  1536  N.  Washington  Ave.,  Scranton 
18509. 

Randall  W.  Snyder,  M.D.,  1 15  W.  Drinker  St.,  Dunmore  18512. 

PHILADELPHIA  COUNTY: 

Fae  M.  Adams,  M.D.,  3300  Henry  Ave.,  Philadelphia  19129. 

James  T.  Brennan,  M.D.,  3940  Delancey  St.,  Philadelphia 
19104. 

Leon  Cander,  M.D.,  1429  S.  5th  St.,  Philadelphia  19147. 

Joseph  Catanese,  D.O.,  7201  Hanford  St.,  Philadelphia  19149. 

James  Colberg,  M.D.,  1025  Walnut  St.,  Philadelphia  19107. 

Richard  H.  Creech,  M.D.,  American  Oncological  Hospital, 
Philadelphia  191 1 1. 

Neil  Cutler,  M.D.,  281A-2  High  Rd.,  Andalusia  19020. 

Samir  El  Daief,  M.D.,  Graduate  Hospital,  19th  and  Lombard 
Sts.,  Philadelphia  19146. 

Anthony  J.  DelRossi,  M.D.,  2519  S.  Garnet  St.,  Philadelphia 
19145. 

Paul  A.  DeMare,  M.D.,  Thomas  Jefferson  University  Hospital 
Philadelphia  19107. 

Kumar  DeNirmal,  M.D.,  Hahnemann  Medical  Colleae 
Philadelphia  19102.  ’ 

Peter  R.  Duca,  M.D.,  Thomas  Jefferson  University  Hosoital 
Philadelphia  19107. 

Bruce  E.  Duke,  M.D.,  3401  N.  Broad  St.,  Philadelphia  19132 

Restituto  N.  Estacio,  M.D.,  1480  S.  10th  St.,  Camden  NJ 
08104. 

Manuel  R.  Estioko,  M.D.,  1351  W.  Tabor  Rd.,  Philadelphia 
19141. 

Charles  M.  Furr,  M.D.,  Germantown  Hospital,  Philadelphia 
19144. 

Howard  Frank,  M.D.,  Hahnemann  Hospital,  Philadelphia  19102. 

Stanley  C.  Glauser,  M.D.,  Department  of  Pharmacology 
Temple  University,  Philadelphia  19140. 

Emerita  T.  Gueson,  M.D.,  3101  Cottman  Ave.,  Philadelphia 


Erlinda  Guzon-Castro,  M.D.,  Albert  Einstein  Medical  Center, 
Philadelphia  19141 . 

Geraldine  E.  Hamilton,  M.D.,  616  East  24th  St.,  Chester  19013. 

Joanne  Jepson,  M.D , Medical  College  of  Pennsylvania, 
Philadelphia  19129. 

Robert  J.  Kane,  D.O.,  13400  Lindsay  St.,  Philadelphia  19116. 

Quadar  Khan,  M.D.,  St.  Luke’s  and  Childrens  Medical  Center, 
Philadelphia  19122. 

Sangboum  Kim,  M.D.,  3910  Powelton  Ave.,  Philadelphia  19104. 

Martin  E.  Koutcher,  M.D.,  1621-B  Ash  St.,  Fort  Dix,  N.J.  08640. 

Myles  K.  Krieger,  M.D.,  4115  Gypsy  Lane,  Philadelphia  19144. 

Christina  I.  Kwik,  M.D.,  Frankford  Hospital,  Philadelphia  19124. 

Martin  Lachman,  M.D.,  Methodist  Hospital,  Philadelphia  19148. 

Christian  J.  Lambertsen,  M.D.,  University  of  Pennsylvania, 
Philadelphia  19104. 

Seung  H.  Lee,  M.D.,  Temple  University  Hospital,  Philadelphia 
19140. 

Harry  J.  Lessig,  M.D.,  Hahnemann  Hospital,  Philadelphia 
19102. 

William  Levy,  M.D.,  1900  Spruce  St.,  Philadelphia  19103. 

Ernesto  E.  Lucena,  M.D.,  142  Windemere  Ave.,  Lansdowne 
19050. 

Michael  J.  Mastrangelo,  M.D.,  American  Oncological  Hospital, 
Philadelphia  19111. 

Carmen  G.  Montaner,  M.D.,  Broad  and  Ontario  Sts., 
Philadelphia  19140. 

Neilon  Neilson,  M.D.,  Presidential  Medical  Center,  Philadel- 
phia 19131. 

Narayan  V.  Nimbkar,  M.D.,  Episcopal  Hospital,  Philadelphia 
19125. 

Emmanuel  P.  Osorio,  M.D.,  4940  Frankford  Ave.,  Philadelphia 
19124. 

Hee-Ok  Park,  M.D.,  216  N.  Broad  St.,  Philadelphia  19102. 

Robert  J.  Patterson,  M.D.,  630  E.  Courtland  St.,  Philadelphia 
19120. 

Gordon  S.  Perlmutter,  M.D.,  Temple  University  Hospital, 
Philadelphia  19140. 

Jerald  H.  Ratner,  M.D.,  Ford  and  Monument  Rds.,  Philadelphia 
19138. 

Gerard  Reme,  M.D.,  1351  Tabor  Rd.,  Philadelphia  19141. 

Bruce  Robertson,  M.D.,  8236  Germantown  Ave.,  Philadelphia 
19118. 

Robert  A.  Ruggiero,  M.D.,  230  N.  Broad  St.,  Philadelphia 
19102. 

Clinton  T.  Sachs,  M.D.,  Ford  Rd.  and  Monument  Ave., 
Philadelphia  19131 . 

Ahmed  N.  Saleh,  M.D.,  Nazareth  Hospital,  Philadelphia  19152. 

Bienvenido  T.  Samson,  M.D.,  Fox  Chase  Medical  Center, 
Philadelphia  19111. 

V.S.  Shankar,  M.D.,  University  of  Pennsylvania  Hospital, 
Philadelphia  19104. 

Stephen  A.  Schlesinger,  M.D.,  Ford  Rd.  and  Monument  Ave., 
Philadelphia  19131. 

Hameed  A.  Sheikh,  M.D.,  Saint  Agnes  Hospital,  Philadelphia 
19145. 

James  B.  Snow,  Jr.,  M.D.,  3400  Spruce  St.,  Philadelphia  19104. 

Michaela  C.  Song,  M.D.,  Mercy-Douglass  Hospital,  Philadel- 
phia 19143. 

David  M.  White,  M.D.,  Old  York  and  Tabor  Rd.,  Philadelphia 
19141. 

SCHUYLKILL  COUNTY: 

Y.S.  Bai,  M.D.,  237  W.  Chestnut  St.,  Frackville  17931. 

Chien  H.  Chen,  M.D.,  213  W.  Market  St.,  Orwigsburg  17961. 

L.C.  Heistand,  M.D.,  309  W.  Market  St.,  Pottsville  17901. 

Won  Y.  Lee,  M.D.,  1 16  W.  Market  St.,  Orwigsburg  1 7961 . 

VENANGO  COUNTY: 

Ghassem  Parva,  M.D.,  Titusville  Hospital,  Titusville  16354. 

YORK  COUNTY: 

Merle  S.  Bacastow,  M.D.,  York  Hospital,  York  17405. 
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meetings' 


APRIL 

American  College  of  Surgeons,  April  1-4,  Hilton  and 
Americana  Hotels,  New  York.  Contact:  C.  Rollins 
Hanlon.  M.D..  55  E.  Erie  St.,  Chicago  6061  I. 

American  Academy  of  Facial  Plastic  and  Reconstructive 
Surgery,  April  3-5,  Chase  Park  Plaza  Hotel,  St.  Louis. 
Contact:  Carl  N.  Patterson,  M.D.,  1110  W.  Main  St.. 
Durham,  N.C.  27701. 

American  Academy  of  Pediatrics,  April  9-12,  Sheraton 
Boston  Hotel.  Boston.  Contact:  Robert  G.  Frazier,  M.D.. 
1801  Hinman  Ave.,  Evanston,  111.  60201. 

American  Association  of  Anatomists,  April  9-12,  Waldorf- 
Astoria  Hotel,  New  York.  Contact:  John  E.  Pauly,  Ph  D., 
Dept,  of  Medicine,  Little  Rock,  Ark.  72201 . 

American  College  of  Physicians,  April  9-13,  Conrad  Hilton, 
Chicago.  Contact:  Edward  C.  Rosenow,  Jr.,  M.D.,  4200 
Pine  St.,  Philadelphia  19104. 

American  Assn,  for  Cancer  Research,  April  11-13,  Haddon 
Hall.  Atlantic  City.  Contact:  Hugh  J.  Creech,  Ph  D.,  Insti- 
tute for  Cancer  Research,  7701  Burholme  Ave., 
Philadelphia  19111. 

AMA  National  Congress  on  the  Socioeconomics  of  Health 
Care,  April  13-14,  Marriott  Motor  Hotel,  Chicago.  Con- 
tact: John  Rowland,  AMA  Division  of  Medical  Practice, 
535  N.  Dearborn  St.,  Chicago  60610. 

American  Physiological  Society,  April  15-20,  Atlantic  City. 
Contact:  Ray  G.  Daggs,  Ph.D.,  9650  Rockville  Pike, 
Bethesda,  Md.  20014. 


LET  EXTENDICARE 
PUT  YOU  IN 
PRIVATE  PRACTICE 


NO  FEES 

LITTLE  OR  NO  INVESTMENT 


The  hospital  communities  of  ours  listed,  need: 


ABILENE,  TEXAS: 

ENTERPRISE, 

ALABAMA: 


General  Practitioner  or 
Family  Practice. 

General  Practitioner  or 
Family  Practice, 
Urologist. 


MARION,  SOUTH  General  Practitioner  or 

CAROLINA:  Family  Practice, 

1NT.,  PED. 

At  aforementioned  locations  (there  are  others)  we 
help  you  establish  an  excellent  PRIVATE  PRAC- 
TICE: Free  inspection  trip  (wife  included)  to  check 
practice  potential.  Household  goods  moved, 
guaranteed  income  for  six  months,  free  office  rent  (1 
year). 


Call  collect  (502)  589-3790,  J im  Mattingly,  for  de- 
tails or  write  Professional  Relations  Department,  Ex- 
tendicare,  Inc.,  P.O.  Box  1438,  Louisville,  Kentucky 
4020 1 . 


ALSO  AVAILABLE  FOR  THE  TREATMENT  OF 

impotence 

due  to  androgenic  deficiency  in  the  American  male. 


Android 

Methyltestosterone  N.F.-5  mg. 

Android!  10 

Methyltestosterone  N.F.-10  mg. 

Android  ! 25 

Methyltestosterone  N.F.  -25  mg. 


DESCRIPTION:  Methyltestosterone  is  l7/:Hydroxy-17Methylandrost  4 en 
3 one 

ACTIONS:  Methyltestosterone  is  an  oil  soluble  androgenic  hormone 

INDICATIONS:  In  the  male  1 Eunuchoidism  and  eunuchism  2 Male 
climacteric  symptoms  when  these  are  seconlary  to  androgen  deficiency 
3 Impotence  due  to  androgenic  deficiency  4 Postpuberal  cryptor 
chidism  with  evidence  of  hypogonadism 

Cholestatic  hepatitis  with  jaundice  and  altered  liver  function  tests,  such 
as  increased  BSP  retention  and  rises  in  SCOT  levels.  I.ave  been  reported 
after  Methyltestosterone  These  changes  appear  to  be  related  to 
dosage  of  the  drug  Therefore,  in  the  presence  of  any  changes  m liv**» 
function  tests,  drug  should  be  discontinued 

PRECAUTIONS:  Prolonged  dosage  of  androgen  may  result  in  sodium  and 
fluid  retention  This  may  present  a problem,  especially  m patients 
with  compromised  cardiac  reserve  or  renal  disease  In  treating  males 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of  mcreas 
mg  the  nervous,  mental. 'and  physical  activities  beyond  the  patient  s 
cardiovascular  capacity. 

CONTRAINDICATIONS:  Contraindicated  in  persons  with  known  or  s'us 
pected  carcinoma  of  the  prostate  and  in  carcinoma  of  the  male  breast 
Contraindicated  in  the  presence  of  severe  liver  damage 

WARNINGS:  If  priapism  or  other  signs  of  excessive  sexual  stimulation 
develop,  discontinue  therapy.  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular  function,  with 
resultant  oligospermia  and  decrease  in  ejaculatory  volume  Use  caut 
lously  m young  boys  to  avoid  premature  epiphyseal  closure  or  pre 
cocious  sexual  development  Hypersensitivity  and  gynecomastia  may 
occur  rarely.  PBI  may  be  decreased  in  patients  taking  androgens 
Hypercalcemia  may  occur,  particularly  during  therapy  for  metastn 
breast  carcinoma  If  this  occurs,  the  drug  should  be  discontinued 

ADVERSE  REACTIONS:  Cholestatic  Jaundice  • Oligospermia  and  d. 
creased  ejaculatory  volume  • Hypercalcemia  particularly  in  jiatients 
with  metastic  breast  carcinoma  This  usually  indicates  progression  of 
bone  metastases  • Sodium  and  water  retention  • Priapism  • Vinli 
zation  in  female  patients  • Hypersensitivity  and  gynecomastia 

DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  stricly  individualized 
as  patients  vary  widely  in  requirements  Daily  requirements  are  best 
administered  in  divided  doses  The  following  chart  is  suggested  as  an 
average  daily  dosage  guide 

INDICATION  Average  OaByOosaee 

In  the  male: 

Eunuchoidism  and  eunuchism  10  to  40  mg 

Male  climacteric  symptoms  and  impotence 
due  to  androgen  deficiency  10  to  40  mg 

Postpuberal  cryptorchism  30  mg 

HOW  SUPPUE0:  5.  10.  25  mg  in  bottles  of  60.  250 


Write  lor  Literature  and  Samples 

THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  6th  Street.  Los  Angeles.  California  90057 
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editorials 

Is  that  your  best  offer? 


In  the  presidential  campaign  of  1960,  the  American 
public  was  treated  to  a series  of  television  debates  between 
the  two  major  party  candidates.  Most  probably  on  the 
strength  of  these  debates,  John  Kennedy  was  elected  presi- 
dent that  year.  Mr.  Nixon  appeared  to  be  the  less  dynamic 
of  the  two  men.  He  was  later  to  claim  that  he  had  received 
poor  press  coverage  which  is  true  in  part.  In  1968,  Mr. 
Nixon  returned  to  the  national  scene  to  win  the  presidency 
and  recently  was  elected  to  his  second  term. 

In  the  past  few  years,  the  medical  profession  has  found  it- 
self in  much  the  same  predicament  as  Mr.  Nixon  in  1960. 
Basically  somewhat  conservative  by  nature,  medicine  ap- 
pears grey  in  the  press  while  our  outspoken  opponents  are 
more  colorful.  Anti-medicine  politicians  tend  to  get 
headline  coverage  while  pro-medicine  articles  are  relegated 
to  the  back  pages. 

Senator  Edward  Kennedy,  writing  in  the  lead  article  of 
the  January  1973  Journal  of  Medical  Education,  predicts 
that  national  health  insurance  will  be  passed  this  year.  He 
further  predicts  that  passage  will  force  necessary  changes  in 
medicine.  The  press,  taking  its  cue  from  politicians,  reports 
a "health  care  crisis”  in  this  country.  They  point  to  high 
cost  of  medical  care,  health  manpower  shortage,  and  in- 
creasing specialization  of  physicians  as  reasons  why  there 
should  be  government  controls.  Television  programs  such 
as  "Don't  Get  Sick  in  America”  and  "The  Price  of  Health" 
lend  convincing  support  to  arguments  that  there  should  be 
cost  controls  in  medicine.  In  addition,  political  footballs 
such  as  the  medical  profession's  alleged  neglect  of  research 
on  sickle  cell  disease  inject  further  emotionalism  to  already 
illogical  reasoning.  In  short,  the  public  is  kept  well  in- 
formed of  all  the  so-called  "wrongs"  in  medicine. 

The  medical  profession's  whole  approach  to  these  attacks 
has  been  inadequate.  A quick  perusal  of  local  newspapers 
reveals  the  type  of  media  coverage  we  get.  Health  care  insti- 
tutions announce  that  they  have  purchased  new  equipment 
or  that  they  have  added  a number  of  beds.  Press  releases 
include  lists  ot  specialists  added  to  the  medical  staffs  of 
local  hospitals.  When  politicians  respond  that  expensive 
equipment  and  beds  increase  the  cost  of  hospitalization  and 
that  we  do  not  need  more  specialists,  physicians  react  with  a 
call  to  unionize.  Is  that  the  best  defense  we  can  offer? 

What  we  require  is  some  imagination.  Instead  of  focusing 
inward  toward  ourselves,  we  should  look  outward  to  the 
health  care  delivery  system  in  general  and  specifically  to  the 
patient.  There  have  been  innovations  in  medicine  over  the 
past  few  years  that  are  rational  answers  to  the  problems  this 
country  faces  in  regard  to  medical  care. 

One  ol  the  far  reaching  advances  was  Dr.  Lawrence 
Weed's  introduction  in  1968  of  the  problem-oriented  medi- 
cal record.  The  system  is  self-explanatory — a record  built 
around  problems  but  preserving  medical  data.  Dr.  Weed 
believes  that  the  medical  record  "must  be  a scientific  manu- 
script. ' The  problem-oriented  record  has  potential  in  the 
areas  of  education  and  research,  but  especially  in  patient 
care. 


Another  innovation  is  better  organization  of  emergency 
facilities.  One  of  the  few  pro-medical  programs  to  reach  na- 
tional television,  "First  Tuesday,"  featured  the  Illinois  state- 
wide trauma  control  program  several  months  ago.  Since  the 
advent  of  shock-trauma  units  and  better  ambulance  serv- 
ices, the  death  rate  due  to  trauma  has  been  greatly  reduced. 
Special  in-service  education  programs  have  been  initiated 
for  personnel  who  staff  these  units. 

In  answer  to  the  charge  of  increasing  specialization,  we 
can  point  to  the  trend  in  medicine  toward  family  practice. 
Many  medical  schools  have  departments  of  family  and  com- 
munity medicine.  Family  practice  residencies  are  available 
in  community  hospitals.  It  should,  however,  be  made  clear 
to  the  public  that  family  medicine  is  itself  a specialty  prac- 
tice! 

In  support  of  his  claim  that  there  exists  in  this  country  a 
serious  health  manpower  shortage.  Senator  Kennedy  states 
that  we  import  foreign  medical  graduates  to  fill  internship 
and  residency  vacancies.  Is  it  possible  that  these  physicians 
are  perhaps  seeking  a better  quality  training  program  than 
is  available  in  their  respective  countries? 

It  is  becoming  increasingly  apparent  that  health  care  in- 
stitutions cannot  and  should  not  measure  efficiency  simply 
by  bed  capacity  and  number  of  employees.  If  a suitable  image 
is  to  be  gained  and  maintained,  we  must  emphasize  the 
human  aspect  of  health  delivery  for  it  is  that  aspect  that  cap- 
tures the  imagination  of  the  public.  With  this  in  mind, 
perhaps  we  too  will  triumph  as  Mr.  Nixon  did  in  1968. 

David  A.  Smith,  M.D. 

Medical  Editor 


IT  COULD  BE  YOUR  GALL  BLADDER,  BUT  IT  SOUNDS 
MORE  LIKE  INDIGESTION... 
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Section  249F  of  Public  Law  92-603 
Who?  What?  Where?  When?  How?  Why? 


Professional  Standards  Review  Organizations  are  with 
us.  The  signing  into  law  of  House  Resolution  1 , the 
Social  Security  Amendments  of  1972,  created  them  as 
a means  for  peer  evaluation  of  the  cost,  quality  and 
proper  use  of  facilities  in  the  delivery  of  medical  care 
paid  for  under  government  programs.  The  staff  of  Penn- 
sylvania Medicine  has  prepared  this  article  to  provide 
Society  members  with  a summary  of  the  main  features 
in  the  PSRO  legislation.  The  Society’s  House  of  Dele- 
gates, foreseeing  the  passage  of  legislation  of  this  na- 
ture, established  the  Pennsylvania  Medical  Care  Foun- 
dation to  assist  and  advise  physicians  throughout  the 
Commonwealth  as  PSROs  become  a reality.  Further  in- 
formation on  the  law  is  available  from  the  Society. 


After  many  months  of  debate,  public 
hearings,  committee  meetings  and  news 
media  prognosticating,  the  United 
States  Congress  passed  House  Resolu- 
tion 1 — the  Social  Security  Amend- 
ments of  1972.  It  was  signed  into  law 
October  30,  1972,  by  President  Richard 
M.  Nixon  and  is  now  known  as  Public 
Law  92-603.  The  law  soon  will  be  in- 
terpreted in  a series  of  Social  Security 
Administration  regulations  to  be 
published  in  proposed  form  in  the  Fed- 
eral Register. 

The  law  calls  for  extensive  changes 
in  the  Social  Security  Program,  as  well 
as  in  medicare,  medicaid,  and  the  ma- 
ternal and  child  welfare  program.  Tax 
increases  to  cover  benefits  are  included. 
Some  100  changes  relating  to  medicare, 
medicaid,  and  maternal  and  child 
health  were  adopted  in  Title  II  of  the 
law. 

Included  among  these  is  Section 
249F,  the  purpose  of  which  is  “to 
promote  the  effective,  efficient,  and 
economical  delivery  of  health  care  serv- 
ices of  proper  quality...  through  the 
application  of  suitable  procedures  of 


professional  standards  review.” 

Scope  and  Extent 

Section  249F  (the  Bennett  Amend- 
ment to  H.R.  1)  calls  for  the  establish- 
ment of  Professional  Standards  Review 
Organizations  (PSRO)  representing  a 
substantial  proportion  of  practicing 
physicians,  which  would  assume  the  re- 
sponsibility in  areas  designated  by  the 
secretary  of  the  Department  of  Health, 
Education,  and  Welfare  for  compre- 
hensive and  ongoing  review  of  services 
covered  by  medicare  and  medicaid.  Ex- 
penses for  operating  the  program  will 
be  underwritten  by  HEW. 

Initially  a PSRO  is  required  to 
review  the  appropriateness  and  effec- 
tiveness of  the  use  of  inpatient  facilities 
only,  although  it  is  permitted  to  review 
non-institutional  services  with  the  ap- 
proval of  the  secretary  of  HEW. 

Review  would  be  made  to  determine 
whether  services  provided  were  medi- 
cally necessary,  met  appropriate  profes- 
sional standards,  and  in  the  case  of 
proposed  inpatient  services,  could  be 


provided  on  an  outpatient  basis  or  more 
economically  in  a facility  of  a different 
type. 

National  Council 

The  secretary  of  HEW  will  be  as- 
sisted in  implementing  the  law  by  a Na- 
tional Professional  Standards  Review 
Council  to  be  composed  of  eleven 
physicians  appointed  by  the  secretary,  a 
majority  of  whom  must  be  recommend- 
ed by  national  organizations  repre- 
senting practicing  physicians. 

This  council  will  have  five  responsi- 
bilities: 

1.  Advising  the  secretary  in  the  ad- 
ministration of  the  law,  including  the 
development  of  the  regulations; 

2.  Providing  for  the  development 
and  distribution  of  information  and 
data  which  will  assist  Statewide  Profes- 
sional Standards  Review  Councils  and 
PSROs  in  carrying  out  their  duties  and 
functions; 

3.  Reviewing  the  operations  of 
statewide  Professional  Standards  Re- 
view Councils  and  PSROs  to  deter- 


MARCH  1973 


35 


mine  their  effectiveness  and  compara- 
tive performance  in  carrying  out  the 
purposes  of  the  law; 

4.  Approving  professionally  devel- 
oped norms  of  care  typical  of  the  area 
covered  by  PSROs  and  providing  tech- 
nical assistance  to  PSROs  in  the  use  and 
application  of  such  norms; 

5.  Carrying  out  or  arranging  for 
studies  and  investigations  for  the  pur- 
pose of  developing  and  recommending 
to  the  secretary  of  HEW  and  to 
Congress  measures  designed  to  more  ef- 
fectively accomplish  the  purposes  and 
objectives  of  the  law. 

Statewide  Councils 

The  secretary  of  HEW  is  responsible 
for  establishing  a Statewide  Profes- 
sional Standards  Review  Council  in 
those  states  having  three  or  more 
PSROs  established  by  the  secretary. 
The  secretary  will  appoint  the  members 
of  these  councils  as  follows: 


1.  One  physician  designated  by  each 
of  the  state's  PSROs. 

2.  Four  physicians — two  of  whom 
may  be  nominated  by  the  state's  medi- 
cal society  and  two  by  the  hospital  asso- 
ciation in  the  state. 

3.  Four  public  representatives 
knowledgeable  in  health  care,  at  least 
two  of  whom  shall  be  recommended  by 
the  governor  of  the  state. 

Council  Responsibilities 

Statewide  councils  will  have  the  fol- 
lowing responsibilities: 

1 . Coordinating  the  activities  of  and 
disseminating  information  and  data  to 
the  PRSOs  operating  in  the  state; 

2.  Assisting  the  secretary  of  HEW  in 
developing  uniform  data  collection  and 
operating  procedures  to  assure  efficient 
operation  and  objective  evaluation  of 
comparative  performance; 

3.  Assisting  the  secretary  in  eval- 
uating the  performance  of  PSROs; 


4.  Assisting  the  secretary  to  develop 
a qualified  PSRO  to  replace  a PSRO 
whenever  one  has  been  determined  as 
ineffective. 

State  Advisory  Groups 

Professional  Standards  Review  Ad- 
visory Groups  will  be  established  to  ad- 
vise and  assist  Statewide  Professional 
Standards  Review  Councils  where  the 
latter  exist.  These  groups  will  be  made 
up  of  representatives  of  health  care 
practitioners  (other  than  physicians), 
hospitals  and  other  health  care  facili- 
ties. 

Review  Organizations 

Effective  January  1,  1973,  the  law 
provides  for  the  establishment  of  Pro- 
fessional Standards  Review  Organiza- 
tions composed  of  a substantial  number 
of  doctors  of  medicine  and  of  os- 
teopathy in  a designated  area.  PSROs 
will  function  in  geographic  areas  desig- 
nated by  the  secretary  of  HEW  no  later 
than  January  1,  1974.  Until  January  1, 
1976,  only  organizations  representing  a 
substantial  number  of  doctors  of  medi- 
cine and  of  osteopathy  in  the  designated 
geographic  area  may  be  appointed  the 
PSRO  for  that  area. 

In  order  to  be  “qualified,”  an  organi- 
zation must  be  a nonprofit  professional 
association  (or  a component  thereof 
such  as  a medical  care  foundation) 
which  is  composed  of  practicing 
doctors  of  medicine  and  osteopathy, 
whose  membership  is  voluntary  and 
open  to  all  MD’s  and  DO's  without 
requirement  of  membership  in  or  dues 
payment  to  any  organized  medical  soci- 
ety or  association.  “Qualified"  also  calls 
for  the  organization  to  have  available 
the  professional  competence  to  review 
professional  services.  Physician  organi- 
zations have  priority  in  the  establish- 
ment of  area  PSROs.  If  no  such  organi- 
zation exists  in  a given  region,  after 
January  1,  1976,  the  secretary  of  HEW 
may  designate  a qualified  public  or 
nonprofit  organization  to  serve  as  a 
PSRO. 

PSRO  Responsibilities 

PSROs  are  responsible  for  the  review 
of  the  professional  activities  of 
physician  and  other  health  care  practi- 
tioners and  institutional  and  non-insti- 
tutional  providers  of  health  care  serv- 
ices to  determine  the  following: 


Bennett  Amendment 

(Section  249F  of  Public  Law  92-603) 


NATIONAL 

Professional  Standards 
Review  Council 


STATEWIDE 

Professional  Standards 
Review  Council 


PSRO 

PSRO 

PSRO  | 

PSRO  I 
__J 


PSRO 


Professional 
Standards  Review 
Advisory  Council 


PSRO 


PSRO 


PSRO 


The  number  of  PSROs  for  Pennsylvania  has  not  yet  been  establishei 
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1. Are  the  services  and  items 
medically  necessary? 

2.  Does  the  quality  of  the  services 
meet  professionally  recognized  stand- 
ards of  health  care? 

3.  Could  the  services  and  items 
provided  in  a hospital  or  other  health 
care  facility  on  an  inpatient  basis  be 
provided  either  more  economically  in 
another  type  of  health  facility  or  be 
provided  on  an  outpatient  basis  and  still 
be  consistent  with  the  provision  of  ap- 
propriate medical  care? 

The  PSRO  is  responsible  for  assuring 
that  all  final  decisions  as  to  professional 
conduct  or  acts  of  doctors  are  made  by 
doctors  of  medicine  or  of  osteopathy. 

A PSRO  may,  with  the  approval  of 
the  secretary,  engage  in  the  evaluation 
of  services  other  than  those  provided  on 
an  inpatient  basis,  including  review  of 
ambulatory  services,  extended  care  fa- 
cility utilization,  drug  utilization,  home 
health  services,  etc. 

Additional  PSRO  Functions 

To  the  maximum  extent  possible, 
consistent  with  the  effective  perform- 
ance of  its  main  duties,  the  PSRO  is 
called  on  to  fulfill  the  following  func- 
tions: 

1.  Encourage  all  physicians  prac- 
ticing in  the  area  to  participate  as  re- 
viewers in  the  review  activities  of  the 
PSRO; 

2.  Provide  rotating  physician  mem- 
bership of  review  committees  on  a con- 
tinuing basis; 

3.  Assure  that  membership  on  review 
committees  has  the  broadest  represen- 
tation feasible  in  terms  of  the  various 
types  of  practice  in  which  physicians 
engage; 

4.  Publicize  in  medical  journals  and 
similar  periodicals  the  functions  and 
activities  of  Professional  Standards 
Review  Organizations. 

5.  Make  use  of  the  services  of  and  ac- 
cept the  findings  of  the  review  com- 
mittees of  a hospital  or  other  health 
care  facility,  but  only  when  such  com- 
mittees have  demonstrated  to  the  satis- 
faction of  the  PSRO  their  ability  to  per- 
form the  review  in  a timely  and  effec- 
tive way; 

6.  Collect  data,  information  and 
records  as  directed  by  the  secretary  of 
HEW  who  will  have  access  to  them. 

All  data  collected  by  PSROs  is  to 
remain  confidential.  The  law  contains 
provisions  prohibiting  the  disclosure  of 
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information  gathered  by  PSROs  except 
as  necessary  to  carry  out  the  purposes 
of  the  law  and  as  may  be  required  by 
regulations  to  protect  the  rights  and  in- 
terests of  patients  and  health  care  pro- 
viders. 

Initially,  as  was  stated  earlier,  PSROs 
will  limit  their  activities  to  the  review  of 
institutional  care,  except  in  those  in- 
stances where  the  secretary  permits 
them  to  extend  their  activities.  As  soon 
as  practicable,  however,  they  will  as- 
sume their  full  scope,  which  is  the 
review  of  professional  activities  of 
physicians  and  other  health  care  practi- 
tioners and  institutional  and  non-insti- 
tutional  providers  for  services  and 
items  paid  for  by  medicare,  medicaid 
and  maternal  and  child  health  pro- 
grams. 

PSROs  will  have  advance  authority 
over  elective  admissions  to  hospitals 
and  other  facilities  and  extended  or 
costly  treatment.  They  will  also  review 
practitioners'  profiles  of  patient  care 
and  determine  whether  it  meets  es- 
tablished criteria.  They  will  decide 
when  physicians  must  certify  the  need 
for  further  inpatient  care. 

Appeals 

PSROs  must  inform  providers, 
claims  agencies  and  recipients  whenev- 
er there  is  disapproval  of  services 
provided. 

Violations  of  the  provisions  of  the 
law  and  recommendations  of  action  to 
be  taken  must  be  reported  by  PSROs  to 
the  Statewide  Professional  Standards 
Review  Council,  which  in  turn  trans- 
mits its  recommendations  to  the  secre- 
tary of  HEW. 

Whenever  providers  dispute  PSRO 
decisions  they  may  ask  for  a reconsid- 
eration. If  the  PSRO  reaffirms  its 
decision,  the  provider  may  appeal  to 
the  state  council  if  the  amount  involved 
is  at  least  $100.  If  the  decision  is  ad- 
verse to  the  beneficiary,  he  may  appeal 
to  the  secretary  of  HEW.  Cases  in- 
volving $ 1 ,000  or  more  may  be  further 
appealed  to  the  courts. 

Violations  and  Penalties 

Providers  of  services  paid  for  under 
the  Social  Security  Act  who  violate 
PSRO  tenets  may  be  banned  from  par- 
ticipation in  the  government-funded 
programs.  Essentially  the  tenets  are: 

1.  Providing  only  medically  needed 
services; 


2.  Meeting  professionally  recognized 
standards  of  quality  of  care; 

3.  Providing  inpatient  care  only 
when  necessary  and  only  at  the  proper 
level  of  inpatient  institution. 

Those  who  violate  the  law,  if  they 
wish  to  avoid  being  banned  and  to  con- 
tinue in  the  programs,  may  be  rein- 
stated by  paying  a fine  of  $5,000  or  the 
cost  of  the  improper  services,  whichev- 
er is  less. 

Changing  the  PSRO 

If  a PSRO  is  not  fulfilling  its  duties  in 
a timely  and  effective  manner  at  rea- 
sonable cost,  the  secretary  may  replace 
a PSRO  sponsored  by  a medical  society 
with  a public  or  nonprofit  private 
agency  or  organization  which  is  profes- 
sionally competent.  Before  January  I, 
1976,  however,  the  secretary  may  not 
appoint  a PSRO  which  is  not  sponsored 
by  a medical  society  unless  there  is  no 
agency  sponsored  by  a medical  society 
which  is  qualified  and  willing  to  assume 
the  responsibility. 

Doctors  of  medicine  and  of  os- 
teopathy, in  the  case  of  PSRO  appoint- 
ments prior  to  January  1 , 1976,  will  be 
notified  whenever  the  secretary  of 
HEW  proposes  to  appoint  a PSRO.  Ob- 
jections may  be  raised,  and  if  more  than 
10  percent  of  physicians  in  an  area  ob- 
ject to  the  proposed  PSRO,  the  secre- 
tary must  poll  area  physicians.  If  50 
percent  or  more  of  those  responding  say 
that  the  proposed  PSRO  is  not  repre- 
sentative of  area  physicians,  the  secre- 
tary is  forbidden  to  enter  into  an 
agreement  with  the  PSRO. 

All  PSRO  agreements  must  be  condi- 
tional for  a period  of  twenty-four 
months  and  are  permitted  to  be 
formalized  only  after  this  trial  period. 

Legal  Immunity 

The  law  provides  legal  immunity  for 
providers  of  health  services,  who  exer- 
cise good  care,  from  criminal  or  civil 
action  under  federal  or  state  law  which 
results  from  his  performance  in  compli- 
ance with  the  provisions  of  this  law.  In- 
dividuals providing  information  to 
PSROs  are  similarly  protected  from 
legal  action,  as  are  employees  of  PSROs 
and  those  providing  professional 
counsel  or  services. 

Questions  about  the  law  or  requests 
for  further  details  may  be  directed  to 
Larry  R.  Fosselman  of  the  staff  at  State 
Society  headquarters. 
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HEW  Group  Reaches  ‘Controversial’  Conclusions 

A 

An  Inside  Look  at  Malpractice 
Commission’s  Recommendations 


tol  Hill 


mor®  reas°ns  y°u  won  t want  to  miss  the  1973  PMS  Officers’  Conference 
April  25-26,  Penn  Hams  Motor  Inn,  Camp  Hill.  For  details  contact  Bob  Lamb  at  Societv 
Headquarters,  by  writing  or  telephoning  (717)  238-1635. 
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State  Society  Remembers  Dr.  John  H.  Gibbon 


John  H.  Gibbon,  M.D.,  of  Media,  recipient  of  the  Distinguished  Service 
Award  of  the  Pennsylvania  Medical  Society  in  1962,  died  February  5,  1973. 
He  was  sixty-nine  years  of  age. 

He  was  the  developer  of  the  heart-lung  machine  which  made  open  heart 
surgery  possible.  More  than  twenty  years  of  research  culminated  in  the 
first  use  of  the  machine  in  May  of  1953.  With  minor  modifications,  it  is  still 
used  in  most  open  heart  operations. 

Dr.  Gibbon  earned  his  M.D.  degree  from  Jefferson  Medical  College  of 
Thomas  Jefferson  University  in  1927.  He  was  a research  fellow  in  surgery 
at  Harvard  Medical  School,  Boston,  and  a Harrison  Fellow  in  surgical 
research  at  the  University  of  Pennsylvania  School  of  Medicine  early  in  his 
career.  Later  he  was  Samuel  D.  Gross  Professor  of  Surgery  and  head  of  the 
department  of  surgery  at  Jefferson  Medical  College  and  Hospital.  He  was 
professor  of  surgery  and  director  of  surgical  research  at  Jefferson  from 
1946-1956,  when  he  became  attending  surgeon-in-chief  at  Jefferson  Hospi- 
tal. 

Honors  awarded  Dr.  Gibbon  in  addition  to  the  PMS  Distinguished  Serv- 
ice Award,  included  the  Lasker  Award  which  is  the  research  achievement 
award  of  the  American  Heart  Association,  the  Strittmatter  Award  of  the 
Philadelphia  County  Medical  Society  and  the  Distinguished  Service  Award 
of  the  International  Society  of  Surgery. 

He  was  president  of  the  American  Surgical  Association,  the  American 
Association  for  Thoracic  Surgery,  the  Philadelphia  College  of  Physicians, 
the  Pennsylvania  Association  for  Thoracic  Surgery,  the  Philadelphia  Acad- 
emy of  Surgery  and  the  Society  for  Clinical  Surgery. 

Dr.  Gibbon  also  served  as  editor  of  the  Annals  of  Surgery  and  as  consult- 
ant to  governmental,  educational,  and  service  organizations. 

Although  he  was  a specialist,  his  philosophy  of  teaching  recommended 
that  students  should  begin  as  generalists.  He  once  said,  “I  think  you  spe- 
cialize better  after  having  a broad  background.” 

Dr.  Francis  J.  Sweeney,  Jr.,  vice-president  of  Thomas  Jefferson  Universi- 
ty, described  him  as  “a  superb  teacher  and  a wonderful  person  who  has 
probably  done  as  much  to  further  medical  care  in  the  past  century  as  any 
other.” 

The  State  Society  extends  its  deep  sympathy  to  his  family.  He  has  won 
an  honored  place  in  the  history  of  medicine. 
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Hahnemann-W ilkes  Program 


Six-Year  Plan  to  Train  Family  Physicians 


In  recent  decades,  graduates  of  Unit- 
ed States  medical  schools  have  tended 
to  pursue  careers  that  combine  research 
and  specialized  practice  in  metropoli- 
tan areas  that  have  teaching  hospitals 
and  specialists  to  whom  they  can  refer 
patients  and  through  which  they  can 
keep  current.  This  has  provided  an  in- 
equitable distribution  of  health  care 
providers,  specifically  in  primary  care, 
to  the  detriment  of  remote  areas. 

One  method  of  attracting  health 
manpower  to  shortage  areas,  according 
to  the  Carnegie  Report,  is  through  the 
development  of  area  health  education 
centers.  These  centers  will  provide  the 
educational  resources  of  a university 
medical  center  and  a wide  variety  of 
settings  in  which  M.D.  candidates  and 
house  officers  may  gain  clinical  experi- 
ence and  establish  practices. 

Northeastern  Pennsylvania  is  one  of 
the  shortage  areas.  Hahnemann  Medi- 
cal College  and  Hospital  is  presently 
participating  with  Wilkes  College  in 
implementation  of  the  first  phase  of  es- 
tablishing such  a center.  The  objectives 
of  the  long-range  plan  are  to  provide: 
(1)  a formal  academic  program 
stressing  family  medicine;  (2)  approved 
family  medicine  residency  programs; 
(3)  on-going  programs  of  continuing 
education  for  the  physician  and  allied 
health  professional;  and  (4)  a program 
to  train,  provide  preceptors  for,  and 
utilize  allied  health  professionals  to 
deliver  primary  care. 

Currently  being  implemented  is  the 
first  phase  of  the  program:  a six-year 
B.S-M.D.  program  which  utilizes  the 
resources  of  Wilkes  College  in  Wilkes- 
Barre.  the  participating  hospitals  of  the 
Wilkes-Barre  Regional  Medical  Com- 
plex and  the  Hahnemann  Medical 
College  and  Hospital  in  Philadelphia. 


WILBUR  W.  OAKS,  M.D. 

GAIL  S.  LASDON,  B.A. 

JOHN  P.  MARTIN,  D.  Ed. 

Philadelphia 

EDWARD  B.  STOCKHAM,  Ph.D. 

Wilkes-Barre 

Uniting  the  resources  of  institutions 
130  miles  apart  will  be  a two-way 
telecommunications  network. 

Working  under  contracts  from  the 
National  Institutes  of  Health,  Wilkes 
and  Hahnemann  jointly  provide  liberal 
arts  and  clinical  education  leading  to  a 
B.S.  and  M.D.  after  six  years.  This  pro- 
gram differs  from  other  six-year  pro- 
grams in  that  its  emphasis  is  on  family 
medicine  and  it  will  attempt  to  select 
students  intending  to  practice  in 
Northeastern  Pennsylvania. 

The  Hahnemann-Wilkes  Program  is 
designed  to  provide  a continuum  of  ed- 
ucation from  undergraduate  college 
through  residency  geared  to  the  specific 
needs  of  family  medicine  practitioners. 
Sociology,  psychology  and  other 
humanities  are  taught  as  an  integral 
part  of  the  curriculum  and  not  as  an 
isolated  segment  of  premedical  educa- 
tion. For  example,  during  the  fifth  and 
sixth  years  while  taking  courses  at 
Wilkes  College  in  social  sciences,  the 
student  is  also  taking  a clinical  rotation 
and  aiding  in  the  delivery  of  care  in  the 
institutions  of  the  Wilkes-Barre  Re- 
gional Medical  Complex  which  include 
rural  and  inner  city  health  facilities. 

The  curriculum  is  divided  into  three 


segments  defined  by  the  student's  resi- 
dence at  the  two  institutions.  The  first 
two  years  are  taken  at  Wilkes  College  to 
which  the  student  has  applied.  The 
student's  interest  in  the  program  is 
identified  by  electing  the  special 
preprofessional  curriculum.  In  the  sec- 
ond year,  he  will  enter  the  formal  selec- 
tion process  for  the  positions  reserved 
for  members  of  this  program  at  Hah- 
nemann Medical  College. 

The  selection  process  differs  signifi- 
cantly from  that  of  four-year  medical 
schools.  Noncognitive  measures  to 
identify  those  students  with  the  person- 
ality, interest,  attitude  and  values  to 
practice  family  medicine  in  rural  areas 
will  be  used.  These  measures  will  be 
used  with  the  traditional  criteria, 
MCAT  and  GPA,  which  indicate  the 
ability  to  successfully  complete  medical 
school  courses.  The  recommendations 
of  the  selection  committee  who  will 
maintain  contact  with  the  student 
throughout  the  program  will  also  be 
used  in  the  selection  process.  These  cri- 
teria will  also  be  used  by  the  joint  Hah- 
nemann-Wilkes Selection  Committee, 
who  will  submit  candidates  to  the  Hah- 
nemann Admission  Committee  for  the 
twenty-five  positions  reserved  in  the 


Dr.  Oaks  is  acting  chairman  and  professor  of  the  department  of  medicine  at 
Hahnemann  and  project  director  at  Hahnemann  for  the  Hahnemann-Wilkes 
project.  Miss  Lasdon  is  with  the  department  of  medicine  and  is  coordinator  of 
research  and  evaluation  for  the  Hahnemann-Wilkes  project.  Dr.  Martin  is 
director  of  health  planning  and  resources  for  the  project  and  is  associate  dean 
of  the  College  of  Allied  Health  Professionals  at  Hahnemann . Dr.  Stockham  is 
pro/ect  director  of  the  Hahnemann-Wilkes  project  at  Wilkes  College. 

A related  article  explaining  the  area  health  education  concept  appears  on  page 
54  of  this  issue. 
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Medical  School.  This  committee  will 
make  the  final  decision. 

Students  who  are  not  selected  have 
several  options.  They  may  continue  at 
Wilkes  in  a four-year  program  and 
apply  through  normal  channels  for  en- 
trance into  medical  school.  The  first 
two  academic  years  also  provide  the 
basis  for  continuation  in  a variety  of 
health  programs  such  as  physician's  as- 
sistant, medical  technology,  nursing, 
etc.,  which  are  given  at  Hahnemann  or 
Wilkes.  If  for  some  reason  the  student 
chooses  to  leave  medical  school,  he 
may  return  to  Wilkes  to  fulfill  the 
requirements  for  the  baccalaureate. 

The  selected  students  will  enter  Hah- 
nemann Medical  College,  Philadelphia, 
in  their  third  year  where  they  will  take 
the  basic  science  core  and  basic  clinical 
core  curriculum.  At  Hahnemann  their 
identity  with  the  Wilkes-Barre  area  and 
their  interest  in  family  medicine  will  be 
encouraged  through  contact  with  the 
Department  of  Family  Medicine,  a 
mini-clerkship,  participation  in  the 
nurse  assistant  program,  counseling 
and  contact  with  the  Wilkes-Barre  area. 
Modifications  to  "Medical  Problems,” 
a core  course,  have  been  made  to 
emphasize  primary  care  problems. 

Years  five  and  six  will  be  spent  in  the 
Wilkes-Barre  area  doing  clinical  prac- 
tice in  the  Wilkes-Barre  Regional  Med- 
ical Complex,  taking  academic  courses 
at  Wilkes  College  and  attending  medi- 
cal lectures  and  seminars  at  Hah- 
nemann via  a two-way  communications 
linkage  between  Wilkes-Barre  and 
Hahnemann. 

When  the  student  completes  the  six- 
year  program,  he  will  be  awarded  a B.S. 
from  Wilkes  College  and  an  M.D.  from 
Hahnemann  Medical  College.  Then  he 
may  elect  a family  residency  program  at 
Hahnemann  Medical  College  or  at 
a community-integrated  family  medi- 
cine residency  at  Wyoming  Valley 
Hospital.  These  two  programs  are  co- 
ordinated to  offer  exposure  to  an 
urban  medical  practice  and  the 
delivery  of  care  in  a family  practice 
model  unit  providing  training  for 
ambulatory,  hospital  and  community 
medicine  in  rural  Wyoming  Valley. 

An  on-going  evaluation  of  the  pro- 
gram which  monitors  the  student's 
progress  and  his  performance  relative 
to  the  control  group  of  his  peers  will  be 
used  to  determine  the  efficacy  of  such  a 
program  and  suggest  changes  to 
improve  it.  ^ 
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Field  Contact  Reaches  County  Societies 

The  State  Society  in  1972  established  its  field  contact  service  to  provide  li- 
aison and  improve  communications  with  county  medical  societies.  Eight  staff 
representatives  were  given  an  additional  responsibility  beyond  their  regular 
assignments — that  of  maintaining  contact  with  an  assigned  group  of  county 
societies.  This  is  done  by  letters,  telephone  calls  and  attending  at  least  one 
meeting  of  the  county  society  each  year.  Their  job  is  to  help  county  medical 
societies,  and  State  Society  officers  urge  that  county  officers  contact  their 
field  contact  representative  for  help  with  a problem  or  an  answer  to  a ques- 
tion. 


Field  Contact  Staff 


Charles  G.  Appleby 

J.  Harvey  Gossard 

L.  Riegel  Haas 

Adams 

Armstrong 

Berks 

Cumberland 

Butler 

Bucks 

Dauphin 

Clarion 

Chester 

Franklin 

Indiana 

Delaware 

Lancaster 

Jefferson 

Lehigh 

Lebanon 

Venango 

Montgomery 

Perry 

Northampton 

York 

Philadelphia 

Kenneth  B. Jones 

Robert  L.  Lamb 

Terry  R.  Lenker 

Bedford 

Crawford 

Blair 

Cambria 

Erie 

Centre 

Fayette 

McKean 

Clearfield 

Greene 

Mercer 

Clinton 

Somerset 

Warren 

Columbia 

Washington 

Elk-Cameron 

Huntingdon 

Lycoming 

Mifflin-Juniata 

Montour 

Northumberland 

Donald  McCoy 

James  P.  O’Leary 

Potter 

Schuylkill 

Allegheny 

Bradford 

Tioga 

Beaver 

Carbon 

Union 

Lawrence 

Lackawanna 

Westmoreland 

Luzerne 

Monroe 

Susquehanna 

Wayne-Pike 

Wyoming 

Call  Headquarters  Collect:  (717)  238-1635 
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The  Great 
National 

Health  Insurance 
Debate. 

Where  do  you  stand  ? 


But  the  stakes  are  so  high,  you  can’t  afford  not  to 
be.  There  are  about  14  proposals  before  Con- 
gress. Some  form  of  national  health  insurance  is 
going  to  be  a reality.  But  we  don’t  believe  that 
NHI  requires  the  restructuring  of  the  entire  health 


The  form  it  finally  takes  will  dictate  the  direction  of  American  health 
and  medical  care  in  the  future.  And,  closer  to  home,  the  way  in  which 
you’ll  practice  medicine. 

Where  does  the  AMA  stand? 

The  AMA  has  proposed  what  we  believe  is  a sound  and  constructive 
approach.  It's  called  Medicredit. 

Medicredit  is  a program  to  give  every  American  — regardless  of 
the  ability  to  pay  — equal  access  to  quality  medical  and  health  care. 

Medicredit  would  allow  the  individual  to  choose  a private  program  of 
comprehensive  protection.  Covering  both  the  ordinary  and  cata- 
strophic costs  of  illness  or  accident. 

This  protection  could  be  provided  by  a health  insurance  policy,  mem- 
bership in  a pre-payment  plan  such  as  Blue  Cross-Blue  Shield,  or 
other  private  plans. 

For  persons  of  low  income  who  are  unable  to  buy  the  protection,  the 
Federal  government  would  pay  the  entire  cost  of  the  health  insurance 
premiums.  For  those  with  higher  incomes,  the  Federal  contribution 
would  be  reduced  along  a sliding  scale. 

That’s  where  we  stand  on  national  health  insurance.  To  help  decide 
where  you  stand,  send  for  our  brochures  WHERE  DO  WE  STAND? 
and  MEDICAL  & HEALTH  CARE  FOR  ALL.  Write:  ACTION,  at  the 
address  below. 


Maybe  you’ve  been  too  busy  to  give  a lot  of  thought 
to  it.  Or  maybe  you’re  not  even  aware  of  the  de- 
bate. 


care  system. 


vs 


American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 
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HERE 


Muscles 
and  joints 


it  hurts,  Empirin 
Compound  with  Codeine  usually 
provides  the  symptomatic 
ief  needed. 


n flu  and  associated  respiratory 
nfection,  Empirin  Compound 
vith  Codeine  provides  an 
mtitussive  bonus  in  addition  to 
el  ief  of  pain  and  bodily 
Jiscomfort. 


S 


prescribing  convenience: 

up  to  5 refills  in  6 months, 
at  your  discretion  (unless 
'estricted  by  state  law);  by 
;elephone  order  in  many  states. 


Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2); 
No.  4,  codeine  phosphate* 

64.8  mg.  (gr.  1)  *Warning-may 
oe  habit-forming.  Each  tablet 
also  contains:  aspirin  gr.  3Y2, 
phenacetin  gr.  2Y2,  caffeine 
gr.  V2. 
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Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law;  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  ot  overdosage  or  individual  hypersensitiv- 
ity, reactions  similar  to  those  after  meperidine 
or  morphine  overdosage  may  occur;  treatment 
is  similar  to  that  for  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitoring). 
Respiratory  depression  may  recur  in  spite  of  an 
initial  response  to  Nalline ® (nalorphine  HCI)  or 
may  be  evidenced  as  late  as  30  hours  after 
ingestion.  LOMOTIL  IS  NOT  AN  INNOCUOUS 
DRUG  AND  DOSAGE  RECOMMENDATIONS 
SHOULD  BE  STRICTLY  ADHERED  TO,  ESPE- 
CIALLY IN  CHILDREN  THIS  MEDICATION 
SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 
Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  In  the 


breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy 
late  HCI  is  theoretically  possible  at  high  dosage.  D< 
not  exceed  recommended  dosages.  Administer  witl 
caution  to  patients  receiving  addicting  drugs  o! 
known  to  be  addiction  prone  or  having  a history  o 
drug  abuse.  The  subtherapeutio  amount  of  atropine 
is  added  to  discourage  deliberate  overdosage 
strictly  observe  contraindications,  warnings  and  pre 
cautions  for  atropine;  use  with  caution  in  childrer 
since  signs  of  atropinism  may  occur  even  with  th( 
recommended  dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  -and  uri 
nary  retention.  Other  side  effects  with  Lomotil  in 
elude  nausea,  sedation,  vomiting,  swelling  of  the 
gums,  abdominal  discomfort,  respiratory  depression  j 
numbness  of  the  extremities,  headache,  dizziness  ^ 
depression,  malaise,  drowsiness,  coma,  lethargy 1 


Many 
things 
can  cause 
diarrhea. 


LOMOTIL 
will  almost 
surely  stop  it. 


The  causes  of  diarrhea  are  as 
varied  as  man’s  complaints  and 
indiscretions.  Because  the  causes 
of  diarrhea  can  be  obscure  and 
because  uncontrolled  diarrhea  can 
present  serious  problems,  it  is 
important  to  know  a drug  that  will 
usually  stop  diarrhea  promptly. 

For  many  physicians,  the 
antidiarrheal  drug  of  choice  is 
Lomotil.  It  provides  almost  certain 
control  of  diarrhea. 

It  is  also  useful  in  controlling  the 
intestinal  transit  time  of  patients 
with  ileostomies  and  colostomies 
and  the  diarrhea  occurring  after 
gastric  surgery. 

Serious  side  effects  are 
infrequent  with  Lomotil.  It  should 
be  used  with  caution  in  young 
children,  however,  because  of  their 
variability  in  response.  Use  of 
Lomotil  in  children  under  two  years 
of  age  is  contraindicated. 

For  the  almost  certain 
control  of  diarrhea. 


norexia,  restlessness,  euphoria,  pruritus,  angioneu- 
>tic  edema,  giant  urticaria  and  paralytic  ileus. 
osage  and  administration:  Lomotil  Is  contralndl- 
ated  in  children  less  than  2 years  old.  Use  only 
omotil  liquid  for  children  2 to  12  years  old.  For 
ges  2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years, 
ml.  (2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 
mes  daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
iblets  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls  (10 
I.,  5 mg.)  q.i.d.  Maintenance  dosage  may  be  as 
>w  as  one  fourth  of  the  initial  dosage.  Make  down- 
ard  dosage  adjustment  as  soon  as  initial  symptoms 
e controlled. 

verdosage:  Keep  the  medication  out  of  the  reach 
I children  since  accidental  overdosage  may  cause 
5vere,  even  fatal,  respiratory  depression.  Signs  of 
/erdosage  include  flushing,  lethargy  or  coma,  hypo- 
mic  reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
ardia  and  respiratory  depression  which  may  occur 


12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and,  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vi  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vi  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 


LOMOTIL 

TABLETS/LIQUID 


Each  tablet  and  each  5 ml.  of  liquid  contain: 

Diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  may  be  habit  forming) 
Atropine  sulfate 0.025  mg. 


SEARLE  & CO. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to: 

G.  D.  Searle  & Co.,  Medical  Department 
Box  5110,  Chicago,  Illinois  60680 
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Each  SpansuleH brand  of  sustained  release 
capsule)  contains  8 mg.  of  Teldrin8(brand  of 
chlorpheniramine  maleate);  50  mg.  of  phenyl- 
propanolamine hydrochloride;  and  2.5  mg.  of 
isopropamide,  as  the  iodide. 

Knows  the  public’s  enemies— nasal 
congestion,  runny  nose,  sneezing, 
watery  eyes. 

Knows  what  to  do  about  them  too. 

All  through  the  dark  night  of  upper 
respiratory  difficulty,  while  ordinary 
cold  remedies  wear  off,  the  decon- 
gestant, antihistamine,  and  drying 
agent  in  ‘Omade’  fight  the  never-ending 
battle  for  comfort,  symptomatic  relief, 
and  free  airways. 

Ornade®.  Why  not  let  it  help  fight  your 
patients  cold  war. 

Before  prescribing,  see  complete  prescribing  information 
in  SK&F  literature  or  PDR. 

Indications:  Upper  respiratory  congestion  and  hyper- 
secretion associated  with:  the  common  cold;  acute  and 
chronic  sinusitis;  vasomotor  rhinitis;  allergic  rhinitis  (hay 
fever,  “rose  fever,"  etc. ). 

Contraindications:  Hypersensitivity  to  any  component; 
concurrent  MAO  inhibitor  therapy;  severe  hypertension; 
bronchial  asthma;  coronary  artery  disease;  stenosing 
peptic  ulcer;  pyloroduodenal  or  bladder  neck  obstruction. 
Children  under  6. 

Warnings:  Caution  patients  about  activities  requiring 
alertness  (e  g.,  operating  vehicles  or  machinery).  Warn 
patients  of  possible  additive  effects  with  alcohol  and  other 
CNS  depressants. 

Usage  in  Pregnancy:  In  pregnancy,  nursing  mothers  and 
women  who  might  bear  children,  weigh  potential  benefits 
against  hazards.  Inhibition  of  lactation  may  occur. 

Effect  on  PB1  Determination  and  f131  Uptake:  Isopropamide 
iodide  may  alter  PBI  test  results  and  will  suppress  I’31 
uptake.  Substitute  thyroid  tests  unaffected  by  exogenous 
iodides. 

Precautions:  Use  cautiously  in  persons  with  cardiovas- 
cular disease,  glaucoma,  prostatic  hypertrophy, 
hyperthyroidism. 

Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness;  or  insomnia.  Also,  nausea 
vomiting,  epigastric  distress,  diarrhea,  rash,  dizziness, 
weakness,  chest  tightness,  angina  pain,  abdominal  pain, 
irritability,  palpitation,  headache,  incoordination,  tremor, 
dysuria,  difficulty  in  urination,  thrombocytopenia, 
leukopenia,  convulsions,  hypertension,  hypotension, 
anorexia,  constipation,  visual  disturbances,  iodine 
toxicity  (acne,  parotitis). 

Supplied:  Bottles  of  50  capsules. 

SK&F  Smith  Kline  & French  Laboratories 
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nasal  decongeatant  with  the  superior  expectorant 
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Not  too  little,  not  too  much... 
but  just  right! 


"Just  right"  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

llosone  Liquid  250 

Erythromycin  Estolate 

(equivalent  to  250  mg  of  base  per  5-ml  teaspoonful) 

Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Curriculum  Change  Effected 


Student  Program  Spurs  Family  Practice  Interest 

THOMAS  C.  LONG 
STEPHEN  R.  SKINNER 
Pittsburgh 


In  the  fall  of  1969,  a group  of  students  at  the  University 
of  Pittsburgh  School  of  Medicine  recognized  the  need  for 
exposure  to  primary  care  physicians  during  the  medical 
school  years.  Students  also  desired  to  observe  health  care  in 
a setting  other  than  the  university  health  center.  These 
students,  with  the  help  of  interested  faculty  and  community 
physicians,  developed  a summer  program  to  provide  oppor- 
tunities for  these  exposures. 

In  the  summer  of  1970,  twenty-two  students  based  at 
twelve  community  hospitals,  participated  in  the  Western 
Pennsylvania  Health  Preceptorship  Program.  In  1971  the 
number  increased  to  forty-four  students  (including  eight 
from  schools  other  than  Pitt)  at  twenty-four  hospitals.  In 
1972  fifty-two  students  were  assigned  to  forty-five  physician 
preceptors  at  twenty-nine  community  hospitals.* **  Each  year 
the  program  planners  modified  and  refined  the  program 
goals  and  made  administrative  changes  in  an  effort  to 
provide  direction  and  closer  supervision  of  the  program 
while  it  was  in  operation.  The  evaluations  showed  that  as 
the  program  increased  in  size,  it  also  improved  in  quality. 

The  1970  program  was  described  in  the  June  1971  issue 
of  this  journal.  This  article  relates  the  growth  and  develop- 
ment of  the  program  in  its  second  and  third  years  of  opera- 
tion and  the  resultant  initiation  of  a curricular  elective  in 
primary  care. 

Planning  and  Development 

Overall  planning  was  accomplished  by  a committee  com- 
posed of  interested  students  from  the  University  of  Pitts- 
burgh School  of  Medicine,  faculty  and  local  practicing 


* Aliquippa,  Braddock  General,  Charleroi-Monessen, 
Clarion  Osteopathic,  Conemaugh  Valley  Memorial,  Grove 
City.  Hamot,  Henry  Clay  Frick,  Homestead,  Jameson  Me- 
morial, Latrobe,  Lee,  McKeesport,  Maple  Avenue,  Mercy 
of  Johnstown,  Oil  City,  Philipsburg,  St.  Clair  Memorial,  St. 
John’s  General,  St.  Margaret  Memorial,  Sewickley  Valley, 
Shadyside,  Sharon  General,  Sommerset,  Suburban  General, 
Titusville,  Uniontown,  Washington  and  Westmoreland. 

**  Physician  members:  Robert  J.  Carroll,  M.D.,  past  presi- 
dent of  the  Allegheny  County  Medical  Society;  William  J. 
Garner,  M.D.,  director  of  the  family  practice  residency, 
Shadyside  Hospital;  David  E.  Reed,  M.D.,  acting  director. 
Western  Pennsylvania  Regional  Medical  Program;  and 
Kenneth  D.  Rogers,  M.D.,  professor  and  chairman,  depart- 
ment of  community  medicine,  University  of  Pittsburgh, 
School  of  Medicine. 

Student  members:  Jack  Barto;  Thomas  C.  Long;  John  B. 
Martin;  Stephen  R.  Skinner;  Max  K.  Wiant,  Jr.;  Ross  G. 
Williams;  Larry  Wingard;  George  Orr;  Ed  Brand;  Frank 
Bobick;  Harold  Lutz;  Joseph  Verbalis;  James  E.  Richey. 


physicians.  This  committee  developed  goals  and  policy; 
recruited  and  oriented  hospitals,  physicians  and  students; 
matched  the  students  with  appropriate  positions;  directed 
program  operations;  and  evaluated  the  program. 

During  the  planning  and  operation  of  the  1971  program, 
this  program  was  affiliated  with  the  Medical  Education 
Community  Orientation  (MECO)  Program  of  the  Student 
American  Medical  Association.  This  relationship  was  dis- 
continued for  the  1972  program.  However,  the  planning 
committee  does  cooperate  with  the  Eastern  Pennsylvania 
MECO  Program. 

Financing 

The  administrative  costs  of  the  program  were  met 
through  a budget  which  was  supported  in  1971  by  a grant 
from  the  Allegheny  County  Medical  Society  and  by  money 
allocated  by  the  Department  of  Community  Medicine,  Uni- 
versity of  Pittsburgh  School  of  Medicine.  In  1972  an 
increased  administrative  budget  was  supported  by  the 
Allegheny  County  Medical  Society  Foundation,  the 
Cambria  County  Medical  Society,  the  Department  of  Com- 
munity Medicine  and  the  Western  Pennsylvania  Regional 
Medical  Program. 

Each  participating  student  in  the  program  was  provided 
with  room,  board  and  a stipend  of  $600  by  the  hospital  to 
which  he  was  assigned.  In  some  cases,  part  of  the  stipend 
was  contributed  by  members  of  the  hospital's  medical  staff. 

Orientation 

In  1971  and  1 972  participating  students  were  oriented  to 
the  goals  of  the  program  in  three  sessions.  In  both  years,  the 
first  meeting  clarified  the  expectations  of  the  program 
planners,  who  emphasized  that  good  delivery  of  health  care 
includes  not  merely  accurate  diagnosis  and  appropriate 
treatment  of  disease,  but  also  requires  an  understanding  of 
the  personal,  environmental,  cultural,  economic  and  politi- 
cal factors  which  affect  each  patient.  Thus,  the  students 
were  introduced  to  the  concept  of  comprehensive  health 
care.  The  planning  committee  stressed  that  the  precep- 
torship was  far  more  than  a summer  job  or  a clinical  ex- 
ternship. 

Student  commentary  on  the  summer  precep- 
torship program  for  medical  students,  which  was 
initiated  by  the  Student  American  Medical  Asso- 
ciation with  the  support  of  state  medical 
societies,  appears  on  page  53  of  this  issue.  For 
further  information  write  to  SAMA-MECO,  Penn- 
sylvania Medical  Society,  20  Erford  Rd., 
Lemoyne,  Pa.  17043. 
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The  second  orientation  session  was  held  at  the  outpatient 
department  of  Children's  Hospital  of  Pittsburgh  in  1971 
and  at  the  Family  Practice  Clinic  at  Shadyside  Hospital  in 
1972.  It  instructed  post-freshman  students  in  certain  clinical 
skills  which  they  might  observe  and  use  during  the  summer: 
determination  of  blood  pressure,  auscultation  of  the  chest, 
venipuncture,  ophthalmoscopy,  urinalysis,  oral  tempera- 
ture, throat  culture  and  pulse. 

The  final  orientation  took  place  on  the  first  day  of  the 
program.  In  1972  two  clinical  cases  with  significant  social 
components  were  presented  and  discussed  in  a grand  rounds 
style.  The  Western  Pennsylvania  Regional  Medical  Pro- 
gram provided  community  orientation  information  which 
introduced  the  students  to  the  social,  geographical,  econom- 
ic, and  political  characteristics  of  the  communities  as  well 
as  the  existing  facilities  and  agencies  concerned  with  health 
care.  RMP  staff  members  were  present  to  advise  students 
about  the  health  care, problems  and  resources  in  their  com- 
munities. 

No  formal  orientation  sessions  were  held  for  physician 
preceptors.  Background  information,  copies  of  program 
goals  and  a suggested  list  of  guidelines  for  the  program  were 
mailed  to  participating  physicians. 

Program  Operation 

In  most  cases,  students  were  assigned  to  one  primary  care 
physician  who  served  as  a role  model  and  as  a liaison,  in- 
troducing the  student  to  other  physicians,  hospital  per- 
sonnel and  people  in  the  community  active  in  or  concerned 
with  health  care  delivery.  The  time  the  student  spent  with 


JAMES  G.  PITCAVAGE,  M.D.,  demonstrates  procedure  in 
writing  prescriptions  to  Donald  Kilpela,  second-year  medical 
student  at  the  University  of  Pittsburgh  School  of  Medicine. 
Dr.  Pitcavage  is  a pediatrician  on  the  staff  of  Sewickley 
Valley  Hospital,  one  of  the  hospitals  which  cooperated  with 
the  program. 


Student 

I feel  that  this  has  been  a worthwhile  and 
enjoyable  program.  I believe  that  I am  a 
better  medical  student  in  all  respects 
because  of  it.” 

Great  summer  - I’ve  totally  changed  my 
mind  and  decided  to  go  into  family 
practice  as  a result  of  my  experiences 
in  this  program.” 

. . .this  has  proven  to  me  an  immensely 
worthwhile  experience  in  my  overall 
medical  education.” 

It  was  the  best  summer  experience  I have 

ever  had.” 

7 believe  I learned  as  much  from  this 
eight  weeks  that  will  help  me  in  my  fu- 
ture career  as  from  any  eight  weeks  of 
the  regular  curriculum.” 


Quotes 

“My  program. . .was  excellent  and  proba- 
bly will  encourage  me  to  practice  in  a 
small  community.” 

“I  wish  I had  more  exposure  to  primary 
care  physicians.” 

“This  program  was  my  first  exposure  to 
clinical  medicine.  It  was  a valuable  ex- 
perience for  me.  I think  it  is  a wise 
follow-up  to  the  first  year  of  med  school. 
It  gave  me  direction  and  goals  for  the 
second  year.” 

“I  actually  saw  for  myself  how  a small 
rural  community  hospital  operated  and 
that  medicine  as  practiced  in  the  rural 
community  was  just  as  forward  and 
progressive  as  medicine  practiced  in 
the  large  city.” 
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his  preceptor  varied  widely.  Planning  committee  members 
were  available  to  help  the  physician  and  the  student. 

Student  activities  included  the  clinical  and  the  non- 
clinical;  the  students  spent  time  in  the  hospital,  physicians' 
offices  and  the  community-at-large.  One  post-sophomore 
student,  returning  to  a community  for  a second  summer, 
spent  the  summer  in  a physician's  office  putting  into  prac- 
tice knowledge  gained  in  medical  school  and  during  the 
previous  summer.  Another  spent  some  time  in  each  of  the 
various  departments  of  a community  hospital  learning 
about  and  participating  in  the  activities  of  a nurse,  hospital 
administrator,  lab  technician,  clerk  in  medical  records,  ad- 
missions clerk,  housekeeping  employee  and  others.  His  new 
understanding  enhanced  his  appreciation  of  the  contribu- 
tion of  these  hospital  personnel.  During  the  program, 
students  studied  health  insurance,  community  mental  health 
programs,  nursing  homes,  family  planning  programs, 
county  health  departments,  industrial  medicine  and  medical 
staff  functions.  Such  examples  constitute  only  a small  frac- 
tion of  those  actually  done. 

In  1971  and  1972  the  planning  committee  employed  one 
of  its  student  members  as  full-time  project  director  of  the 
summer  program.  His  duties  included  maintaining  liaison 
between  the  program  planners  and  participating  students 
and  physicians  as  well  as  providing  continuity  between  the 
programs  in  the  various  communities.  He  was  responsible 
for  identifying  problems  and  aiding  in  their  solutions.  He 
visited  most  of  the  students  at  least  once,  as  did  physician 
members  of  the  planning  committee. 

Because  of  the  increased  size  of  the  program.  Western 
Pennsylvania  was  subdivided  into  five  areas  in  1972.  Each 
area  was  supervised  by  a student  member  of  the  planning 
committee  who  was  himself  participating  in  the  program. 
These  area  coordinators  visited  each  student  at  least  once 
during  the  summer,  were  responsible  for  solving  problems 
in  their  areas  and  assisted  the  project  director  in  the  man- 
agement of  the  program. 

Student  participants  in  the  1971  and  1972  programs  were 
asked  to  complete  periodic  written  reports  about  their  activ- 
ities which  were  then  mailed  to  the  project  director  and  area 
coordinators.  These  reports  helped  maintain  close  contact 
between  the  participants  and  the  planning  committee. 

Evaluation 

The  1971  evaluation  utilized  questionnaires  which 
sampled  student  attitudes  about  the  goals  of  the  program. 
Participating  students  were  compared  to  a control  group  of 
students  who  did  not  participate.  Preceptors  and  adminis- 
trators evaluated  the  program  and  made  suggestions  for  im- 
provement. In  general,  the  participants  achieved  the  pro- 
gram goals.  Comparison  with  the  control  group  showed  that 
the  program  had  significant  impact  on  student  career  plans. 
Strengths  and  weaknesses  were  identified  in  all  aspects  of 
the  program  and  many  of  the  suggestions  were  incorporated 
into  the  1972  program. 

The  formal  evaluation  of  the  1972  program  surveyed  the 
opinions  of  students,  preceptors,  hospital  administrators, 
area  coordinators,  physician  members  of  the  planning  com- 
mittee, and  the  project  director.  Each  of  these  persons 
evaluated  each  student  with  whom  he  had  contact:  students 
were  rated  on  a zero  to  five  scale  on  their  achievement  of 


Preceptor  and  Administrator  Quotes 

“Very  worthwhile  exposure  to  life  outside 
the  confines  of  Mecca.” 

“I  believe  this  to  be  an  excellent  program 
and  possibly  the  only  successful  way  to 
get  students  interested  in  small  commu- 
nity health  programs.” 

“It  fills  an  important  need  for  young 
physicians  and  the  community.” 

“We  feel  that  it  is  a very  worthwhile  ex- 
posure for  a post-freshman  medical 
student.” 

“I  think  the  program  is  excellent  and 
should  be  continued  so  that  the  student 
may  understand  community  hospital 
functions  as  compared  against  universi- 
ty settings.” 

“It  was  a real  pleasure  to  feel  part  of  the 
scene  in  the  making  of  a doctor.” 

“This  student’s  attendance  and  zeal  were 
just  as  if  he  were  in  the  formal  setting  of 
his  class  room;  I am  convinced  his 
learnings  were  equally  commensurate 
with  the  intense  interest  shown.” 

each  of  the  stated  goals.  Both  before  and  after  the  summer 
experience,  students  completed  a questionnaire  related  to 
the  goals.  Comments,  suggestions  and  criticisms  were 
solicited  from  all  participants.  During  a dinner  held  at  the 
end  of  the  summer,  students,  preceptors  and  committee 
members  exchanged  thoughts,  experiences  and  suggestions. 

As  can  be  seen  in  the  accompanying  table,  the  evaluation 
showed  that  the  goals  were  well  achieved.  Although  the  pro- 
gram varied  with  each  student,  preceptor  and  hospital,  most 

Goals  for  1972 

Short  Term 

1.  Early  exposure  to  evaluation  of  health  care  delivery  in 
communities  outside  the  University  Medical  Center. 

2.  Stimulate  an  awareness  of  the  concept  of  comprehensive 
health  care. 

3.  Exposure  to  economic,  cultural,  political,  and  environ- 
mental determinants  to  health  in  a community. 

4.  Introduce  the  student  to  the  primary  care  physician  and 
his  role  in  the  present  health  care  system. 

5.  Correlate  basic  sciences  with  practical  clinical  problems 
through  patient  contact. 

6.  Enable  students  to  evaluate  their  career  goals  and  to 
better  plan  their  medical  education. 

Long  Term 

1.  Affect  the  distribution  of  health  care. 

2.  Provide  community  hospitals  and  their  staffs  with  another 
link  with  the  University  Medical  Center  and  its  postgradu- 
ate educational  programs. 

3.  Provide  data  and  other  resources  useful  in  developing 
medical  school  education  programs. 
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Mr.  Long  is  chairman  of  the  Planning  Committee  and 
Mr.  Skinner  is  project  director  of  the  Western  Penn- 
sylvania Health  Preceptorship  Program  at  the  Univer- 
sity of  Pittsburgh  School  of  Medicine.  The  authors 
wish  to  thank  Kenneth  Rogers,  M.D.,  and  Faye 
North  for  their  help  in  preparing  the  article. 

students  had  the  kind  of  experience  which  was  envisioned 
by  the  program  planners.  The  evaluation  enabled  the  plan- 
ning committee  to  assess  the  overall  success  of  the  1972 
program  as  well  as  to  identify  particular  strong  and  weak 
points  of  specific  preceptorships. 

Forty-one  of  the  forty-five  preceptors  returned  the  evalu- 
ation questionnaires,  as  well  as  twenty-two  of  the  twenty- 
nine  hospital  administrators.  All  fifty-two  of  the  students 
responded  to  the  evaluation.  All  but  two  of  the  preceptors 
felt  that  the  program  should  be  continued  and  indicated  a 
willingness  to  participate  again  next  year.  All  of  the  hospital 
administrators  indicated  that  their  institutions  would  partic- 
ipate next  summer.  Most  of  the  preceptors  rated  the  educa- 
tional value  of  the  program  high,  and  all  but  three  agreed 
that  elective  credit  toward  the  M.D.  degree  should  be  given 
for  participation  in  the  program.  All  of  the  students  consid- 
ered the  program  to  be  a valuable  educational  experience 
and  would  recommend  it  to  others.  Fourteen  of  the  students 
said  that  they  would  probably  like  to  return  to  the  commu- 
nity in  which  they  spent  the  summer  to  practice. 

Projections 

As  shown  by  the  evaluation,  this  program  proved  a 
meaningful  educational  experience  to  the  student  partici- 
pants and  a stimulating  and  rewarding  experience  for  the 
participating  physicians.  In  planning  for  1973,  as  in  past 
years,  the  planning  committee  considers  program  quality  its 


primary  objective.  A list  now  being  compiled  of  worthwhile 
student  activities  will  be  distributed  to  all  preceptors  to  aid 
in  development  of  their  programs.  Efforts  will  be  made  to 
improve  weaknesses  in  local  programs  where  they  exist.  As 
in  past  years,  students  will  be  screened  to  select  those  whose 
motivation  for  the  summer  coincides  with  the  objectives  of 
the  program. 

Because  of  the  proven  value  of  the  program,  the  planning 
committee  would  prefer  to  have  students  placed  in  as  many 
communities  as  possible.  However,  several  factors  limit  ex- 
pansion. The  first  of  these  is  financial.  At  this  time,  the 
planning  committee  is  seeking  funds  for  stipends  from 
sources  other  than  community  hospitals.  This  will  allow  ex- 
pansion into  communities  without  a hospital.  Secondly,  the 
number  of  students  should  not  exceed  the  administrative  ca- 
pabilities of  the  program.  Due  to  the  success  of  the  ex- 
periment with  area  coordinators,  this  problem  should  be 
minimized.  Finally,  many  physicians  otherwise  available  as 
preceptors  cannot  participate  because  of  other  time  com- 
mitments. 

Curricular  Change 

The  emphasis  on  program  quality  rather  than  quantity 
has  paid  off  handsomely.  A curricular  elective  in  primary 
care  for  senior  medical  students  at  the  University  of  Pitts- 
burgh is  now  available.  This  elective  is  a direct  outgrowth 
of  the  Health  Preceptorship  Program  and  uses  as  preceptors 
physicians  identified  by  the  program.  This  represents  a sig- 
nificant first  step  in  the  introduction  of  primary  care  into  a 
curriculum  previously  emphasizing  hospital-based,  specialty 
medicine  and  research.  The  Health  Preceptorship  Program 
will  continue  as  an  independent  summer  program.  Data 
derived  from  the  program  will  be  made  available  to  the 
school  for  implementation  of  new  primary  care  teaching 
programs.  □ 


Student  Evaluation  of  Achievement  of  Program  Goals,  1972 


GOAL  1 
Exposure  to 
evaluation  of 
health  care  de- 
livery outside 
the  university 
medical  center 

GOAL  II 
Stimulate  an 
awareness  of 
the  concept  of 
comprehensive 
health  care 

GOAL  III 
Exposure  to  eco- 
nomic, cultural, 
political  and 
environmental 
determinants  to 
health  in  a 
community 

GOAL  IV 
Introduce  the 
student  to  the 
primary  care 
physician  and 
his  role  in  the 
present  health 
care  system 

GOAL  V 
Correlate  basic 
science  with 
practical  clin- 
cal  problems 
through  patient 
contact 

GOAL  VI 
Enable  students 
to  evaluate 
their  career 
goals  and  to 
better  plan 
their  medical 
education 

Achievement 

Number  of 
students 

% 

Number  of 
students 

% 

Number  of 
students 

% 

Number  of 
students 

% 

Number  of 
students 

% 

Number  of 
students 

% 

Excellent 
90-100%  of 
consensus 
rating 

32 

62 

20 

38 

16 

30 

32 

62 

14 

27 

17 

32 

Good 
80-90%  of 
consensus 
rating 

10 

19 

14 

27 

14 

27 

7 

13 

18 

35 

18 

35 

Adequate 
60-80%  of 
consensus 
rating 

9 

17 

14 

27 

18 

35 

7 

13 

17 

32 

14 

27 

Poor 

Less  than  60% 
consensus  rating 

i 

2 

4 

8 

4 

8 

6 

12 

3 

6 

3 

6 
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Commentary 

Student 


Communities  throughout  our  state 
are  in  need  of  more  physicians.  At 
the  same  time,  we  are  experiencing 
a great  upsurge  of  interest  in 
primary  health  care  among  our  med- 
ical students.  Unfortunately,  this 
early  enthusiasm  will  be  lost  if  it  is 
not  channeled  into  constructive  edu- 
cational programs.  The  MECO  Pro- 
gram provides  just  such  a channel. 
MECO  is  Medical  Education — Com- 
munity Orientation,  a program  of  the 
Student  American  Medical  Associa- 
tion that  provides  medical  students 
with  first-hand  exposure  to  medical 
practice  in  the  community  setting. 

The  MECO  Program  was  devel- 
oped in  1969  under  a grant  from  the 
Sears  Foundation.  It  is  sponsored  in 
Pennsylvania  by  the  Pennsylvania 
Medical  Society,  the  Pennsylvania 
Academy  of  Family  Physicians  and 
the  Hospital  Association  of  Pennsyl- 
vania. These  professional  organiza-  * 
tions  have  committed  themselves  to 
helping  our  medical  schools  edu- 
cate a generation  of  young  physi- 
cians who  will  be  preparing  to  take 
on  the  challenges  of  practicing  med- 
icine in  communities  throughout 
Pennsylvania. 

The  program  is  structured  around 
(1)  a medical  student,  (2)  a commu- 
nity hospital  and  its  staff  and  (3)  a 
family  physician  (or  physicians) 
serving  as  the  student’s  preceptor. 
The  hospital  and  its  medical  staff 
provide  the  student  with  room  and 
board  and  a stipend  of  $75  per  week. 
The  preceptor  serves  as  the 
student’s  advisor,  sharing  his  office 
practice  with  him  and  taking  him  on 
hospital  rounds.  In  addition,  he  in- 
troduces the  student  to  the  various 
area  physicians,  the  technicians,  ad- 
ministrative and  social  service  per- 
sonnel, both  in  the  hospital  and  in 
the  health  agencies  of  the  communi- 
ty so  that  the  student  has  an  oppor- 
tunity to  spend  time  with  each. 

Last  summer,  twenty-seven  com- 
munity hospitals*  and  thirty-five 
medical  students  in  Eastern  Penn- 
sylvania participated  in  the  MECO 


ays  MECO  Fills 

THOMAS  MYERS 
Philadelphia 


AT  KANE  COMMUNITY  HOSPITAL, 
Kane,  D.  E.  Cleland,  M.D.,  president  of 
the  hospital's  medical  staff,  is  shown 
above  with  Leonard  Kinland,  student 
at  the  University  of  Pennsylvania 
School  of  Medicine. 

Program.  Similar  programs  exist  in 
several  states  throughout  the 
country.  In  terms  of  the  number  of 
participants  and  the  degree  of  their 
satisfaction,  the  Eastern  Pennsyl- 
vania program  has  proven  to  be  one 
of  the  most  successful.  Physicians 
who  participate  in  the  program  may 
report  their  time  devoted  to  precep- 
torship  duties  toward  the  continuing 
medical  education  requirements  of 
the  Pennsylvania  Medical  Society 
and  the  American  Academy  of  Fami- 
ly Physicians. 

A systematic  evaluation  of  the 
1972  program  by  the  students, 
physicians  and  administrators  who 
participated  in  the  program  revealed 
that  the  vast  majority  were  very 
pleased  with  their  experiences  in  the 
program  and  that  virtually  100  per- 
cent of  the  community  hospitals 
would  like  to  participate  again  in 
1973.  Problems  were  encountered  in 
a few  cases  where  a student’s 

Thomas  Myers,  a student  at  Temple 
University  School  of  Medicine,  is 
director  of  the  Eastern  Pennsylvania 
Medical  Education  Community  Orien- 
tation ( MECO ) Program  of  the  Student 
American  Medical  Association. 


a Need 


eagerness  to  perform  clinical  ma- 
nipulations exceeded  both  his  ability 
and  the  boundaries  set  by  legal  con- 
straints. This  will  be  remedied  in 
1973  by  a list  of  clinical  guidelines  to 
be  designed  by  a committee  of  medi- 
cal educators  and  students. 

Several  hospitals  indicated  an  in- 
terest in  aiding  in  the  selection  of 
students.  The  task  of  matching 
students  with  community  hospitals 
was  formerly  accomplished  by  a 
committee  of  student  represent- 
atives. This  year,  students  will  be  en- 
couraged to  visit  hospitals  in  which 
they  are  interested,  and  community 
hospitals  will  be  welcome  to  recom- 
mend students  as  long  as  these 
students  follow  normal  application 
procedures.  Through  the  careful 
study  of  these  yearly  evaluations,  it 
is  hoped  thatthe  MECO  Program  will 
evolve  to  fit  the  needs  both  of  the 
communities  and  students. 


* Allied  Services  for  the  Handi- 
capped, Inc.,  Scranton;  Annie 
Warner  Hospital,  Gettysburg;  Car- 
lisle Hospital;  Chambersburg  Hospi- 
tal; Charles  Cole  Memorial  Hospital, 
Coudersport;  Community  Hospital, 
Kane;  Evangelical  Hospital,  Lewis- 
burg;  General  Hospital  of  Monroe 
County,  East  Stroudsburg;  Good  Sa- 
maritan Hospital,  Pottsville; 
Gnaden-Huetten  Memorial  Hospital, 
Lehighton;  Hanover  General  Hospi- 
tal; Memorial  Hospital,  Towanda; 
Mercy  Hospital,  Wilkes-Barre;  Mid- 
Valley  Hospital,  Peckville;  Monsour 
Hospital  and  Clinic,  Jeannette; 
Montgomery  Hospital,  Norristown; 
Montrose  General  Hospital;  Muhlen- 
berg Medical  Center,  Bethlehem; 
Muncy  Valley  Hospital,  Muncy; 
Phoenixville  Hospital;  Pottsville 
Hospital;  Quakertown  Hospital  As- 
sociation; Sacred  Heart  Hospital, 
Allentown;  St.  Luke’s  and  Children’s 
Medical  Center,  Philadelphia;  Sun- 
bury  Community  Hospital;  Wayne 
County  Memorial  Hospital,  Hones- 
dale;  and  Williamsport  Hospital  and 
Medical  Center. 
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In  Training  Medical  P ersonnel 

Regional  Solution  Given  for  National  Problem 

FRANK  L.  HUSTED,  Ed.D. 

Philadelphia 


Area  health  education  centers  are 
being  formed  throughout  the  country 
to  train  health  professionals  at  this 
time  of  severe  shortage  of  health  care 
personnel.  The  centers  are  not  the  only 
solutions  to  today’s  health  manpower 
problems.  They  are  not  panaceas,  nor 
do  they  form  tomorrow's  Utopia.  They 
are  the  result  of  the  search  to  max- 
imize the  talents  and  resources  in  a 
manageable  geographic  entity,  to  forge 
a partial  response  to  today's  health 


care  needs  and  to  provide  a broad- 
based  resource  from  which  we  can 
approach  tomorrow's  unknown  di- 
lemmas. Too  much  time  has  been 
spent  searching  for  a single  “national 
solution”  to  an  equally  absurd  “na- 
tional health  care  problem.”  These  do 
not  exist — as  the  "average  American" 
does  not  exist.  He  is  a figment  of  sta- 
tistical guesswork.  What  is  seen  as  a 
national  problem  is  the  cumulative  ef- 
fect of  legions  of  regional  problems. 


and  the  national  solution  must  be  the 
cumulative  effect  of  solutions  at 
regional  levels. 

Area  health  education  centers  seek 
to  respond  to  regional  problems — not 
national  ones.  They  seek  to  analyze 
and  utilize  needs  and  resources  in  a 
definable  region,  drawing  on  con- 
tiguous regions  for  resources  beyond 
their  power  to  provide.  This  is  not  a 
philosophy  or  plan  which  prescribes  to 
provincialism  but  a realistic  approach 


In  October  1971  the  Carnegie  Commission  on  Higher 
Education  and  the  Nation’s  Health  recommended  the 
establishment  of  126  area  health  education  centers  in 
the  United  States.  The  concept  has  been  developed 
and  modified  and  a number  of  area  health  education 
centers  have  been  funded. 

The  area  health  education  center  has  been  defined 
as  “a  new  institutional  arrangement  developed  by  the 
community  to  meet  its  health  service  needs  for  man- 
power. This  new  institutional  arrangement  is  the  con- 
nection between  health  service  needs  defined  by  com- 
munity health  planning  agencies  and  the  manpower 
recruitment  and  educational  resources." 

To  be  successful,  area  health  education  centers  must 
have  the  cooperation  and  support  of  the  medical  pro- 
fession. Although  the  Council  on  Education  and 
Science  has  offered  advice  and  entered  into  some  of 
the  early  discussions  concerning  area  health  education 
centers,  these  centers  are  a local  concern  and  a matter 
for  consideration  by  county  medical  societies.  Some 
county  medical  societies  have  already  been  contacted 
regarding  specific  area  health  education  centers. 
Others  will  be  contacted  in  the  future. 

The  list  below  and  the  map  which  appears  contain  all 
the  new  cooperative  arrangements  funded  or  proposed 
in  Pennsylvania.  Not  all  claim  the  title  of  area  health 
education  center  or  area  health  education  system,  but 
all  represent  new  cooperative  ventures  to  provide 
health  education  in  local  communities. 

Lehigh  Valley  Area  Health  Education  Center  ( #1) 

This  health  education  center  in  the  Allentown- 
Bethlehem  area  has  received  developmental  funds.  Key 
personnel  include  Eric  Ottervik,  Ph.D.,  acting  coor- 
dinator, Lehigh  University;  and  Gerald  Escovitz,  M.D., 
of  the  Medical  College  of  Pennsylvania. 

The  Hahnemann-Wilkes  Area  Health  Education 
Center  ( # 2 ) 

This  center  in  the  Wilkes-Barre  area  of  Luzerne 
County  has  received  funding.  Important  features 
include  a shortened  family  practice  program  with  edu- 
cational experiences  at  both  Hahnemann  and  the 


Wilkes-Barre  area.  The  program  expects  to  expand  its 
activities  into  northeastern  Pennsylvania.  The  contact 
person  is  Wilbur  W.  Oaks,  M.D.,  of  Hahnemann  Medical 
College. 

Greater  Hazleton-University  of  Pennsylvania  Coop- 
erative Arrangement  ( # 3 ) 

This  program  is  in  the  planning  stage  and  key  per- 
sonnel include  Edgar  L.  Dessen,  M.D.  of  Hazleton; 
Alfred  Gellhorn,  M.D.,  dean  of  the  University  of  Penn- 
sylvania; and  Harry  M.  Woske,  M.D.,  University  of  Penn- 
sylvania. 

North  Central  Pennsylvania  Area  Health  Education 
System  ( #4) 

This  program  has  been  established  by  the  Institute 
for  Medical  Education  and  Research  at  Geisinger  Medi- 
cal Center.  This  system  will  encompass  Columbia, 
Montour,  Union,  Snyder,  Northumberland,  Centre, 
Clinton,  Lycoming,  Sullivan,  Tioga,  Potter,  Schuylkill 
and  Mifflin  Counties.  Key  personnel  include  James 
Smith  and  Ellsworth  Browneller,  M.D.,  of  the  Institute 
for  Medical  Education  and  Research. 

South  Central  Pennsylvania  Area  Health  Education 
Consortium  ( #5) 

This  system  has  been  established  by  Elizabethtown 
College  basically  for  the  coordination  of  allied  health 
activities.  It  includes  Cumberland,  Dauphin,  Lancaster, 
Lebanon,  York,  Franklin,  Adams  and  Perry  Counties. 
The  key  person  is  Edmund  M.  Miller,  Ph.D.,  of 
Elizabethtown  College. 

Lake  Area  Health  Education  Center  ( #6) 

This  program  has  been  established  in  a five-county 
area  along  Lake  Erie.  It  includes  Astabula  County  of 
Ohio  and  Chautauqua  County  of  New  York,  as  well  as 
Erie,  Warren  and  Crawford  Counties  in  Pennsylvania. 
The  key  person  is  Michael  Carey,  Center  Director,  Vet- 
erans Administration  Hospital,  Erie. 

Mahoning-Shenango  Health  Education  Network  ( #7) 

This  center  has  been  established  in  three  counties  in 
Ohio  and  Mercer  and  Lawrence  Counties  in  Pennsyl- 
vania. The  key  person  is  Richard  Juvancic,  M.D.,  medi- 
cal director,  Youngstown  Sheet  and  Tube  Co. 
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to  the  differences  and  the  similarities 
of  the  health  care  problems  from 
region  to  region  across  the  nation. 
Only  through  the  regional  approach 
can  national  solutions  evolve. 

The  Problem 

Two  major  assumptions  underlie  the 
area  health  education  concept.  (1)  that 
there  exists  in  each  definable  region  a 
severe  shortage  of  health  manpower; 
and  (2)  that  much  of  the  shortage  can 
be  eliminated  through  regional  cooper- 
ative arrangements  in  educating  citi- 
zens within  the  region  to  fill  the 
needed  positions.  Heretofore,  we  have 
either  attempted  to  “attract”  the 
needed  health  workers  or  we  have  sent 
our  citizens  out  of  a region  for  training 
in  the  hope  that  they  will  return.  We 
take  them  from  familiar  surroundings. 


educate  them  in  large,  complex,  exotic 
health  centers,  lose  all  contact  with 
them  and  then  ask  them  to  return  to 
what  they  remember  of  the  hometown 
to  put  their  learning  to  use. 

When  they  left  us,  we  left  them.  We 
failed  to  help  them  realize  that  modern 
transportation  and  communications 
have  placed  the  whole  world  close  to 
the  old  homestead.  Area  health  educa- 


Dr.  Hasted  is  dean  of  the  College  of 
Allied  Health  Professions  at  Temple 
University . This  paper  was  originally 
presented  at  a statewide  conference  on 
area  health  education  centers  held  at 
the  Milton  S.  Hershey  Medical  Center 
of  Pennsylvania  State  University  in 
November  1972 . 


tion  does  not  seek  to  be  all  inclusive — 
there  must  still  be  some  "sending  out” 
and  some  “bringing  in.”  Today’s  lead- 
ers of  area  health  education  centers 
will  learn  from  yesterday’s  lesson  of 
lost  contact. 

Solutions 

The  essence  of  area  health  educa- 
tion, however,  is  in  the  suggestion  that 
there  is  a shortage  of  health  manpower 
and  that  local  talent  can  be  educated 
to  fill  some,  if  not  all,  of  the  need. 

The  concept  of  regionally  deter- 
mined cooperative  arrangements  is  one 
of  the  more  promising  avenues  to  the 
resolution  of  health  manpower  and 
health  care  delivery  problems.  The 
concept  will  aid  measurably  in 
reducing  costly  duplication,  will  iden- 
tify real  strengths  and  impeding  weak- 
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New  Tapes  Available  on  AHEC 


Duplication  of  audiotapes  is  a service  of  the  Bureau  of  In- 
structional Media  Services,  Pennsylvania  Department  of  Edu- 
cation. It  is  available  to  individual  physicians  through  the 
Pennsylvania  Medical  Society. 

Agencies  or  physicians  can  get  audiotape  duplication  serv- 
ices by  sending  a good  quality  blank  reel  or  cassette  tape  to 
the  Pennsylvania  Medical  Society.  PDE  reel  recording  equip- 
ment will  duplicate  full  track  or  one  way  only.  Cassette  tape 
can  be  duplicated  on  both  sides.  Only  C30,  C60,  and  C90  are 
recommended  because  of  high  speed  duplication  problems; 
C120’s  are  not  recommended.  There  is  no  charge  for  this 
duplication  service.  However,  the  PMS  does  require  that  the 
person  ordering  the  program  pay  postage  (include  postage 
stamps)  both  ways  and  insurance  charges. 

Mail  all  requests  and  tapes  to: 

Medical  Education  Resource  Center 

Pennsylvania  Medical  Society 

20  Erford  Road 

Lemoyne,  Pennsylvania  17043 

For  best  mail  rate,  indicate  on  label  “Fourth  Class  Library 
Material  and  First  Class  Letter  Enclosed"  (add  additional  8b) 
to  get  special  rate  and  to  cover  cost  of  request  letter.  Follow 
instructions  below. 

Pennsylvania  Health  Council  Symposium  on 
Area  Health  Education  Centers 
November  1972 

Check  Programs  Desired 

□ A71:  Area  Health  Education  Centers:  The  Concept  and  its 
Possibilities — Frank  Husted,  Ed.D.,  dean,  College  of  Allied 
Health  Professions,  Temple  University  College  of  Allied  Health 
Professions,  discusses  the  area  health  education  center  and 
consortia  concept.  17  min. 

□ A72:  Realities:  The  AHEC  and  Consortium  Development  in 
Pa. — Eric  Ottervik,  Ph.D.,  Lehigh  Valley  Area  Health  Education 
Center;  Edmund  M.  Miller,  D.Ed.,  South  Central  Pennsylvania 


Area  Health  Education  Consortium;  James  E.  Smith,  North 
Central  Pennsylvania  Area  Health  Education  System;  Wilbur 
Oaks,  M.D.,  Northeastern  Area  Health  Education  Center; 
Michael  C.J.  Carey,  Lake  Area  Health  Education  Center, 
discuss  consortium  development,  purposes  and  function.  1 hr. 
20  min. 

□ A73:  State  Perspectives  on  AHEC  and  Consortia — Leonard 
Bachman,  M.D.,  Governor’s  Health  Services  Director — In- 
volvement of  comprehensive  health  planning  and  the  state  in 
health  consortia.  10  min. 

□ A74:  Federal  Perspectives  on  Area  Health  Education 
Centers  and  Consortia — Martha  Phillips,  department  of  medi- 
cine and  surgery,  VA;  Marian  Leach,  Ph.D.,  Division  of  Profes- 
sional and  Technical  Development  Regional  Medical  Program 
Services;  Douglas  Fenderson,  Ph.D.,  Bureau  of  Health  Man- 
power Education,  National  Institutes  of  Health.  Funding  of 
health  education  centers  and  interrelationship  among  federal 
agencies.  1 hr.  20  min. 


□ I have  enclosed cassettes. 

□ I wish  to  purchase  ___  cassette  tapes  @ $1.75  to  be 
used  to  record  my  choices  as  checked.  (Each  cassette 
is  a 3 m Scotch  Brand  AUC90 — 45  min.  each  side  with 
case.) 

I have  enclosed  $ for  the  cassettes. 

□ I have  enclosed reels. 

Speed:  □ 3.75  I.P.S.  □ 7.5  I.P.S. 

I have  enclosed  postage  as  follows: stamps  (Re- 

turn postage:  six  cents  each  reel  or  cassette) 

Name 

Agency 

Street 

City  and  State Zip 

Telephone 


nesses,  and  will  permit  a region  to  zero 
in  on  its  own  problems  in  a bi-modal 
thrust  of  looking  inward  to  its 
resources  and,  at  the  same  time,  of  a 
seeking  outward  for  strengths  and  fa- 
cilities beyond  its  reasonable  capacity 
to  provide. 

What,  then,  are  the  ingredients  of  an 
area  health  education  consortium? 

First,  there  must  be  a willingness  on 
the  part  of  everyone  to  get  involved — 
to  talk  with  each  other.  When  people 
are  willing  to  follow  the  biblical  admo- 
nition, "Come,  let  us  reason  together,” 
we  have  a firm  basis  for  an  area  health 
education  center. 

Second,  there  must  be  a personal 
awareness  that  not  everyone  can  be  in- 
volved in  the  early  beginnings — that 
initial  planning  and  activation  can  best 
be  done  by  a few  people. 

Third,  the  desire  to  get  involved 
carries  with  it  a coin  of  which  there 
are  two  sides:  Side  “A”  is  a well 
documented  statement  of  who  you  are 
and  what  resources  you  have  and  plan 
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to  have  which  are  of  value  to  the  con- 
sortium Side  "B"  is  an  equally  profound 
statement  of  what  you  hope  to  get  from 
the  consortium. 

Fourth,  there  must  be  an  initial  and 
continuing  critical  analysis  of  health 
manpower  and  health  care  delivery 
needs  in  the  region  served  by  the  con- 
sortium with  an  attendant  resolution  to 
avoid  the  temptation  to  respond  to 
each  with  a “bricks  and  mortar”  solu- 
tion. Every  region  may  have  a short- 
age of  allied  health  workers,  or  den- 
tists, or  nurses,  or  physicians,  but  not 
every  region  needs  to  build  as  a 
response  to  these  needs.  As  each  need 
is  identified,  three  questions  must  be 
asked:  ( 1 ) Do  we  have,  or  can  we  easi- 
ly develop  in  our  present  resources,  the 
capability  to  meet  the  need?  (2)  Is 
there  a readily  accessible  facility  in  an 
adjoining  or  relatively  nearby  region 
which  can  help  us?  (3)  Is  this  a need 
which  can  be  resolved  by  recruitment 
from  other  regions? 

Fifth,  and  probably  most  important. 


there  must  be  continuous  dialogue  and 
communication  within  the  region 
among  providers,  educators,  employ- 
ers and  consumers. 

Conclusion 

Area  health  educatioh  is  one  mode 
of  responding  to  health  manpower 
shortages,  the  alleviation  of  which  will 
lead  to  improved  patient  care. 

The  concept  is  directed  to  a 
regionally  defined  but  permeable  set  of 
boundaries  within  which  solutions  to 
problems  and  fulfillment  of  needs  can 
be  reached.  It  requires  five  primary 
facets:  a willingness  to  get  involved,  to 
"reason  together;”  a personal  aware- 
ness of  timing,  of  the  fact  that  not  all 
can  be  first;  an  expose  on  the  part  of 
each  as  to  who  he  is  (organizationally), 
what  he  can  commit  in  the  way  of 
resources,  and  what  he  expects  to  get; 
an  initial  and  continuing  analysis  of 
manpower  needs  and  resources;  and 
continuous  communication  and  dia- 
logue among  its  several  components. 
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Presented  here  and  on  the  following  pages  are  two  of  the  papers 
presented  at  the  recent  Eastern  Pennsylvania  Regional  Meeting 
of  the  American  College  of  Physicians.  They  were  selected  for 
publication  because  they  are  representative  of  the  high  level  of 
educational  value  the  meeting  reached  and  because  the  informa- 
tion they  contain  is  considered  to  be  of  worth  to  Pennsylvania 
physicians  in  their  efforts  to  provide  care  for  their  patients. 


Lidocaine  Blood  Levels 


in  Patients  with  Acute  Myocardial  Infarction 


J.  EDWARD  PIC  KERING,  M.D. 
Philadelphia 


The  magnitude  of  the  problem  of 
sudden  death  and  its  relationship  to 
acute  myocardial  infarction  has  been 
amply  documented  in  the  United 
States,  Ireland,  England  and  Scan- 
dinavia.1 2 3 

About  600,000  individuals  die  an- 
nually in  the  United  States  from 
coronary  disease.  One-third  of  these 
are  under  age  65.  The  attack  rate  is 
780  per  100,000  per  year,  the  death 
rate  286  or  38  percent  of  those  who 
have  myocardial  infarctions. 

The  high  mortality  in  the  first  hours 
(the  time  in  which  one-half  of  all  the 
deaths  occur)  is  associated  in  most  in- 


stances with  ventricular  fibrillation.4 
The  logarithmic  delay  in  the  risk  of 
this  arrhythmia  has  been  established: 
the  risk  of  ventricular  fibrillation  is  fif- 
teen times  greater  in  the  first  four 
hours  of  an  infarct  than  between  the 
fourth  and  eighth  hours.5  Further  evi- 
dence that  ventricular  fibrillation  is 
the  probable  mechanism  of  sudden 
death  is  gleaned  from  the  fact  that 
when  abrupt  asymptomatic  cardiac  ar- 
rest has  occurred  during  fortuitous 
electrocardiographic  monitoring  of  pa- 
tients with  stable  coronary  disease,  the 
mechanism  invariably  has  been  ven- 
tricular fibrillation.6  A potential  for 


therapeutic  intervention  is  suggested  in 
that  if  resuscitative  measures  are  im- 
mediately and  properly  instituted,  the 
dysarrhythmia  can  be  reversed  and  the 
patient  usually  survives.  Significantly, 
the  life  expectancy  of  patients  after 
resuscitation  (90  percent  survive  one 
year)  is  not  significantly  worse  than  in 
patients  with  similar  types  of  infarc- 
tion who  do  not  experience 
catastrophic  dysarrhythmia.7  8 

The  groups  at  greatest  risk  of  sud- 
den death  have  been  well  established; 
recurrent  infarction  within  five 
months  after  recovery  from  acute 
myocardial  infarction  carried  a fatality 
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ANALYSIS  OF  DR.  PICKERING’S  DATA 


Patient  No. 

SEX 

AGE 

WT 

HT 

MINUTES 

0 

2 

5 

10 

15 
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60 

90 
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180 

1 

M 

54 
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67" 

0.0 

1.1 

2.8 

3.1 

3.2 
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1.7 

1.1 

0.9 

2 

M 

66 
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68  Vz  " 

0.0 

5.6 

4.6 

4.2 

3.5 

2.0 

1.6 

0.8 

3 

M 

67 
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68" 

0.0 

0.5 

2.3 

3.1 

3.2 

1.5 

1.2 
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M 

47 
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1.3 
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1.7 

6 

M 
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7 

M 

39 
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0.6 

8 

F 

75 
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65  Vz  " 

0.0 

0.6 

1.5 

2.2 

1.9 

1.7 

1.6 

1.2 

9 

M 

67 
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70" 

0.0 

1.1 

2.0 

3.1 

2.6 

2.6 

1.9 

1.5 

1.2 

0.7 

10 

M 

74 

160 

67" 

0.0 

1.1 

2.2 

2.9 

3.1 

2.3 

2.1 

1.8 

1.6 

Median  Age  Wt.  Ht. 

66  164  68"  0.0  1.53  2.66  3.11  3.17  3.04  2.40  2.15  1.93  1.33  1.1 


9 males  Avg.  Male  Avg.  M.  Avg.  M. 
1 female  60.4  165  67.9" 

Avg.  Fern.  Avg.  F.  Avg.  F. 
75  130  65.5" 


rate  of  81  percent  in  one  series.9 
Henkle  and  coworkers  monitored  ac- 
tively employed  men  aged  55.  They 
found  that  the  presence  of  ventricular 
premature  beats  with  a frequency 
greater  than  10/1,000  cycles  identified 
a group  with  a tenfold  greater  risk  of 
cardiac  death. 

Questions  of  potential  therapeutic 
consequence  arise:  (1)  Does  throm- 
bosis, platelet  aggregation  or  other 
event  predispose  to  electrical  failure  of 
the  heart?  (2)  Is  there  a prophylactic 
dysarrhythmic  agent  or  one  that  may 
be  self-administered  which  might 
prevent  or  reverse  ventricular  fibrilla- 
tion during  a vulnerable  period,  e.g. 
the  first  hours  following  infarction. 

Cause  of  the  Cardiac  Damage 

1 he  frequency  of  occlusive  arterial 
thrombosis  is  low  (17  percent)  in  indi- 
viduals who  die  within  one  hour  of  the 
onset  of  symptoms,  whereas  54  percent 
of  those  who  live  for  twenty-four 
hours  show  thrombus.11  Mustard  has 
developed  an  animal  model  in  which 
adenosine  diphosphate,  a potent 
platelet  aggregant.  is  injected  into  cats. 
Microcirculation  studies  showed  slug- 
gish and  intermittent  flow  in  small  ar- 
teries, and  ischemic  electrocardiogram 
changes  occurred.  The  ischemic  period 
also  caused  endothelial  cell  damage 
which  would  predispose  to  repeated  in- 
termittent obstruction  to  the  microcir- 
culation.12 Since  a number  of  anti- 


inflammatory and  antihistaminic  com- 
pounds can  inhibit  platelet  aggregation 
these  may  be  a means  to  offset  the 
ischemia  with  the  subsequent  dysar- 
rhythmia.  There  is  presently  no  proof 
of  this  pathogenesis  or  of  the  efficacy 
of  any  compound  to  prevent  either 
ischemia  or  dysarrhythmia.  Therefore, 
interest  has  been  intense  in  a search 
for  a rapidly  available  anti-arrhythmic 
compound  to  be  used  at  the  onset  of 
symptoms  of  an  infarction. 

Pharmacology  of  Lidocaine 

Experience  in  the  coronary  care 
unit  has  established  that  the  onset  of 
antiarrhythmic  effect  of  an  in- 
travenous bolus  of  lidocaine  is  rapid 
(less  than  one  minute)  and  its  duration 
of  action  is  short  (twenty  minutes).  It 
is  rapidly  metabolized  by  the  liver  and 
the  blood  level  must  be  maintained  by 
injecting  20  micrograms  kilo/min  (1-2 
mgm/min).  Rates  above  50  mcg/kilo 
(roughly  3.5  mgm/min)  may  produce 
neurotoxic  side  effects  such  as  tinnitus, 
visual  scintillations,  acute  agitation, 
obturation  or  seizures.  Occasionally 
hypotension  or  arterioventricular 

block  occurs,13  but  the  tolerance  of  the 
compound  is  excellent. 

Bellet14  established  that  a dosage  of 
300  mg  intramuscularly  suppressed 
premature  ventricular  beats  in  patients 
with  various  forms  of  heart  disease. 
Killip  and  Hayes15  studied  the 


pharmokinetics  of  intramuscular  lido- 
caine in  ten  patients  free  from 
arrhythmia  or  hepatic  involvement 
and  found  that  a dosage  of  4 
mg/kilogram  resulted  in  rapid  (mean 
13.5  mins)  and  significant  (mean  2.84 
microgram/ml-range  1.6  to  4.5)  peak 
blood  concentration.  Similar  to  the  in- 
travenous bolus,  there  is  an  initial 
rapid  elimination  with  a half  life  of  5 1 
minutes  (versus  9 minutes  for  the 
bolus)  and  a slower  rate  of  132 
minutes  (versus  42  minutes  for  the 
bolus).  The  first  curve  is  the  rate  of 
distribution  in  extracellular  fluid:  the 
second  is  the  tissue  distribution.  (A 
balance  between  the  minimal  protein 
binding  and  tissue  [especially  lipid] 
sequestration). 

A steady  state  (maintained  by  in- 
fusing 3 milligrams  per  minute)  results 
in  a single  exponential  decay  curve 
with  a half  life  of  1 05  minutes. 

Intramuscular  kinetics  are  immedi- 
ate between  the  intravenous  bolus  and 
the  steady  state.  The  persistent  feed-in 
resembles  the  steady  state.  However, 
the  early  level  occurs  as  distribution  is 
limited  to  the  extracellular  fluid.  A 
bolus  dosage  as  low  as  0.6  mcg/kilo 
(approx.  50  mg)  has  been  effective 
because  it  gives  high  central  blood 
levels.  If  50  mg  is  injected  into  the 
right  heart  it  is  expelled  in  I heart  beat 
(even  if  the  stroke  volume  is  100  ml, 
the  concentration  would  be  500 
micrograms/ml);  a lower  stroke  vol- 
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ume  would  give  a higher  concentra- 
tion. In  the  ensuing  dilution  within  the 
38  liters  of  extracellular  fluid,  the  level 
would  be  1.3  micrograms  at  equilibri- 
um. 

Clinical  Studies 

The  prophylactic  effect  of  lidocaine 
in  suppressing  ventricular  ectopic  ac- 
tivity has  been  found  to  be  effective  in 
nearly  all  reported  series.  Cohen16  et  al 
administered  200  mg  of  lidocaine  in- 
tramuscularly in  sixty-nine  patients 
with  proven  or  suspected  infarction 
and  found  that  blood  levels  above  2 
micrograms/ml  could  be  achieved. 

Wyman17  demonstrated  the  efficacy 
of  lidocaine  in  preventing  primary 
ventricular  fibrillation.  Before  the  in- 
troduction of  prophylactic  therapy  6 
percent  (9  of  139)  of  his  patients  had 
that  dysarrhythmia.  Thereafter,  pa- 
tients were  given  a 50  mgm  bolus 
followed  by  25  mgm  in  one  minute 
and  a dose  of  2 mgm/minute  for  a 
twenty-four  hour  period.  Since  the  in- 
troduction of  intravenous  prophylactic 
therapy,  the  incidence  of  primary  ven- 
tricular fibrillation  fell  to  0.2  percent 
( 1 of  567  cases).  The  delay  between 
the  onset  of  symptoms  and  prophy- 
lactic therapy  was  7.1  hours.  Pitt16  et 
al  studied  I 14  control  and  108  patients 
who  received  2.5  mgm  lidocaine  per 
minute  for  forty-eight  hours.  They 
found  that  there  was  a four  to  eight- 
fold reduction  in  ventricular  tachyar- 
rhythmias in  treated  patients. 

On  the  other  hand.  Darby19  et  al 
treated  103  patients  with  200  mg 
lidocaine  intramuscularly  followed  by 
2 mgm/minute  intravenously.  They 
compared  this  regimen  with  100  con- 
trol patients  and  found  no  reduction  in 
premature  beats  or  ventricular  ta- 
chyarrhythmias. It  is  difficult  to 
explain  these  very  different  findings. 
Half  of  these  patients  were  seen  in  the 
first  three  hours  which  is  the  only  ap- 
parent way  that  their  patient  group 
was  unusual. 

Method  and  Results 

Ten  patients,  nine  men  and  one 
woman,  ages  39  to  77,  median  age  66. 
who  were  free  of  renal  or  hepatic 
disease  and  who  had  sustained  a trans- 
mural infarction  received  0.4  mg/kilo 
of  10  percent  lidocaine  in  the  deltoid 
muscle.  Prior  studies  had  shown  that 
higher  blood  levels  were  obtained  with 


the  deltoid  site.  The  dosage-blood  level 
correlations  had  previously  been  ob- 
tained.* Blood  pressure  and  electrocar- 
diogram were  monitored,  and  serial 
blood  levels  of  lidocaine  were  obtained. 

In  the  study,  blood  levels  exceeded 
1.0  ug  in  all  patients  at  five  minutes 
after  injection  (mean  2.66  meg  per- 
cent). Four  of  six  patients  in  whom  the 
specimen  was  obtained  two  minutes 
after  the  injection  exceeded  1.0  (mean 
1 .5  meg  percent).  Peak  blood  levels 
(mean  3.1  meg  percent)  was  obtained 
ten  minutes  after  the  injection,  and 
mean  blood  level  was  2.15  meg  per- 
cent at  one  hour  and  1.33  meg  percent 
at  two  hours  after  injection. 

Blood  pressure,  heart  rate,  elec- 
trocardiogram and  clinical  laboratory 
tests  failed  to  show  any  adverse  drug  ef- 
fect. Premature  ventricular  beats  did 
not  occur  in  the  pretreatment  or  in  the 
ensuing  period. 

Mechanisms  of  Action 

The  electrophysiologic  properties  of 
* Myers,  M.  Personal  Communication 
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lidocaine  have  been  well  defined.  Tike 
quinidine  and  procaine  amide,  it 
decreases  the  phase  four  diastolic 
depolarization,  and  thereby  is  effective 
in  disorders  of  automaticity. 

The  elevation  in  diastolic  threshold 
for  ventricular  depolarization  and  the 
increase  in  fibrillation  threshold  of 
Purkinje  tissue  are  the  other  two 
electro-physiologic  properties  which 
explain  the  reduction  in  premature 
beats  and  the  reduction  in  ventricular 
fibrillation. 

There  is  also  general  agreement  that 
conduction  velocity  is  decreased  and 
phase  0 of  the  action  potential  is 
slowed  hy  therapeutic  concentrations 
of  lidocaine.  The  alteration  in  conduc- 
tion velocity  could  abolish  re-entry. 

The  effective  refractory  period  is 
not  uniformily  affected  by  lidocaine. 
Although  it  is  prolonged  in  both 
Purkinje  and  ventricular  muscle  in 
toxic  concentration,  a therapeutic  con- 
centration of  lidocaine  decreases  the 
effective  refractory  period  in  Purkinje 
fibers  and  that  effect  is  enhanced  by 
low  potassium.20 

Such  a variable  effect  may  be  the 
reason  that  Gamble  and  Cohn22  found 
that  in  experimental  myocardial  in- 
farction one  third  of  the  re-entry 
arrhythmias  increased  after  lidocaine. 

Moore23  correlated  the  rise  in 
threshold  to  ventricular  fibrillation 
with  blood  levels.  Significantly,  they 
found  that  lidocaine  decreased  vulner- 
ability of  the  heart  to  fibrillation  in  the 
presence  of  supraventricular  rhythm. 
This  is  analogous  to  the  development 
of  ventricular  fibrillation  without  pre- 
ceding ventricular  contractions. 

Conclusion 

The  therapeutic  and  prophylactic  ef- 
ficacy of  intravenous  lidocaine  in 
preventing  fatal  dysarrhythmia  in 
acute  myocardial  infarction  is  es- 
tablished. 

Prior  studies  have  shown  the  ef- 
ficacy of  intramuscular  lidocaine  in 
controlling  premature  ventricular 
beats  and  have  shown  the  pharniokin- 
etics  of  intramuscular  lidocaine.  The 
present  study  shows  that  blood  levels 
which  have  been  shown  to  be  thera- 
peutic develop  five  to  ten  minutes  after 
intramuscular  injection  in  patients 
with  an  acute  myocardial  infarction.  A 
controlled  trial  in  a setting  in  which 
patients  are  seen  early  in  the  course  of 
their  infarction  is  needed. 

Self  administration  of  atropine  for 
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bradycardia  or  lidocaine  with  normal 
or  rapid  rates  in  suspected  infarctions 
is  tantalizing  because  it  is  prompt;  but 
like  the  use  of  fibrinolysins,  the  con- 
ceptual lure  begs  for  controlled  studies 
before  recommendations  or  use.  □ 
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Since  1966  we  have  been  directing 
an  outpatient  clinic  for  anthracosili- 
cotics  at  the  Wilkes-Barre  General 
Hospital.  As  of  October  1972,  this  fa- 
cility has  processed  and  delivered  care 
to  1,010  miners.  Among  this  group,  we 
have  diagnosed  active  pulmonary 
tuberculosis  in  forty-four  patients.  In 
none  of  these  patients  was  the  disease 
previously  recognized.  All  were  ambu- 
latory patients  with  chronic  productive 
cough. 

Methods 

On  the  initial  visit  to  the  clinic, 
twenty-two  individuals  presented  with 
grossly  positive  smears  for  acid-fast 
bacillus,  and  an  additional  ten  devel- 
oped cultures  positive  for  mycobac- 
terium tuberculosis.  At  intervals 
varying  from  two  months  to  five  years 
after  the  initial  visits,  an  additional 
nine  presented  positive  smears  and 
four  more  developed  positive  cultures 
for  mycobacterium  tuberculosis.  The 
over-all  incidence  of  active  pulmonary 
tuberculosis  in  our  clinic  population 
has  been  658  per  100,000  per  annum. 
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contrasted  to  a rate  of  19  per  100,000 
for  Pennsylvania. 

This  high  local  incidence  of  active 
tuberculosis  in  anthracite  miners 
becomes  more  significant  if  one  real- 
izes that  as  of  May  1972  there  were 
over  34.000  recipients  of  black  lung 
benefits  in  Pennsylvania.1  It  is  recog- 
nized that  a number  of  these  black 
lung  recipients  have  been  soft  coal 
workers.  Still,  in  the  five  chief 
anthracite-bearing  counties  of  Penn- 
sylvania there  are  20,000  recipients  of 
black  lung  pension,  and  among  these 
hard  coal  workers  the  vulnerability  to 
pulmonary  tuberculosis  is  high.  If  we 
relate  our  incidence  figures  to  the 
number  of  pensioners  in  these 
anthracite-bearing  counties  it  could  be 
projected  that  we  have  about  130  un- 
diagnosed cases  of  active  pulmonary 
tuberculosis.  Black  lung  awards  have 
been  made  to  residents  in  every  county 
in  Pennsylvania,  but  the  higher  in- 
cidence of  tuberculosis  is  among  the 
anthracite  miners  whose  life-time  ex- 
posure to  silica  has  been  many  times 
that  of  the  soft  coal  worker. 

Our  method  of  operation  calls  for 
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annual  intermediate  skin  testing  with 
purified  protein  derivative  (PPD)  for 
our  clinic  population.  All  new  patients 
receive  this  test  routinely,  and  it  is 
always  administered  by  one  of  our 
clinic  physicians  or  by  the  senior  nurse 
who  has  now  been  with  us  for  six 
years.  The  result  is  measured  in 
milliammeters  induration.  Tests  meas- 
uring less  than  5 mm  are  considered 
negative  even  though  the  induration  is 
recorded.  Tests  from  5 to  9 mm  are 
doubtful,  and  those  above  10  mm  are 
considered  positive.  Negative  reactors 
are  rechallenged  annually;  but  once  a 
reaction  of  10  mm  or  more  is 
recorded,  we  do  not  retest  this  patient. 
Test  material  has  been  supplied  by 
Lederle  Laboratories  except  for  one 
six-month  period  when  we  had  a 
supply  of  PPD  from  the  Public  Health 
Service.  We  have  routinely  mixed 
fresh  material  just  prior  to  its  use  when 
we  are  doing  tuberculin  testing,  and 
the  single  test  is  done  immediately. 
There  is  no  multiple  testing  from  a 
single  syringe.  Our  syringes  have  been 
glass  tuberculin  syringes,  and  we  have 
used  fresh  needles  for  each  administra- 
tion. Since  February  of  1972,  our  PPD 
tuberculin  has  contained  Tween  80,  a 
stabilizer  included  in  the  Lederle  prod- 
uct. Federal  regulations  now  require 
that  all  PPD  products  at  the  5 TU 
level  released  after  January  1973  must 
be  biologically  equivalent  to  PPD  and 
must  be  stabilized.  Most  manufac- 
turers are  now  complying  with  this 
regulation. 

Results 

In  our  clinic  population,  43  percent 
of  our  more  than  1 ,000  tests  have 
measured  over  5 mm  induration  and 
57  percent  have  been  completely  nega- 
tive. The  conversion  rate  each  year 
from  1966  has  been  variable — from  10 
percent  in  1967  to  23  percent  in  1968, 
10  percent  in  1969,  4 percent  in  1970 
and  2 percent  in  1971.  The  striking 
reduction  in  conversion  rate  for  1971 
may  well  not  be  a realistic  figure. 
Since  March  of  1972,  we  have  tested 
146  patients  using  the  new  Tween  80 
solution.  We  seem  to  be  developing 
once  again  a high  conversion  rate.  Fig- 
ures for  this  year  remain  incomplete 
and  are  at  this  point  not  comparable  to 
those  for  previous  years. 

Of  the  forty-four  active  cases  of  pul- 
monary tuberculosis,  we  have  iden- 


tified only  twenty-one  patients  who 
reacted  with  more  than  10  mm  indura- 
tion, so  that  as  a dectector  of  infection 
in  our  clinic  setting  the  tuberculin  test 
failed  in  nearly  50  percent  of  cases. 
Since  February  of  1972,  we  have  diag- 
nosed new  active  tuberculosis  in  two 
patients.  Both  of  these  were  tested  with 
the  Tween  80  solutions.  One  had  a 
completely  negative  reaction  and  the 
other  developed  an  induration  of  12 
mm. 


Discussion 

The  problems  of  tuberculin  testing 
in  the  general  population  have  been 
reviewed  elsewhere,3-456  particularly 
with  respect  to  the  uncertainty  of  the 
materials  previously  available.  The  en- 
tire matter  is  summarized  in  the  Medi- 
cal Letter,  volume  14,  number  19 
(Issue  357)  dated  September  15.  1972. 
If  evidence  developed  to  date  proves 
reliable,  tuberculin  tests  done  with 
stabilized  liquid  PPD  released  after 
January  1973  will  lead  to  few  false 
negative  results.  Whether  this  observa- 
tion will  prove  to  be  the  case  in  pa- 
tients with  silicotuberculosis  remains 
to  be  seen. 

Infection  rate  in  the  community  at 
large  is  difficult  to  evaluate  in  the  ab- 
sence of  any  large-scale  tuberculin 
testing  program.  Hospital  staffs  in  our 
community  have  been  reluctant  to  be 
involved  in  any  such  large-scale  pro- 
gram. No  good  data  base,  therefore,  is 
created  for  the  community  at  large. 
However,  United  States  Navy  recruits 
were  tested  in  the  years  1958  through 
1965. 2 They  were  white  males  aged 
seventeen  to  twenty-one  years,  all  life- 
time, one-county  residents.  Of  26,000 
so  tested  in  Pennsylvania,  1,155  or  4.4 
percent  gave  reactions  of  10  mm  or 
more.  Of  968  tested  in  Luzerne 
County,  77  or  8 percent  had  reactions 
of  10  mm  or  more.  The  infection  rate 
among  the  Luzerne  County  group  was 
82  percent  higher  than  that  for  Penn- 
sylvania and  1 10  percent  higher  than 
for  the  United  States  as  a whole.  These 
figures  certainly  suggest  that  there  is 
an  uncommonly  large  pool  of 
tuberculous  infection  in  Luzerne 
County  even  among  the  general  popu- 
lace. 

A few  years  ago,  Mr.  Christopher 
Hayden,  the  former  tuberculosis  con- 
trol officer  for  our  county,  assisted  us 
in  developing  some  other  observations. 


In  the  years  1968  and  1969,  56  percent 
of  the  new  cases  in  this  county  were 
associated  with  anthracosilicosis.  We 
thought  that  in  our  study  of  the  com- 
munity we  would  be  able  to  show  con- 
siderable association  between  a high 
local  incidence  of  silicotuberculosis 
and  similarly  high  incidence  of  ordi- 
nary tuberculosis.  We  drew  out  95 
census  tracts  in  Luzerne  County  and 
plotted  the  neighborhood  incidence  of 
these  diseases  for  each  tract.  Where 
tuberculosis  incidence  was  highest, 
both  categories  of  tuberculosis  were 
present.  For  example,  census  tract  132 
(which  represented  Edwardsville 
Borough)  had  seven  patients  with 
silicotuberculosis  and  four  with  un- 
complicated tuberculosis,  for  a total  of 
eleven  cases  in  this  small  borough. 
Luzerne  Borough  also  had  a total  of 
eight  active  cases  equally  divided,  with 
four  having  silicotuberculosis  and  four 
having  ordinary  tuberculosis.  Nan- 
ticoke.  census  tract  141,  provided  us 
with  eight  active  cases,  five  of  whom 
had  anthracosilicosis,  while  three  did 
not.  Similarly  census  tract  140  in  Nan- 
ticoke  had  a total  of  five  patients  with 
active  cases,  three  of  whom  had 
anthracosilicosis.  Census  tract  108  in 
Pittston  had  seven  patients  with  active 
cases,  four  of  whom  had  anthracosili- 
cosis and  three  of  whom  did  not.  Many 
census  tracts  had  no  tuberculosis. 
Census  tracts  with  a small  total 
number  of  active  cases,  especially 
three  or  less,  showed  no  trend  whatso- 
ever. 

If  our  study  has  any  significance,  it 
may  show  that  in  a census  tract  where 
the  incidence  of  tuberculosis  is  high, 
and  especially  over  five  cases  per  tract, 
there  is  a strong  likelihood  that  both 
types  of  tuberculosis  will  be  present 
contributing  almost  equally  to  the  total 
of  the  tract. 

Pursuing  this  matter,  we  studied  the 
incidence  of  positively  reacting  con- 
tacts. For  the  106  cases  of  silico- 
tuberculosis in  1968-1969.  there  were 
146  positive  contacts  (19.5  percent). 
For  the  83  cases  of  tuberculosis  among 
the  general  population,  there  were  151 
positive  contacts  (31.9  percent).  We 
think  that  this  difference  has  some  sta- 
tistical significance  even  though  we  do 
not  know  the  reasons  for  it.  One  possi- 
bility is  that  our  miners  are  generally 
old,  live  much  to  themselves,  and  are 
usually  not  members  of  large  family 


MARCH  1973 


61 


groups  in  their  households.  Neverthe- 
less, in  view  of  the  demonstrated  high 
infection  rate  among  Navy  recruits, 
and  in  view  of  the  census  tract  studies 
cited  above,  it  seems  likely  that  over 
many  years  our  infected  miners  have 
influenced  the  development  of  a large 
pool  of  tuberculous  infection  in  our 
county.  We  believe  that  similar  studies 
in  depth  could  and  should  be  made  in 
the  other  hard  coal-bearing  counties 
with  the  idea  that  such  studies  could 
lead  to  effective  case  finding  and  pos- 
sibly to  prophylaxis. 

Prevention 

Our  concern  with  prevention  of 
disease  has  lead  us  to  consider  the  pos- 
sibility of  giving  isonicotinic  acid 
hydrazide  (INH)  to  every  miner  for 
one  year,  without  resorting  to  the 
probable  inaccuracies  of  the  tuberculin 
test.  However,  if  our  clinical  experi- 
ence is  a guide,  we  would  run  the  risk 
of  treating  patients  with  some  undiag- 
nosed open  positive  tuberculosis  with  a 
single  drug.  The  dangers  of  developing 
INH-resistant  colonies  might  be 
strongly  increased  by  such  a proce- 
dure. 

Our  experiences  lead  us  to  propose  a 
trial  protocol  for  the  control  of  silico- 
tuberculosis  among  our  miners.  (1)  All 
anthracite  miners  should  be  registered 
regardless  of  the  stage  of  their  disease. 
This  would  include  those  who  could 
not  qualify  for  black  lung  pensions  as 
well  as  those  who  did.  (2)  All  miners 
with  productive  cough  should  have 
sputum  examination  for  acid-fast 
bacillus.  For  purposes  of  prophylaxis, 
and  with  reasonable  economy,  the 
smear  would  be  adequate.  (3)  Miners 
with  positive  smears  should  have  cul- 
tures for  precise  classification  of  the 
mycobacterium.  Treatment  of  disease 
should  follow  the  widely  accepted 
principle  of  using  two  drugs.  (4) 
Miners  with  negative  smears  and  those 
without  productive  cough  should  be 
placed  on  INH  prophylaxis  for  one 
year.  (5)  Since  we  do  not  know  the 
protection  potential  in  a large  popula- 
tion of  hard  coal  miners,  we  believe 
that  those  given  INH  prophylaxis 
should  be  resurveyed  annually  by 
repeating  the  smear  for  acid-fast 
bacillus  among  those  with  productive 
cough. 

We  acknowledge  that  this  scheme 
does  not  utilize  the  tuberculin  test,  but 


we  believe  that  our  clinic  population 
reveals  the  insecurity  of  basing 
prophylaxis  among  miners  on  their  re- 
action to  intermediate  PPD  even  with 
Tween  80.  The  scheme  we  propose 
may  be  too  unwieldy  for  practical 
application,  but  it  does  include  those 
principles  identified  from  our  experi- 
ences with  miners. 

We  have  made  some  observations 
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the  executive  committee  and  the 
board  of  directors  of  the  Pennsyl- 
vania Tuberculosis  and  Respiratory 
Disease  Association.  He  is  certified 
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relating  to  atypical  mycobacteria 
among  outpatients.  In  addition  to  the 
forty-four  cases  of  active  tuberculosis, 
we  have  identified  two  cases  whose  pos- 
itive acid-fast  smear  proved  to  be 
Group  III  atypical  organisms.  The 
clinical  courses  of  these  two  patients 
were  consistent  with  a diagnosis  of  ac- 
tive infection  with  these  organisms  and 
no  mycobacterium  tuberculosis  was 
found  in  either  case.  In  addition,  data 
from  the  Wilkes-Barre  State  Health 
Center  accumulated  between  1968  and 
1970  shows  considerable  evidence  that 
atypical  mycobacteria  may  appear 
from  time  to  time  in  sputum  cultures. 
Mixes  are  noted  with  reasonable 
frequency  and  the  clinic  has  noted  the 
most  common  concomitant  to  be 
Group  11  organisms  with  Group  III 
running  close  behind.  The  clinic 
physicians  have  made  the  diagnosis  of 
pulmonary  mycobacteriosis  active  due 
to  an  intracellularis  in  three  patients 
from  a group  of  sixty-one  with 
anthracosilicosis  and  active  tubercu- 
losis. They  have  identified  no  active 
mycobacteriosis  due  to  G roup  1 1 organ- 
isms. This  points  out  the  need  for 
precise  classification  of  cultured  organ- 
isms in  all  instances  where  the  smear 
has  shown  acid-fast  organisms. 

Conclusion 

The  problem  of  tuberculosis  among 
hard  coal  miners  suggests  a need  to  gen- 
erate a task  force  to  develop  a reason- 
able case-finding  program,  utilizing 
sputum  examinations  as  the  principle 
tool.  In  addition,  there  may  be  a pro- 
gram of  prophylaxis  which  could 
reduce  the  potential  of  the  infected 
pool.  We  have  directed  attention  to 
some  of  the  problems  in  designing 
prophylaxis  for  this  special  complica- 
tion of  a widespread  occupational 
disease  in  Northeastern  Pennsylvania.0 
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Advances  in  Clinical  Radiation  Therapy 


H.  GUNTER  SEYDEL,  1Y1.D. 
Philadelphia 


Significant  developments  are  forthcoming  in  radiation 
therapy  technique,  and  preliminary  clinical  experience 
raises  the  hope  that  the  scope  of  indications  for  curative  ra- 
diation therapy  of  malignant  tumors  may  be  expanded  sig- 
nificantly in  the  future.  These  new  developments  are  based 
on  the  physical  and  biological  properties  of  beams  of 
ionizing  radiation  which  are  produced  in  machines  initially 
designed  for  experimentation  in  nuclear  physics.  The  com- 
monly used  x-ray,  cobalt,  linear  accelerator  and  betatron 
machines  are  specifically  designed  for  treatment  purposes 
using  beams  of  radiation  produced  by  accelerated  electrons. 
Complicated  multi-million  volt  accelerators,  synchrotons 
and  cyclotrons  used  in  physics  research  offer  the  advantage 
that  they  also  accelerate  subatomic  particles,  such  as  pro- 
tons and  heavy  nuclei,  which  may  be  applied  clinically.  These 
particles  in  turn  produce  beams  of  ionizing  radiation  in  the 
form  of  pi-mesons  and  neutrons,  as  well  as  helium  and  other 
nuclei.  Physical  considerations  of  such  beams  of  radiation 
include  sharp  beam  edges  and  better  dose  localization  char- 
acteristics so  that  damage  to  normal  tissues  beyond  the 
tumor  volume  may  be  at  a minimum.  This  has  been  the 
desire  of  radiotherapists  since  the  inception  of  clinical  radi- 
ation therapy. 

Biological  factors  include  an  increased  effect  of  these  so- 
called  high  linear  energy  transfer  (LET)  radiations  on 
tumor  cells  compared  to  that  on  normal  tissues  within  the 
treatment  volume.  This  is  commonly  described  as  an 
increased  therapeutic  ratio.  The  presence  of  poorly  ox- 
ygenated cells  in  malignant  tumors  has  limited  the  dose  of 
radiation  which  can  be  delivered  as  cancerocidal  and  still 
allow  it  to  maintain  the  integrity  of  surrounding  normal 
tissues.  Theoretical  considerations  make  it  likely  that  the 
high  LET  radiations  will  decrease  the  importance  of  this  so- 
called  "oxygen  factor." 

The  first  clinical  experience  with  high  energy  neutrons 
has  been  gained  during  the  last  four  years  at  the  Hammer- 
smith Hospital  in  London,  England.  The  radiation  was 
produced  by  a cyclotron,  the  beam  of  which  has  been 
shared  with  individuals  involved  in  basic  biologic  and  phys- 
ics research.  In  a recent  report  to  a conference  in  Los 
Alamos,  which  was  devoted  to  the  application  of  high 
energy  particles  in  clinical  radiation  therapy  and  cancer 
treatment,  the  local  control  in  such  tumors  as  salivary  gland 
cancers  and  soft  tissue  sarcomas  was  surprisingly  good. 


Only  one  of  the  soft  tissue  sarcomas  recurred  locally  within 
a year  following  treatment,  although  some  of  the  patients 
developed  metastatic  disease.  This  was  not  unexpected  in 
view  of  the  selection  of  advanced  local  or  disseminated 
tumors  in  this  initial  trial.  In  the  past,  one  has  considered 
this  category  of  malignant  tumors  as  relatively  resistant  to 
curative  radiation  therapy.  Furthermore,  astonishing  results 
regarding  local  control  of  tumors  also  were  observed  in 
malignant  melanoma  as  well  as  adenocarcinomas  in  the  gas- 
trointestinal tract.  Deep  seated  lesions  of  these  malignancies 
have  made  a more  accurate  evaluation  difficult,  however 
the  impression  of  the  clinicians  involved  in  this  work  in- 
dicates that  one  would  not  have  expected  the  observed 
results  with  conventional  megavoltage  radiation  therapy. 

While  it  is  too  early  to  state  with  certainty  that  such  en- 
couraging results  would  indeed  expand  significantly  the 
scope  of  clinical  radiation  therapy,  a randomized  study  is 
now  in  progress  at  the  Hammersmith  Hospital.  In  the  Unit- 
ed States,  external  neutron  beam  therapy  is  on  the  verge  of 
clinical  trials  in  Texas,  Maryland  and  Washington,  and  a 
group  of  radiotherapy  centers  in  Philadelphia  proper  is  con- 
sidering a joint  program  using  an  external  beam  neutron 
generator  which  is  in  the  technical  design  stage. 

Another  form  of  fast  neutron  beam  therapy,  using  fission 
neutrons  produced  by  radioactive  252  californium  has 
shown  promise  in  clinical  experience  gained  at  the  M.  D. 
Anderson  Hospital  and  Tumor  Institute  in  Houston.  This 
radioactive  isotope  is  provided  in  a form  which  makes  it 
suitable  for  use  in  lieu  of  radium  in  interstitial  or  intracavi- 
tary implantations.  Two  institutions  in  Pennsylvania,  the 
Hospital  of  the  University  of  Pennsylvania  and  the  Ameri- 
can Oncologic  Hospital,  are  presently  receiving  californium 
sources  on  loan  from  the  U.S.  Atomic  Energy  Commission. 
They  are  expected  to  employ  this  new  modality  of  intersti- 
tial radiation  therapy  in  the  treatment  of  patients  with 
malignant  tumors  in  the  near  future.  Because  of  the  recent 
introduction  of  this  material,  indications  for  treatment  will 
be  set  rigidly  according  to  standards  set  by  the  U.S.  Atomic 
Energy  Commission,  and  initial  therapy  will  be  limited  to 
patients  with  those  tumors  whose  treatment  has  been 
approved  by  a review  group  of  independent  physicians  and 
laymen.  In  this  fashion  the  best  interests  of  the  patient  will 
be  strictly  guarded,  while  allowing  new  techniques  of  treat- 
ment to  develop. 


Dr.  Seydel  is  chief  of  the  department  of  radiation  therapy 
at  the  American  Oncologic  Hospital  and  the  box  Chase 
Center  for  Cancer  and  Medical  Sciences.  Philadelphia.  He 
is  also  associate  professor  of  radiology  at  the  University  oj 
Pennsylvania  School  of  Medicine. 


CANCER  FORUM  — presented  cooperatively  by  the  PMS  Council  on  Education  and  Science,  the  Pennsylvania  and  Philadelphia 
Divisions  of  the  American  Cancer  Society,  and  the  Cancer  Control  Section,  Pennsylvania  Department  of  Health.  The  Cancer 
Forum  is  edited  by  Roland  A.  Loeb,  M.D.,  Lancaster. 
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Acute  Pulmonary  Edema 

Part  III 


Irving  Imber,  M.I).,  questions  William 
G.  Leaman,  Jr.,  M.D.,  Fellow  of  the 
Council  on  Clinical  Cardiology  of  the 
American  Heart  Association,  Union- 
ville,  Pennsylvania. 

When  is  the  use  of  aminophyllin  in- 
dicated in  APE? 

Many  times,  suspected  broncho- 
spasm  is  the  main  reason  for  giving 
aminophyllin,  although  the  exact  mech- 
anism of  the  action  of  this  preparation 
is  unknown.  This  drug  is  also  of  value  if 
Cheyne-Stokes  breathing  is  present. 
Aminophyllin  is  given  slowly  and  in- 
travenously in  0.25  and  0.5  gm  doses. 

Do  adrenocortical  extracts  have  a place 
in  the  management  of  APE? 

These  preparations  are  mainly  of 
value  in  the  treatment  of  APE  found  as 
a complication  of  rheumatic  heart 
disease  or  rheumatic  carditis  with 
severe  myocardial  involvement. 

Do  you  recommend  that  a patient  suf- 
fering from  APE  be  placed  in  an  inten- 
sive care  unit? 

If  the  background  of  APE  is  not  an 
acute  myocardial  infarction  with 
complicating  arrhythmia,  these  patients 
fare  just  as  well  on  general  medical 
wards.  We  should  also  consider  the 
higher  cost  of  rendering  intensive  care 
to  the  patients  in  these  units. 

Is  oxygen  therapy  helpful  in  APE? 

Yes,  particularly  in  patients  who 
show  marked  cyanosis.  When  used, 
give  100  percent  oxygen.  Since  oxygen 
gas  in  high  concentrations  is  an  irritant. 


interrupt  by  periods  of  normal  air 
breathing.  The  02  face  mask,  therefore, 
is  recommended.  If  long-term  oxygen 
breathing  is  required  in  the  presence  of 
emergencies,  such  as  shock  or  cardiac 
arrest,  endotracheal  intubation  may  be 
necessary.  In  some  instances,  a 
mechanical  respirator  is  required. 

Are  there  any  precautions  we  can  take 
to  avoid  episodes  of  APE  in  susceptible 
patients? 

Unwarranted  blood  transfusions,  as 
well  as  plasma  or  saline  infusions, 
should  be  bypassed  whenever  possible, 
since  they  might  favor  pulmonary 
edema.  In  fact,  large  injections  of  any 
type,  if  rapidly  given,  may  bring  about 
APE.  The  body  water  balance  is  an  im- 
portant factor  in  the  production  of 
APE,  an  excess  rendering  patients 
much  more  susceptible. 

What  irritants  in  industry  are  apt  to  be 
associated  with  APE? 

The  chief  chemical  (or  industrial)  ir- 
ritants we  should  suspect  are  ammo- 
nia, chlorine,  bromine,  phosgene  and 
sulphur  dioxide.  Dusts  and  vapors  of 
corrosive  agents  (environmental)  are 
apt  to  produce  APE,  particularly  in 
predisposed  patients.  Removal  of  the 
person  from  the  affected  area  often 
brings  about  prompt  relief.  If  such  is 
not  the  case,  prompt  therapy,  such  as 
outlined,  should  be  begun  at  once.  Ra- 
tional therapy  depends  on  the  accurate 
evaluation  of  the  type  of  pulmonary 
edema  present. 


What  dietary  changes  are  necessary 
when  attacks  of  APE  appear? 

The  patient  should  take  a low  sodium 
diet  with  low  fluid  content.  At  the  same 
time  every  effort  should  be  made  to 
treat  any  associated  condition  such  as 
severe  dietary  forms  of  anemia. 

In  patients  presenting  with  a tight  mi- 
tral stenosis,  is  the  treatment  the  same 
as  you  have  outlined? 

Yes,  although  in  some  instances 
when  the  pulmonary  edema  does  not 
respond  to  the  usual  measures,  an  emer- 
gency valvulotomy  may  be  dramat- 
ically effective. 

Is  alcohol  vapor  inhalation  helpful  in 
APE? 

In  acute  cases  when  improvement  is 
not  dramatic,  it  may  be  tried.  A con- 
venient method  is  to  pass  the  02 
through  70  percent  alcohol  and  have 
the  patient  breathe  the  vapor  through  a 
nasal  catheter.  1 have  not  used  this 
method  of  treatment,  although  some 
clinicians  have  reported  good  results  in 
occasional  instances. 

What  is  the  prognosis  in  APE? 

The  prognosis  varies  according  to 
the  background  in  each  instance.  As  we 
have  shown,  this  may  vary  from  ex- 
posure to  chemical  (environmental)  ir- 
ritants and  other  toxic  substances 
(heroin)  to  long-standing  hypertension 
or  other  forms  of  heart  disease 
(coronary,  rheumatic),  particularly  in 
older  patients.  A detailed  history  and 
physical  examination  will  establish  the 
background.  For  obvious  reasons,  the 
outlook  appears  to  be  better  in  well-to- 
do  patients  than  in  those  in  the  low-in- 
come groups.  However,  even  when  a 
known  cause  can  be  removed  and  the 
outlook  looks  bright,  the  prognosis 
remains  guarded  in  older  age  groups  or 
in  the  presence  of  serious  complica- 
tions. When  episodes  of  APE 
complicate  advanced  heart  disease,  the 
outlook  is  serious.  After  all,  the  exact 
mechanism  of  APE  is  still  unknown. 

This  Brief  has  been  prepared  by 
William  G.  Leaman,  Jr„  M.D.,  for  the 
Council  on  Education  and  Science  in 
cooperation  with  the  Pennsylvania  Af- 
filiate of  the  American  Heart  Associa- 
tion. 
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JOHN  H.  MOYER,  III,  M.D.,  D.Sc. 
Philadelphia 


In  1965  the  Board  of  Trustees  of  the 
Pennsylvania  Medical  Society  charged 
the  Annual  Scientific  Program  Com- 
mittee with  the  task  of  evaluating  the 
assets  and  deficits  of  the  annual  scien- 
tific meeting  customarily  held  in  con- 
junction with  the  business  meeting  of 
the  House  of  Delegates  of  the  Society. 
It  immediately  became  evident  that 
this  would  require  a broad-based  eval- 
uation of  all  of  the  Society's  postgrad- 
uate medical  education  programs, 
since  the  annual  scientific  meeting  was 
only  a small  part  of  its  total  education 
effort. 

Background  and  Development 

The  committee  organized  a plan- 
ning conference,  to  which  were  invited 
representatives  of  the  many  scientific 
organizations  that  sponsored  educa- 
tional programs  for  physicians  in 
Pennsylvania.  Among  these  were  rep- 
resentatives of  the  American  Heart  As- 
sociation, the  American  Cancer  Soci- 
ety and  the  medical  schools,  some 
directors  of  medical  education  in  com- 
munity hospitals,  and  a number  of 
others.  Several  conclusions  resulted 
from  this  meeting  and  were  sub- 
sequently approved  in  concept  by  the 
Board  of  Trustees  of  the  State  Society. 
The  more  important  of  these  were: 

1.  The  State  Society  should  con- 
tinue its  role  of  being  a learned  society 
and,  as  such,  should  assume  the  re- 
sponsibility for  guaranteeing  that  its 
members  will  participate  in  a life-long 
process  of  continuing  education. 

2.  The  Society  should  continue  to 
hold  its  annual  scientific  session,  but 
as  a separate  meeting  rather  than  one 
held  in  conjunction  with  the  House  of 
Delegates  meeting.  In  addition,  it 
would  adjust  the  format  of  the  meeting 
to  meet  specific  educational  needs  of 
the  physicians  of  the  state  and  would 
try  to  extend  its  influence  to  the  local 
level — i.e.,  community  hospitals  and 
physicians'  offices. 


3.  The  main  effort  of  the  State  Soci- 
ety should  be  directed  toward  the 
primary  physician  (as  defined  in 
paragraph  5 below).  The  highly  tech- 
nical aspects  of  the  specialties  of  medi- 
cine and  surgery  would  be  left  to  the 
specialty  societies  themselves,  meeting 
independently  as  well  as  in  association 
with  the  annual  scientific  meeting  of 
the  Society.  In  the  latter  instance  each 
society  shall  be  responsible  for  its  own 
programs  and  their  scientific  content. 

4.  In  trying  to  meet  the  educational 
needs  of  its  members  who  are  primary 
physicians  (see  paragraph  5 below),  the 
greatest  contribution  the  Society  could 
make  would  be  an  attempt  to  coordi- 
nate the  many  continuing  education  en- 
deavors that  take  place  in  this  state 
every  year.  This  would  minimize 
duplication  of  effort  and  output  on  the 
part  of  the  educators  who  are  involved 
in  continuing  education  throughout 
the  state.  In  other  words,  the  State  So- 
ciety would  assume  the  responsibility 
of  a coordinating  agency,  since  lack  of 
coordination  is  a serious  deficit  at  the 
present  time. 

5.  The  primary  physician  may  be 
defined  as  a physician  in  the  communi- 
ty who  is  directly  responsible  for  the 
comprehensive  care  of  the  patient, 
calling  in  consultants  to  meet  the  need 
as  indicated  (Figure  1).  He  will  usually 
be  a family  physician,  but  he  may  also 
be  a specialist,  especially  when  the  pa- 
tient has  a chronic  illness  requiring 
continuous  supervision.  When  health 
care  is  primarily  for  a major  illness  of 
the  type  for  which  a highly  specialized 
physician  may  need  to  assume  respon- 


sibility, the  specialist  becomes  the 
primary  physician.  He,  in  turn,  may 
occasionally  need  to  call  in  the 
generalist  as  a consultant  for  those 
medical  problems  not  related  to  the 
patient’s  primary  affliction.  The  fun- 
damental role  of  a family  physician 
should  always  be  that  of  the  primary 
physician — being  responsible  not  only 
for  the  health  care  of  individual  pa- 
tients but  for  that  of  entire  families. 
Although,  as  a primary  and  com- 
munity-oriented physician,  the  family 
physician  may  be  responsible  for  the 
care  of  patients  in  the  hospital,  his 
main  objective  and  effort  is  ambula- 
tory care.  The  emphasis  is  on  keeping 
patients  out  of  the  hospital — i.e., 
preventive  medicine. 

With  the  foregoing  as  reference 
points,  an  educational  program 
oriented  to  the  family  physician  is  nec- 
essarily quite  different  from  an  educa- 
tional program  oriented  to  the  special- 
ist. Although  the  specialist  can  partici- 
pate in  the  scientific  input  to  the  pro- 
gram for  the  family  physician,  the 
latter's  responsibility  is  much  broader. 
As  he  becomes  more  experienced  in 
his  primary  objectives,  he  in  turn 
becomes  a broad-based  specialist 
in  his  own  right.  Under  these  condi- 
tions the  systems  specialist  can  assist 
only  to  a limited  extent  in  the  educa- 
tional program  for  the  family 
physician,  primarily  by  making  him 
aware  of  what  is  available  in  the 
specialty  areas  rather  than  by  concen- 
trating on  the  technology  of  the  spe- 
cialist. This  objective  is  often 
overlooked  by  specialists.  For  ex- 


Requirements  for  accreditation  of  institutional  con- 
tinuing education  programs  have  been  established  by 
the  Council  on  Education  and  Science  of  the  Pennsyl- 
vania Medical  Society.  In  the  April  issue  the  adminis- 
trative policies  governing  the  procedure  to  be  followed 
will  be  outlined  and  the  standards  explained. 
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Figure  1 

Continuing  Education  As  It  Relates  To 
AMBULATORY  MEDICAL  CARE  AND  HOSPITAL  REFERRAL 


— —indicates  DIRECT  PATIENT  REFERRAL 

—indicates  PRIMARY  PARTICIPATION  IN  PATIENT  CARE  OR  PROFESSIONAL  EDUCATION 


ample,  how  often  have  we  seen  a cardi- 
ac surgeon  demonstrate  surgical  tech- 
nique to  an  audience  of  generalists  as 
if  each  of  them  would  then  go  home 
and  try  out  the  procedure.  This  is  inap- 
propriate for  meeting  the  real  needs  of 
the  family  physician. 

A more  important  aspect  of  the  edu- 
cational program  for  all  categories  of 
physicians  is  achieved  through  the 
process  of  peer  review  by  the 
physicians  themselves,  within  and 
without  the  hospital.  The  preliminary 
step  consists  of  an  exchange  of  ideas 
leading  to  mutually  agreed  upon 
conclusions  concerning  quality  medi- 
cal care  by  dedicated  physicians.  How- 
ever. when  the  deficits  in  an  institution 
or  in  the  individual  physician's  prac- 
tice have  been  identified,  then  the  well 
established  educational  programs  with 
established  formats  must  be  employed 
(Figure  2).  Follow-up  evaluation 
should  become  an  integral  part  of  the 
entire  procedure. 

Plan  of  Coordination 

Combined  with  the  Education  Com- 
mittee's recommendation  to  the  Soci- 
ety that  the  annual  scientific  session 
should  be  continued  was  a recommen- 
dation that  it  be  developed  in  coopera- 
tion with  the  medical  schools.  These 
scientific  meetings  would  be  organized 
in  such  a way  as  to  present  the  type  of 
material  that  is  adaptable  to  large 


group  conferences  and  plenary  ses- 
sions, rather  than  information  related 
to  individual  patient  care.  The  empha- 
sis would  be  on  basic  science,  recent 
developments  in  therapy,  newer  diag- 
nostic tools,  educational  developments 
and  techniques,  etc. 


The  second  phase  of  the  educational 
plan  would  consist  of  regional  pro- 
grams given  throughout  the  state 
during  the  entire  year.  These  would  be 
conducted  at  the  state  level  and  or- 
ganized for  the  presentation  of  materi- 
al somewhat  along  the  same  lines  as 


Figure  2 
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the  annual  scientific  session.  Their 
purpose  would  be  to  bring  this  infor- 
mation to  a more  localized  area  so  that 
it  would  be  available  to  physicians  who 
might  not  be  able  to  attend  the  annual 
meeting. 

Third,  the  Society  would  assist  in  the 
development  of  programs  in  the  com- 
munity hospital  (Figure  2).  especially  in 
rural  areas  where  educational  activities 
are  not  usually  conducted.  Such  pro- 
grams would  be  directly  related  to  pa- 
tient care  through  an  analysis  of  specif- 
ic educational  needs  based  on  peer 
review  in  the  hospital.  The  community 
hospitals  would  be  encouraged  to  de- 
velop data  bases  (by  evaluating  utiliza- 
tion) for  evaluation  of  the  quality  and 
type  of  patient  care  as  an  aid  to  deter- 
mining their  own  educational  needs. 
On  the  basis  of  such  analysis,  an  educa- 
tional program  would  be  developed  for 
each  institution  that  would  emphasize 
intra-hospital  educational  activities  by 
the  staff  itself,  e.g.,  reading,  the  use  of 
closed-circuit  television  and  tape 
recordings,  staff  meetings  and  confer- 
ences, etc.  (See  Figure  2). 

In  addition  to  the  local  input  toward 
the  development  of  an  educational  pro- 
gram. physicians  from  outside  would 
also  be  incorporated  into  the  education- 
al effort  in  the  various  hospitals.  The 
education  data  base  for  each  institution 
would  be  used  to  determine  the  type  of 
material  as  well  as  the  particular  area 
of  patient  care  to  be  covered  for  that 
hospital.  This  could  be  done  in  several 
ways  by  means  of  sequential  case  analy- 
ses and  through  intermittent  exchanges 
between  the  visiting  instructors  and  the 
physicians  directly  responsible  for 
primary  patient  care  in  the  hospital.  In 
this  manner,  each  hospital  would 
become  a secondary  educational  center 
for  the  physician  in  the  community. 

The  Board  of  Trustees  of  the  Society, 
after  due  consideration,  approved  the 
general  concept  of  the  continuing  edu- 
cation program  as  outlined.  A task 
force  then  recommended  to  the  Board 
of  Trustees  the  establishment  of  an  In- 
stitute for  Continuing  Education,  as 
described  below. 

Proposal  for  Institute 

General  Principle 

The  establishment  of  a statewide  or- 
ganization that  will  permit  the  various 
medical  schools  and  other  sponsors 
and  purveyors  of  continuing  medical 


education  to  pool  their  resources 
without  losing  their  basic  autonomy  is 
the  purpose  for  creating  a Pennsyl- 
vania Continuing  Education  Institute. 

Philosophy 

Education  in  modern  methods  of 
patient  care  should  be  a part  of  the 
physician’s  daily  life.  The  best  way  to 
bring  medical  teaching  to  his  doorstep 
is  to  develop  the  community  hospital 
into  a teaching  hospital.  Despite  the 
lack  of  house  staff,  effective  programs 
can  be  developed.  Local  facilities  and 
needs  will  dictate  types  of  development 
appropriate  for  various  areas,  and 
therefore  preliminary  planning  and  ar- 
ranging is  essential  to  a successful  pro- 
gram. Such  planning — which  requires 
experience  and  attention  to  details 
before,  during  and  after  the  pro- 
gramming— can  best  be  coordinated 
through  a central  association. 

Main  Goals  and  Objectives 

Two  main  objectives  were  defined, 
together  with  ways  in  which  the 
proposed  institute  could  work  toward 
the  achievement  of  these  objectives: 

1. To  avoid  wasted  effort  in  con- 
tinuing medical  education,  thereby 
conserving  both  teaching  and  financial 
resources.  This  can  be  done  by  (a) 
Coordination  of  programs  to  eliminate 
overlapping  and  duplication;  and  (b) 
Research  to  determine  specific  educa- 
tional needs  and  to  evaluate  results  of 
different  types  of  programs. 

2.  To  improve  the  quality,  variety 
and  availability  of  continuing  medical 
education  by  (a)  Encouraging  both  its 
own  (the  Institute's)  individual 
members  and  community  hospitals  to 
develop  their  own  programs,  and  as- 
sisting them  in  the  planning  and  execu- 
tion of  specific  educational  activities; 
(b)  Developing  programs  in  areas 
where  there  are  obvious  deficits  and 
needs  that  cannot  be  met  by  other 
responsible  groups;  and  (c)  Providing 
for  accredited  programs  that  will  en- 
able physicians  to  fulfill  the  PMS 
membership  requirement  (AMA  Phy- 
sician’s Recognition  Award)  and/or 
ACGP  and  AAFP  credits. 

Organizational  Structure 

The  organizational  structure  should 
be  that  of  an  independent  group,  but 
initially  sponsored  by  the  Pennsylvania 
Medical  Society  and  set  up  to  permit 
allied  organizations  to  have  a voice  in 
the  direction  of  the  continuing  educa- 


tion process.  For  the  sake  of  descrip- 
tion, this  new  corporation  will  be 
referred  to  as  the  Pennsylvania  Medi- 
cal Continuing  Education  Institute.  Its 
membership  and  method  of  operation 
would  be  substantially  as  outlined 
below. 

1 . The  initial  membership  of  the  cor- 
poration shall  consist  of  a group 
selected  to  function  as  an  electoral 
board.  They  will  be  responsible  for 
electing  a board  of  directors  to  manage 
the  property  and  business  affairs  of  the 
Institute.  This  initial  group  could  con- 
sist of  the  twelve  members  of  the 
Board  of  Trustees  and  Councilors  of 
the  Pennsylvania  Medical  Society,  two 
members  from  the  Pennsylvania  Os- 
teopathic Medical  Association,  and 
one  member  from  the  Keystone  Medi- 
cal Society.  The  number  of  represent- 
atives from  each  society  would  be  de- 
termined by  the  size  of  the  constitu- 
ency which  they  represent. 

2.  The  board  of  directors,  which  will 
function  autonomously  after  its  elec- 
tion. should  consist  of  not  less  than  six- 
teen or  more  than  thirty-six  members, 
as  may  be  determined  by  vote  of  the 
electoral  board.  It  should  include  the 
chairman  of  the  Council  on  Education 
and  Science  of  the  Pennsylvania  Medi- 
cal Society,  at  least  two  physicians  who 
are  actively  involved  in  community 
hospital  education,  and  one  represent- 
ative from  each  of  the  medical  schools 
in  Pennsylvania  (including  the  Phila- 
delphia College  of  Osteopathic  Medi- 
cine). It  should  also  include  one  repre- 
sentative from  each  of  the  following: 
the  Pennsylvania  Osteopathic  Medical 
Association,  the  Pennsylvania  Depart- 
ment of  Health  (Secretary’s  Office),  and 
the  Bureau  of  Medical  Services  and  Fa- 
cilities of  the  Pennsylvania  Department 
of  Welfare.  Nominations  for  other  seats 
on  the  board  should  be  made  by  this  ini- 
tial board  of  directors,  keeping  in  mind 
the  need  for  widespread  representation 
and  for  involvement  of  all  groups  that 
are  engaged  in  continuing  education 
(e.g..  the  Cancer  Society,  Heart  Associ- 
ation, Regional  Medical  Programs, 
etc.). 

3.  Each  member  of  the  board  would 
be  elected  for  a term  of  five  years,  ex- 
cept that  the  original  members  would 
be  elected  for  varying  terms  so  that  ap- 
proximately one  fifth  of  the  terms 
would  expire  each  year. 

4.  The  officers  of  the  institute  should 
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be  a president,  vice-president,  secre- 
tary. and  treasurer,  elected  by  the  board 
of  directors  from  its  membership. 

5.  There  should  be  an  executive  com- 
mittee consisting  of  the  four  officers 
and  three  other  members  of  the  board 
of  directors.  Other  committees  could  be 
appointed  as  the  directors  deem  advis- 
able. 

6.  Directors  should  not  receive  any 
salary  for  their  services  in  that  capacity, 
other  than  a reasonable  fixed  sum  for 
expenses  incurred  by  attending  board 
meetings.  A director  who  serves  the  in- 
stitute in  any  other  capacity,  however, 
may  receive  remuneration  for  such 
services.  A salaried  executive  should  be 
employed  by  the  institute  to  supervise 
and  be  responsible  for  day-to-day 
operations.  There  should  be  additional 
staff  responsible  for  programming  ac- 
tivities of  the  institute. 

By  means  of  an  institute  organized 
along  these  lines,  those  institutions  and 
organizations  that  are  concerned  with 
continuing  medical  education  can 
become  part  of  a vast  coordinating  net- 
work. Figure  3 is  a diagrammatic 
presentation  of  the  organizational  de- 
velopment and  structure  of  the  Insti- 
tute. 

Implementation  of  the  Program 

Staff  and  Funding 

The  initial  staff  could  consist  of  the 
existing  members  of  the  Society’s 
Council  on  Education  and  Science.  At 
first,  the  State  Society  should  assume 
the  responsibility  for  providing  the 
core  staff,  bookkeeping  services,  and 
office  space.  Other  agencies  could  as- 
sist by  contributing  either  teaching 
manpower  or  other  resources. 

Funding  naturally  presents  some 
problems,  but  several  possible  sources 
of  financial  support  suggest  them- 
selves. The  medical  schools  are  already 
too  hard  pressed  to  be  expected  to  con- 
tribute financially,  but  they  can  assist 
in  planning  curriculum  and  providing 
trained  instructors.  Foundations  may 
give  some  help,  mainly  on  a pump- 
priming basis.  County  medical  so- 
cieties certainly  should  recognize  that 
maintaining  the  professional  standards 
of  their  members  is  one  of  their  major 
functions  and  should  support  these 
programs  accordingly.  Hospitals 
should  support  them  for  the  same 
reason.  A cardinal  part  of  the  pro- 
grams of  many  of  the  larger  voluntary 
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and  official  health  organizations  is 
physician  education.  Such  organiza- 
tions might  well  consider  the  advan- 
tages in  efficiency  and  economy  of 
channeling  their  work  along  these  lines 
through  a central  planning  group.  The 
remainder  of  the  support  will  come 
from  those  who  directly  benefit — the 
participating  physicians  themselves.  A 
moderate  fee  is  justifiable  if  the  medi- 
cal teaching  is  good. 

Improving  Delivery  of  Health  Care 

As  a logical  extension  of  its  concern 
for  and  with  continuing  medical  edu- 
cation, a further  activity  of  this  coor- 
dinating institute  will  be  to  encourage 
all  elements  of  the  state’s  higher  educa- 
tional system  to  cooperate  in  meeting 
the  health  care  crisis.  This  could  be 
done  in  various  ways.  Among  these 
would  be  (1)  training  of  teachers  at  all 
levels,  (2)  encouraging  private  en- 
terprise to  develop  guidelines  and  edu- 
cational activities  for  new  careers  in 
the  allied  health  field,  and  (3)  develop- 
ing programs  to  interest  young  people 
in  health  careers  before  they  enter 
college. 

In  addition,  community  hospital 
teaching  will  be  made  available  for 
professional  personnel  in  rural  areas  of 
the  Commonwealth  where  no  other 


medically-affiliated  organization  has 
been  able  to  offer  this  type  of  assist- 
ance (Figures  1 and  2).  Pilot  programs 
already  carried  out  in  rural  areas  have 
received  enthusiastic  response  and 
were  well  attended  by  physicians  in 
those  areas.  The  goal  of  such  programs 
is  to  improve  health  care  in  rural  areas 
by:  (a)  Increasing  the  knowledge  of 
physicians  already  practicing  in  those 
areas;  (b)  Helping  physicians  in  those 
areas  to  evaluate  the  health  care  needs 
of  their  communities  and  develop  ap- 
propriate programs  for  meeting  the 
needs  identified;  and  (c)  Attracting 
more  physicians  and  paramedical  per- 
sonnel to  such  areas  by  improving  the 
quality  of  medical  care  practiced 
locally. 

In  order  to  provide  continuing  edu- 
cation to  meet  physicians'  needs  in 
rural  areas,  it  will  be  necessary  to  work 
closely  with  representatives  of  county 
medical  societies  and  local  hospital 
staffs.  Programs  presented  must  be  rel- 
evant to  local  needs.  Eventually  the  in- 
stitute should  employ  a physician  med- 
ical educator,  in  addition  to  the  execu- 
tive director,  to  serve  as  a consultant. 
He  would  be  available  to  meet  with 
local  groups  to  help  them  analyze  their 
continuing  education  needs,  develop 
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appropriate  programs  and  evaluate 
these  activities  for  their  effectiveness. 

PMS  Education  Requirements 

With  the  above  needs  and  objectives 
outlined,  the  following  recommen- 
dation was  made  to  the  House  of  Dele- 
gates at  the  annual  meeting  of  the 
Pennsylvania  Medical  Society  in  1970: 
All  physicians  who  are  members  of  the 
State  Society  shall  meet  a basic  edu- 
cational requirement  for  the  practice 
of  medicine  as  an  indication  of  their 
interest  in  maintaining  up-to-date 
medical  knowledge,  or  a current  infor- 
mation data  base.  The  salient  features 
of  a resolution  adopted  by  the  House 
of  Delegates  for  implementation  of  a 
state-wide  educational  requirement  for 
its  members  are  based  primarily  on  the 
AMA’s  Physician  Recognition  Award 
requirements;  these  are: 

1 . Programs  with  Accredited  Spon- 
sorship. Any  continuing  medical  edu- 
cation (CME)  activity  that  is  part  of  a 
planned  program  of  CME  and  is  spon- 
sored by  any  accredited  CME  organi- 
zation— i.e.,  AMA  or  a state  medical 
association  accreditation  program  rec- 
ognized by  the  AMA.  A minimum  of 
60  hours  in  this  category  is  required; 
there  is  no  maximum  limit. 

2.  Programs  with  Non- Accredited 
Sponsorship.  Any  continuing  medical 
activity  sponsored  by  any  medical  or- 
ganization that  is  not  accredited  for 
CME.  The  maximum  number  of  hours 
acceptable  in  this  category  is  45. 

3.  Medical  Teaching.  Teaching  med- 
ical students,  personnel  in  the  allied 
health  professions,  and  physicians.  In 
this  category  also  the  maximum  accept- 
able is  45  hours. 

4.  Books,  Papers,  Publications,  Pre- 
sentations and  Exhibits.  Ten  (10)  credit 
hours  for  each  paper  or  publication,  or 
each  chapter  of  a book  that  the 
physician  has  written  (first  presentation 
only).  Credit  is  allowed  for  medical  edi- 
torial work  including  reviews,  sum- 
maries. and  interpretations  of  scientific 
medical  material  that  required  at  least 
10  hours  work  and  had  substantial  edu- 
cational benefit.  Maximum  acceptable, 
40  hours. 

5.  Non-Supervised  Individual  Con- 
tinuing Medical  Education  Activities. 
A maximum  of  22  hours  in  any  one  of 
the  following  activities  is  acceptable 
toward  a total  of  45  hours  in  this  cate- 
gory: 

a)  Self-Learning — Individual  non- 


supervised  use  of  audio-visual 
devices,  teaching  machines  or  elec- 
tronic teaching  devices;  individual 
participation  in  radio,  TV  or  tele- 
phone network  programs;  individual 
reading  of  medical  publications,  or 
literature  review  as  a participant  in 
a journal  club. 

b)  Consultation — Case  review 

with  consultant  who  includes  an  or- 
ganized presentation  of  current 
medical  knowledge  related  to  the 
problem.  A consultation  should  last 
one  (1)  hour  or  more  and  descrip- 
tive information  should  be  included, 
giving  the  name  of  the  consultant, 
topic  and  date. 

c)  Patient  Care  Review — Peer 
review,  medical  audits,  consecutive 
case  conferences,  charts  audits  (if 
there  is  sufficient  CME  benefit). 

d)  Self-Assessment  Examina- 
tion— Participating  in  self-assess- 
ment examinations  and  any  non- 
supervised,  individual  CME  pro- 
grams carried  out  as  a result  of  find- 
ings. 

e)  Specialty  Board  Activi- 
ties— Preparation  for  and  partici- 
pation in  specialty  board  examina- 
tion (intern,  residency  or  fellowship 
training  should  be  claimed  in  Cate- 
gory 1). 

6.  Other  Meritorious  Learning  Ex- 
periences. Any  continuing  medical  ed- 
ucation experiences  that  cannot  be  eas- 
ily included  in  other  categories.  Ad- 
vance approval  is  suggested  (report 
what,  who  is  in  charge,  when  and  how 
it  is  to  be  done  and  evaluated).  A max- 
imum of  45  hours  is  acceptable  for 
credit. 

Total  of  all  categories  is  150  hours 
minimum  in  any  three-year  qualifying 
period.  Hours  may  be  accumulated  in 
any  combination;  there  is  no  specific 
requirement  for  each  year. 

Implementation  of  Requirement 

Beginning  July  1,  1975,  and  effec- 
tive each  July  1 thereafter,  the  execu- 
tive vice-president  of  the  Pennsylvania 
Medical  Society  will  have  a list 
prepared,  indicating  the  name  of  each 
active  and  senior  active  member  who 
has  not  qualified  for  the  AMA 
Physician’s  Recognition  Award.  These 
members  will  be  notified  immediately 
of  this  apparent  lack  in  their  con- 
tinuing medical  education.  At  the 
same  time  they  will  be  informed  that 


no  further  action  will  be  taken  if,  by 
September  1,  they  submit  sufficient 
supplemental  records  to  fulfill  the 
PMS  membership  requirement  (Physi- 
cian’s Recognition  Award). 

If  supplemental  information  has  not 
been  received  by  September  1,  each 
such  member  will  be  notified  that  his 
membership  will  be  suspended,  effec- 
tive December  31,  for  a period  of  one 
year.  If  supplemental  reports  are 
received  before  that  day.  the  suspen- 
sion will  not  become  effective. 

The  suspended  member  should  not 
be  entitled  to  exercise  any  of  the  rights 
or  privileges  of  membership  during  the 
period  of  suspension.  He  should,  how- 
ever, be  required  to  pay  annual  assess- 
ments, and  should  be  restored  to  full 
membership  upon  the  expiration  of  the 
period  of  suspension  provided  he  holds 
a current  AMA  Physician’s  Recogni- 
tion Award  certificate. 

Suspended  members  who  have  not 
completed  the  continuing  medical  edu- 
cation requirements  by  the  end  of  the 
period  of  suspension  should  have  their 
memberships  terminated  immediately. 
Any  person  whose  membership  has 
been  terminated  for  failure  to  meet  the 
continuing  medical  education  require- 
ment shall  be  reinstated  to  mem- 
bership provided  that:  (1)  he  meets  all 
the  other  requirements  for  reinstate- 
ment; (2)  he  submits  evidence  that  he 
has  met  the  rquirements  for  the  AMA 
Physician’s  Recognition  Award  for  the 
current  period;  and  (3)  at  least  one 
third  of  the  hours  required  have  been 
obtained  during  the  current  calendar 
year. 

It  is  understood  that  no  continuing 
medical  education  requirement  can  be 
placed  against  a new  membership  until 
sufficient  time  has  elapsed  for  that 
member  to  qualify  for  the  AMA 
Physician's  Recognition  Award.  This 
would  apply  particularly  to  persons 
whose  previous  membership  was  in  a 
state  where  there  is  no  continuing 
medical  education  requirement. 

Summary 

The  House  of  Delegates  of  the 
Pennsylvania  Medical  Society  has  de- 
termined that  this  Society  shall  con- 
tinue its  role  of  being  a learned  soci- 
ety, and  that  it  shall  take  steps  to  guar- 
antee that  its  membership  shall  con- 
tinue in  a lifelong  professional  educa- 
tional process.  In  order  to  meet  this 
objective,  the  Council  on  Education 
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and  Science  has  developed  a compre- 
hensive plan  which  includes  the  fol- 
lowing principles: 

1.  A continuing  education  institute 
shall  be  developed  and  shall  be  inde- 
pendent of  the  normal  operation  of  the 
Society.  This  institute  shall  be  charged 
with  the  coordination  and  develop- 
ment of  educational  programs  for 
physicians  throughout  the  state. 

2.  In  order  to  qualify  for  mem- 
bership in  the  Society,  each  physician 
shall  develop  an  educational  program 
for  himself  that  at  a minimum  meets 
the  requirements  for  the  Physician's 
Recognition  Award  of  the  AMA. 

3.  In  the  continuing  educational 
process,  emphasis  shall  be  placed  on 
organized  programs  conducted  at  the 


Dr.  Moyer  is  professor  of  medicine 
at  Hahnemann  Medical  College  and 
Hospital.  Philadelphia,  and  is  a 
member  of  the  Society’s  Council  on 
Education  and  Science. 


level  of  community  hospitals.  Such 
programs  shall  be  structured  so  as  to 
meet  the  needs  of  the  physicians  in 
their  own  patient  care  activities.  For 
this  purpose  a data  base  and  a peer 
review  system  must  be  developed,  after 
which  an  educational  program  is 
designed  to  meet  the  needs  indicated 
by  the  data  base  evaluation  for  each 
institution  or  local  community. 

It  is  anticipated  that  with  the  rapid 
changes  occurring  in  the  health 
delivery  system,  the  educational  pro- 
gram being  developed  by  the  State  So- 
ciety meets  an  urgent  need.  It  will  go  a 
long  way  toward  assisting  the 
physician  to  adapt  to  change  and  also 
toward  making  him  more  effective  in 
the  evolving  health  delivery  system.  □ 


Society  Secretary  Explains  'Model’  Bylaws 


Raymond  C.  Grandon,  M.D.,  State 
Society  secretary,  has  announced  the 
distribution  of  the  revised  "Model 
Bylaws  for  a Pennsylvania  County 
Medical  Society.”  In  a cover  letter  ac- 
companying the  document  which  was 
sent  to  county  society  secretaries.  Dr. 
Grandon  said.  "Bylaws  are  tedious 
reading,  but  they  provide  the  founda- 
tion on  which  to  make  changes.  The 
rapid  pace  of  events  in  Pennsylvania 
has  made  the  ‘Model  Bylaws'  an  impor- 
tant document.” 

Dr.  Grandon  noted  that  several  years 
ago  the  State  Society  joined  the  AMA 
in  using  Sturgis  Standard  Code  of  Par- 
liamentary Procedure  rather  than  Rob- 
ert's Rules  of  Order  Revised.  Those 
who  have  compared  them.  Dr. 
Grandon  said,  recognize  Sturgis  as  an 
easier  manual  to  follow.  The  "Model" 
now  calls  for  the  use  of  Sturgis,  he 
pointed  out. 

Dr.  Grandon  cautioned  that,  al- 
though the  "Model”  is  offered  as  a con- 
venience, the  PMS  Bylaws  require  that 
component  society  bylaws  be  in  har- 
mony with  those  of  the  State  Society 
and  that  county  societies  submit  their 
current  bylaws  to  the  State  Society  for 
approval  of  changes  and  filing. 

Because  of  the  time  involved  in 
making  bylaws  changes.  Dr.  Grandon 
urged  county  societies  to  use  the  serv- 
ices ot  Robert  L.  Lamb,  PMS  assistant 
secretary,  in  updating  bylaws. 

Dr.  Grandon,  in  his  letter,  called  at- 


tention to  eight  points  which  counties 
should  check  in  their  bylaws. 

"I . Osteopaths:  It  is  the  policy  of  the 
State  Society  to  admit  to  membership 
qualified  osteopaths.  The  Model 
Bylaws  have  been  revised  to  substitute 
the  word  ‘physician’  for  ‘medical 
doctor'  so  that  county  societies  may  ex- 
amine and  admit  qualified  osteopaths. 

2.  Interns  and  Residents:  An  active 
category  of  membership  has  been 
created  for  interns  and  residents.  Dues 
for  this  category  are  10  percent  of  the 
annual  assessment. 

3.  Federally-employed  physicians:  A 
new  class  of  active  membership  has 
been  created  for  full-time,  federally- 
employed  physicians,  including  VA, 
career  military  and  Public  Health  Serv- 
ice people.  Such  physicians  need  not 
have  a Pennsylvania  license.  This  cate- 
gory requires  full  dues. 

4.  Affiliate  Membership:  There  have 
been  two  changes  made  in  affiliate 
membership.  Members  who  move  out 
of  state  and  join  the  medical  society  in 
their  new  state  of  residence  may  hold 
affiliate  membership  in  a county  soci- 
ety in  Pennsylvania  but  may  not  enjoy 
the  benefits  of  insurance  programs  in 
Pennsylvania.  The  House  of  Delegates 
has  also  stated  that  a physician  who 
holds  regular  or  full  membership  in  one 
county  society  in  Pennsylvania  may 
hold  affiliate  membership  in  any  other 
county  society. 


5.  Vice-President:  The  House  of  Del- 
egates has  established  the  office  of 
Vice-President,  which  office  carries 
with  it  automatic  succession  to  the  of- 
fice of  President-Elect  and  then  auto- 
matic succession  to  the  office  of  Presi- 
dent. The  'Model'  also  carries  this  lan- 
guage. 

6.  Continuing  Education:  The  State 
Society  requires  proof  of  continuing  ed- 
ucation to  remain  a member  in  good 
standing.  The  ‘Model"  also  carries  this 
language. 

7.  Elections:  The  'Model'  calls  for 
elections  to  be  held  at  the  annual  meet- 
ing which  is  to  be  held  in  December. 
The  State  Society  Bylaws  require  that 
the  names  of  all  newly-elected  officers 
of  county  societies  be  reported  to  the 
State  Society  within  fifteen  days  of  their 
election.  It  would  be  extremely  helpful 
if  county  societies  could  follow  the 
‘Model'  in  this  regard  and  hold  their 
elections  in  December  and  report  the 
results  (including  the  election  of  dele- 
gates and  alternates  and  the  nomination 
of  district  censors)  to  the  State  Society 
immediately  thereafter. 

8.  Citizenship:  The  Attorney  Gener- 
al has  ruled  that  citizenship  can  no 
longer  be  a prerequisite  for  the  issuance 
of  a license  to  practice  medicine  and 
surgery  in  Pennsylvania.  You  will  find, 
therefore,  that  the  citizenship  require- 
ment has  been  deleted  from  the 
Model'.” 
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How  to  Collect  Fees  Painlessly 


LEIF  C.  BECK,  LL.B. 
Bala  Cynwyd 


This  is  the  second  part  of  a two-part  explanation  of  a method 
which  can  be  employed  in  fee  collection  which  is  businesslike 
and  professional  and  causes  no  embarrassment  to  the  physician, 
his  aides  or  the  patients. 


Regardless  of  how  promptly  and  effectively  a doctor’s 
staff  may  seek  to  collect  proper  bills  for  services  “at  the 
source,"  discussed  last  month,  a high  percentage  of  patients 
will  undoubtedly  insist  on  mailed  billings.  Furthermore,  few 
if  any  doctors  are  willing  or  able  to  practice  on  a purely 
cash-in-advance  basis.  The  development  of  a monthly 
billing  system  thus  becomes  essential,  and  a specific 
procedure  for  following  up  on  those  patients  who  can  but 
fail  to  honor  their  monthly  bills  is  equally  important. 

I am  convinced  that  few  medical  bills  would  find  their 
way  to  outside  collection  agencies  if  the  doctor’s  office 
followed  a strict  and  fairly  rigid  schedule  for  contact  with 
overdue  accounts.  Furthermore,  the  earlier  this  system 
communicates  with  the  patient,  the  more  likely  payment 
will  actually  be  received.  As  a result,  I advise  clients  to  set 
up  a specific  collection  procedure  to  be  administered  by  a 
designated  aide  on  a definite  schedule.  Such  a program  is 
described  here  and  1 hope  its  ideas  will  be  useful  to  the 
readers. 

The  procedure  first  requires  assigning  one  specific  aide  to 
the  duty  and  insisting  that  she  stick  to  the  schedule.  While 
some  doctors  protest  that  the  routine  will  take  too  much  of 
her  time,  her  success  on  just  a few  questionable  accounts 
each  week  may  economically  justify  her  spending  one  day  a 
week  on  the  duty. 

Secondly,  the  procedure  requires  a handy  “recall  system" 
to  keep  track  of  those  accounts  which  must  be  contacted. 
The  simplest  is  a 3”x5,/  file  card  box  with  dividers  for  the 
days  of  the  present  and  succeeding  month.  Flence,  when  a 
patient  is  first  contacted  as  to  an  overdue  account,  his  or 
her  name  and  information  can  be  placed  on  a card  and  filed 
for  follow-up  on  the  appropriate  day.  Each  reply  the  patient 
gives  can  be  pencilled  onto  the  file  card,  thus  keeping  a 
record  of  the  responses. 

Suggested  Specific  Program 

The  following  basic  working  plan  for  a collection  system 
has  been  useful  in  most  of  our  clients'  offices.  We  never. 

Mr.  Beck  is  president  of  Management  Consulting  for 
Professionals , Inc.  of  Bala  Cynwyd,  Pennsylvania. 


however,  insist  that  it  be  installed  exactly  as  set  out,  for 
each  doctor  and  his  staff  should  review  it,  make  such 
changes  as  may  be  appropriate  to  that  practice  and  then  put 
the  program  strictly  into  effect. 

Our  suggested  program  operates  on  the  use  of  preprinted 
letters  and  telephone  calls.  Experience  has  consistently 
shown  that  sticker  notices,  handwritten  warnings,  special 
colors,  etc.  on  the  normal  billings  are  the  least  effective 
collection  devices.  Personalized  letters  are  far  more  likely  to 
succeed  in  encouraging  payment;  direct  telephone  contact  is 
by  far  the  most  successful  since  it  provides  personal  discus- 
sion and  efforts  towards  cooperation. 

Telephoning  each  person  with  an  only  slightly  overdue 
bill  is,  of  course,  far  too  time-consuming  to  be  economically 
justifiable.  It  is  also  probably  an  insult  to  many  patients 
whose  slight  delays  involve  no  lack  of  intent  to  pay.  Because 
telephoning  loses  its  effect  if  it  is  so  late  that  the  patient’s 
intention  not  to  pay  has  become  too  well  developed,  howev- 
er, proper  timing  is  a matter  of  balance. 

Before  the  telephone  calling  stage  is  reached,  we  believe 
that  a friendly  but  increasingly  firm  series  of  letters  can  best 
"reach"  the  patient.  Requiring  a busy  secretary  to  type  each 
such  letter  would  be  too  burdensome  for  most  offices,  and 
thus  we  suggest  having  preprinted  letters  prepared  in  the 
following  manner.  The  doctor’s  secretary  should  type  each 
form  collection  letter  on  the  office's  usual  typewriter  and  on 
the  office's  letterhead  stationery,  leaving  only  the  patient’s 
name,  address  and  special  items  in  blank.  Each  of  those 
letters  should  then  be  reproduced  by  a “ photo  offset ” 
method  so  that  the  result  appears  virtually  to  be  a separately 
typed  letter.  This  process  is  extremely  inexpensive,  costing 
perhaps  three  to  five  dollars  per  hundred  copies.  The  secre- 
tary can  then  carefully  type  in  the  delinquent  patient's  spe- 
cifics with  a resulting  appearance  of  an  entirely  personal- 
ized letter.  The  personalized  look  is,  I believe,  extremely 
important  to  convey  to  the  patient  your  office’s  specific  at- 
tention to  and  concern  over  his  delinquency. 

Having  the  "recall  box,”  file  cards  and  preprinted  letters, 
the  staff  can  begin  putting  the  program  into  effect.  At  this 
point,  I suggest  that  there  be  a special  set  of  written  instruc- 
tions for  the  secretary  responsible  for  the  collections.  This 
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writing  then  becomes  her  rules,  and  the  more  conscien- 
tiously she  follows  them  the  better  the  results  should  be. 
The  balance  of  this  article  contains  a form  of  such  written 
instructions  which  doctors  may  wish  to  reproduce  (after  ap- 
propriate modifications)  for  their  own  offices. 

Suggested  Collection  Schedule 

1 . 45  days  after  first  bill — Letter  No.  1 . 

2.  60  days  (or,  rather,  3 days  after  the  patient  should  have 
received  the  60-day  bill) — Telephone  call. 

3.  90  days — Letter  No.  2. 

4.  120  days — Letter  No.  3. 

5.  125  days — Telephone  call  (very  firm,  to  remind  that 
it's  going  to  collection  if  not  paid  immediately). 

6.  135  days — Send  to  collection  agency.  Remove  the  ac- 
count from  the  current  file  and  place  it  in  a separate  file 
marked  "At  Collection.” 

Procedure  Upon  Telephone  Call 

Remind  the  patient  of  the  outstanding  account  of 

$ from  [date],  for  which  the  patient  recently 

received  a reminder  letter.  Ask  if  there  is  any  particular 
problem  regarding  the  bill  or  the  services.  Ask  when  we  can 
expect  payment,  adding  that  we  must  expect  it  promptly  to 
meet  our  own  costs.  If  patient  promises  to  pay  on  a specific 
date  (try  to  get  such  a promise),  repeat  the  date  and  tell  him 
you  will  note  that  on  the  record  and  look  for  his  payment 
then.  Thank  the  patient  for  his  cooperation.  Record  on  the 
patient's  card  the  patient's  responses  and  place  the  card  in 
the  recall  box  at  the  promised  payment  date. 

Schedule  for  Telephone  Promises 

If  the  payment  promised  by  telephone  fails  to  arrive, 
follow  this  schedule: 

(a)  3 days  after  promised — Telephone  call  to  remind  the 
patient  of  promise. 

(b)  10  days — Letter  No.  4. 

(c)  30  days — Letter  No.  3. 

(d)  35  days — Telephone  call  (very  firm) 

(e)  45  days — Send  to  collection  agency. 

Note — If  the  patient  promises  payment  on  a specific  date  a 
second  time,  again  mark  this  on  your  records  and  follow  the 
above  procedure.  But  do  not  continue  this  process  for  such 
further  promises — tell  the  patient  so  if  he  should  attempt 
further  promises,  and  proceed  down  the  above  schedule. 

Points  to  Remember 

1.  Introduce  yourself  merely  as  the  doctor's  bookkeeper 
or  office  manager.  Never  say  that  the  doctor  asked  you  to 
call. 

2.  It  the  patient  wants  to  take  it  up  with  the  doctor,  make 
it  clear  that  he  leaves  the  matter  entirely  up  to  you  and  that 
he  has  no  direct  knowledge  of  the  matter.  This  is  done  to 
insulate  the  doctor  and  keep  his  relationship  with  the  pa- 
tients as  a professional  and  not  as  a businessman. 

3.  It  the  patient  has  some  concern  over  the  services  the 
doctor  rendered,  take  the  information  and  merely  tell  the 
patient  you  will  check  into  it  and  call  back. 


4.  The  doctor  should  have  no  different  credit  arrange- 
ments because  a patient  is  a personal  friend,  etc.  But  deter- 
mine in  advance  what  schedule  of  professional  courtesy,  if 
any,  he  maintains. 

Suggested  Collection  Letters 

Letter  No.  1 

Dear 

We  have  not  heard  from  you  in  response  to  our  previous 
statements  for  medical  services.  If  you  have  any  question 
about  your  account,  please  give  us  a call  and  we'll  be  happy 
to  check  it  for  you.  May  we  hear  from  you  soon? 

Sincerely, 

Office  Manager 

Letter  No.  2 

Dear  : 

Your  account  continues  to  show  no  recent  payment 
despite  our  statements,  letter  and  telephone  call  to  you. 
Please  let  us  hear  from  you  before  the  25th  of  this  month  as 
to  when  you  will  be  able  to  take  care  of  your  account. 

Sincerely, 

Office  Manager 

Letter  No.  3 

(This  letter  should  be  sent  registered  mail,  return  receipt 
requested,  in  a plain  envelope). 

Dear  : 

Your  account  for  our  medical  services  is  now  more 
than  three  months  overdue.  Much  as  we  regret  it,  we  must 
send  it  to  the  collectors  if  payment  is  not  received  ten  days 
from  this  date. 

Sincerely, 

Office  Manager 

Letter  No.  4 

Dear  : 

In  our  recent  telephone  conversation,  you  promised 
payment  of  our  account  on  an  agreed  date.  We  marked  our 
records  to  that  effect,  but  unfortunately  we  have  not  yet 
received  that  payment.  Please  let  us  hear  from  you  prompt- 
ly, as  you  had  promised. 

Sincerely, 

Office  Manager 

Conclusion 

While  my  two  articles  on  collection  systems  may  appear 
to  encourage  the  doctor  to  become  overly  mercenary,  the 
opposite  is  actually  the  truth.  Assuming  a physician 
deserves  to  be  paid  for  his  work  and  his  patient  can  pay.  it  is 
far  better  that  the  collection  efforts  occur  within  his  office 
by  people  under  his  supervision.  His  own  aides  are  best  in 
the  position  to  determine  the  patient's  special  circum- 
stances, monitor  any  special  payment  problems  and  general- 
ly work  with  the  patient  for  a satisfactory  resolution.  To  do 
this,  however,  requires  deliberate  attention  and  a specific 
system  so  the  problem  will  not  merely  hide  in  the  files  until 
referred  to  a collector.  I hope  these  articles  have  been 
helpful  within  that  context. 
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Hours  of  attendance  at  any  of  the  courses  included  in  this  listing  may  be  reported  to  meet  the  continuing  medical  education 
membership  requirement  of  PMS.  Courses  coded  AMA  may  be  reported  in  Category  1 on  the  application  for  the  AMA  Physician’s 
Recognition  Award.  All  other  courses  may  be  reported  in  Category  2. 


INTERMITTENT  COURSES 
Listed  below  are  courses  of  continuing  medi- 
cal education  which  include  a series  of  two  or 
more  sessions  on  various  subjects.  To  deter- 
mine the  specific  topic  on  any  given  day,  con- 
tact the  director  at  the  address  given  in  the 
course  listing. 


CARDIOVASCULAR  DISEASE 
Sayre:  September  1,  1972;  August  31,  1973 
AMA — Cardiology;  at  Robert  Packer  Hosp.;  by 
Hahnemann;  1 hr.  per  day;  - 1 day  per  mo.;  12 
days  total;  no  fee.  Contact  Paul  C.  Royce.  M.D., 
Ph.D.,  Dir.  of  Med.  Educ.  Robert  Packer  Hosp., 
Sayre  18840. 


DERMATOLOGY 

Sayre;  September  1,  1972  - August  31,  1973 
AMA — Dermatology;  at  Robert  Packer  Hosp.;  by 
Hahnemann;  1 hr.  per  day;  1 day  every  other  mo.; 
5 days  total;  no  fee.  Contact  Paul  C.  Royce,  M.D  , 
Ph.D.,  Direc.  of  Med.  Educ.,  Robert  Packer  Hosp., 
Sayre  18840. 


EMERGENCY  MEDICINE 
Sayre;  September  1,  1972  - August  31,  1973 
AMA — Emergency  Medicine;  at  Robert  Packer 
Hosp.;  by  Hahnemann;  1 hr.  per  day;  1 day  per 
week;  16  days  total;  no  fee  Contact  Paul  C. 
Royce,  M.D  , Ph.D.,  Dir.  of  Med.  Educ.,  Robert 
Packer  Hosp.,  Sayre  18840. 


ENDOCRINOLOGY 

Sayre;  September  1,  1972  - August  31,  1973 
AMA — Endocrinology;  at  Robert  Packer  Hosp.; 
by  Hahnemann;  1 hr.  per  day;  1 day  per  mo.;  11 
mos.;  no  fee.  Contact  Paul  C.  Royce,  M.D.,  Ph.D., 
Dir.  of  Med.  Educ.,  Robert  Packer  Hosp.,  Sayre 
18840. 


FAMILY  MEDICINE 

DuBois  Hospital;  February  1,  1973  - April  5,  1973 
AMA — Continuing  Education  for  Physicians;  by 
Pitt  and  Jefferson  Co  Med.  Society;  3 hrs.  per 
day;  every  Thurs.;  10  weeks;  30  hrs.  AAFP  credit 
requested.  Contact  W.G.  Lundgren,  M.D.,  Deposit 
National  Bank  Bldg.,  DuBois  15801 


Franklin  Hospital;  January  15  - April  16.  1973 
AMA — Continuing  Education  for  Physicians;  two 
of  8 sessions  in  a program  planned  by  Pitl.  and 
sponsored  by  the  Venango  Co.  Med.  Soc.  (see  Oil 
City  and  Titusville  listings  for  other  sessions);  16 
hrs.  AAFP  credit  requested.  Contact  Helen  S. 
Griffen,  M.D.,  Franklin  Hospital,  Franklin  16323. 


Johnstown;  December  19,  1972  - May  15,  1973 
AMA — Continuing  Education  for  Physicians;  at 
Lee  Hospital;  by  Pitt;  2 hrs.  ea.  day,  1 day  ea  mo. 
(except  January  and  March);  8 hrs.  AAFP  credit 
requested.  Contact  Edward  W.  Gertz,  M.D.,  Lee 
Hospital,  Johnstown  15901. 


Lock  Haven  Hospital;  December  6,  1972  - May  2, 
1973 

A Program  of  Continuing  Medical  Education;  by 
Clinton  County  Medical  Soc.  and  Susquehanna 
Valley  RMP;  first  and  third  Wed.  ea.  mo.  (except 
third  week  in  Jan  );  3 hrs.  ea.  day;  9 sessions;  27 
hrs.  AAFP  credit-requested.  Contact  W.C  Long, 
M.D.,  53  W.  Main  St.,  Lock  Haven  17745. 


Oil  City  Hospital;  November  20,  1972,  February  19 
and  May  21,  1973 

AMA — Continuing  Education  for  Physicians; 
three  of  8 sessions  in  a program  planned  by  Pitt, 
and  sponsored  by  the  Venango  Co.  Med.  Soc.  (see 
Franklin  and  Titusville  listings  for  other  sessions); 
16  hrs.  AAFP  credit  requested.  Contact  Robert  M. 
Pilewski,  M.D.,  9 Glenview  A ve..  Oil  City  16301 . 


Pittsburgh;  June,  1972  - May.  1973 

Family  Practice  Journal  Club  and  Mortality  Con- 
ference; at  St.  Margaret  Memorial  Hospital;  2 hrs. 
per  day;  first  Fri.  ea.  mo.;  12  mos.;  24  hrs.  AAFP 
and  ACGP  credit  requested.  Contact  Paul  W. 


CODE  KEY 

S — Designed  lor  full-time  specialists 

AAFP — American  Academy  of  Family  Physi- 
cians 

ACGP — American  College  of  General  Practi- 
tioners in  Osteopathic  Medicine  and  Sur- 
gery 

AMA — AMA  Accredited  Educational  Institution 
(Eligible  lor  AMA  Physician's  Recognition 
Award  Credit) 

PMS — Pennsylvania  Medical  Society 

Hahnemann — Hahnemann  Medical  College 
and  Hospital 

M.S  Hershey — Pennsylvania  State  University 
College  of  Medicine.  Milton  S.  Hershey 
Medical  Center 

Jefferson — Jefferson  Medical  College  of 
Philadelphia 

Pitt — University  of  Pittsburgh  School  of  Medi- 
cine 

Penn  State — Pennsylvania  State  University 

Temple — Temple  University  School  of  Medi- 
cine 

U.  of  Pa — University  of  Pennsylvania  School 
of  Medicine 

MCP — The  Medical  College  of  Pennsylvania 


Dishart,  M.D  , D.M.E  , St.  Margaret  Memorial  Hos- 
pital, 265-46th  St.,  Pittsburgh  15201. 


Pittsburgh;  July  19.  1972  - June  13,  1973 

Post  Graduate  Family  Practice  Lectures;  at 
Family  Health  Center  Conf.  Rm.,  St.  Margaret 
Mem.  Hosp.;  1 hr.  per  day;  1 day  per  week;  48 
weeks;  AAFP  credit  requested.  Contact  Paul  W 
Dishart.  M.D  , D.M.E  , St.  Margaret  Mem.  Hosp., 
265-46th  St.,  Pittsburgh  15201. 


Pittsburgh;  September  11,  1972  - May  8,  1973 
AMA — Family  Medical  Practice  Training 
Course;  by  Pitt  at  Shadyside  Hosp  . 1 hr.  per  day; 
1 day  per  mo.;  10  days  total;  no  fee.  Contact 
William  Garner  Dir.,  Family  Practice  Residency, 
Shadyside  Hosp.,  5230  Center  Ave.,  Pittsburgh 
51232. 


Titusville  Hospital:  December  18.  1972,  March  19 
and  June  18,  1973 

AMA — Continuing  Education  for  Physicians; 
three  of  8 sessions  in  a program  planned  by  Pitt, 
and  sponsored  by  the  Venango  Co.  Med.  Soc.  (see 
Franklin  and  Oil  City  iistings  for  other  sessions). 
16  hrs.  AAFP  credit  requested.  Contact  Joseph  P. 
Dunn,  M.D.,  407  Third  Street,  Titusville  16354. 


GASTROENTEROLOGY 
Bradford;  October  24,  1972  - May  15,  1973 
AMA-Continuing  Education  for  Physicians;  at 
Penn  Hills  Club;  by  McKean  County  Med.  Soc.  and 
Pitt;  third  Tues.  ea.  mo.  except  Dec.  and  Jan.,  3 
hrs.  ea.  day;  18  hrs.  AAFP  credit  requested; 
fee  = $25  ($5  single  sess.).  Contact  Elizabeth 
Cleland,  M.D.,  106  S.  Fraley  St..  Kane  16735. 


GENERAL  MEDICINE 

Altoona  Hospital;  October  5,  1972  - May  17,  1973 
AMA — A Program  of  Continuing  Medical  Educa- 
tion by  Jefferson  and  Penn  State;  2 hrs.  per  day; 
first  and  third  Thurs.  of  ea.  month;  32  hrs.  AAFP 
credit  approved;  fee  =$50  ($5  per  seminar).  Con- 
tact Philip  W.  Hoovler,  M.D  , Dir.  of  Med,  Educ,, 
Altoona  Hosp.,  Howard  Ave.  Altoona  16603. 


Beaver  County;  September  20,  1972  - May  16, 
1973. 

AMA — Continuing  Education  for  Physicians;  at 
either  Beaver  County  Hosp.  or  Aliquippa  Hosp.;  by 
Pitt;  3 hrs.  per  day;  1 day  ea.  mo;  21  hrs.  AAFP 
credit  requested;  fee  = $50  for  all,  $10  ea  Con- 
tact Mrs.  Thalia  Frick,  Exec.  Secy.,  Beaver  Co 
Med.  Soc.,  312-314  Federal  Title  and  Trust  Bldg., 
Beaver  Falls  15010. 


Berwick;  September  20,  1972  - May  16,  1973 

AMA — Columbia  County  Medical  Society's  con- 
tinuing Medical  Education  Program;  by  Greater 


Delaware  Valley  RMP  and  the  Institute;  at  Briar 
Heights  Lodge;  Third  Wed.  ea.  Mo.  except  Dec.;  7 
- 10  P.M.;  Fee  = $40.  AAFP  credit  approved.  Con- 
tact R.N.  Shoemaker,  Ph.D.,  Coord.  Med.  Educ. 
G.D.V.R.M.P.,  VA  Hosp.,  1111  East  End  Blvd. 
Wilkes-Barre  18703. 


Bethlehem;  September  21,  1972  - May  17,  1973 
AMA — Postgraduate  Seminars  for  Physicians;  at 
St.  Luke's  Hosp.;  by  Jefferson  and  Penn  State;  3 
hrs.  per  day;  1 day  per  mo.  (except  December);  24 
hrs.  AAFP  credit  approved.  Contact  John  H. 
Killough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson, 
1025  Walnut  St.,  Philadelphia  19107. 


Bradford  Hospital;  September  1,  1972  - June  30, 
1973 

Telephone  Lecture  Network  Regional  Medical 
Program  of  Western  New  York;  1 hr.  per  day;  80 
days;  AAFP  credit  approved.  Contact  Howard  S. 
Miller,  M.D.,  Chrm.  Educ.  Cmte.,  Bradford  Hosp.. 
Interstate  Parkway.  Bradford  16701. 


Bradford  Hospital;  September  1.  1972  - June  30, 
1973 

Network  for  Continuing  Medical  Education — 
Television  Tapes;  1 hr.  per  day;  1 day  per  week; 
40  weeks.  Contact  Howard  S.  Miller,  M.D..  Chrm., 
Educ.  Cmte.,  Bradford  Hosp.,  Interstate  Parkway. 
Bradford  16701. 


Chester;  September  12,  1972  - May  29,  1973 
AMA — Continuing  Education  Program;  by  Hah- 
nemann; at  Crozer  - Chester  Medical  Center;  2 
hrs.  per  day;  1 day  per  week;  74  hrs.  AAFP  credit 
requested.  Contact  Frederick  K.  Heath,  M.D., 
Assoc.  Dean,  Sch.  of  Cont  Educ.,  Hahnemann, 
230  N.  Broad  St.,  Philadelphia  19102. 


Coatesville;  September,  1972  - June  1973 
AMA — Neuropharmacology  Course;  at  V.A.  Hos- 
pital; by  Jefferson;  1’/2  hrs.  ea.  mo.;  third  Mon.  ea 
mo.;  15  hrs.  elective  AAFP  credit  approved.  Con- 
tact J.  Clifford  Scott,  M.D.,  Dir.,  Prof.  Educ.,  VA. 
Hosp.,  Coatesville  19320 


Drexel  Hill;  January  6 - June  30,  1973 
AMA — Saturday  Conference;  at  Delaware 
County  Memorial  Hospital;  co-sponsored  by  Dela- 
ware County  A.A.F.P.;  24  hrs.  "prescribed"  AAFP 
credit  approved.  Contact  Robert  Mitterling.  M.D  . 
Dir.  of  Med.,  Delaware  Co.  Mem.  Hosp.,  Lans- 
downe  & Keystone  Ave.,  Drexel  Hill  19026. 


Easton;  September  20,  1972  - June  20,  1973 

AMA — Continuing  Education  Program;  by  Hah- 
nemann; at  Easton  Hosp.;  I'/z  hrs.  per  day;  1 day 
per  mo.;  12  hrs.  AAFP  credit  requested.  Contact 
Frederick  K.  Heath,  M.D.,  Assoc.  Dean,  Sch.  of 
Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Erie,  September  21 , 1972  - May  25,  1973 

AMA — A Program  of  Continuing  Medical  Educa- 
tion; at  St.  Vincent  Hosp.  by  Jefferson  and  Penn 
State;  3 hrs.  per  day;  1 day  per  mo.;  36  hrs.  AAFP 
credit  approved.  Contact  John  H.  Killough.  Ph.D., 
M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Greensburg;  September  12,  1972  - August  14,  1973 
AMA — Continuing  Education  for  Physicians;  at 
Westmoreland  Hosp.;  by  Pitt.;  2 hrs,  per  day;  2nd 
Tues.  ea.  mo.;  24  hrs.  AAFP  credit  requested. 
Contact  F.D.  Edgar,  Jr.,  M.D.,  Med.  Dir.,  West- 
moreland Hosp.  532  W.  Pittsburgh  St.,  Greensburg 
15601. 


Hazleton  State  Gen.  Hosp.;  September  21,  1972  - 
May  30,  1973 

AMA — Continuing  Medical  Education,  by  U.  of 
Pa.  School  of  Grad.  Med.,  Hazleton  Branch  of 
Luzerne  Co.  Med.  Soc.,  St.  Joseph  Hosp.  and 
Hazleton  State  Gen.  Hosp.;  ea  Thurs.,  36  weeks; 
54  hrs.  AAFP  credit  requested.  Contact  Robert 
Gunderson,  M.D..  DME,  Hazleton  State  Gen. 
Hosp.,  Hazleton  18201 
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Johnstown;  September  26,  1972  - April  24,  1973 
AMA — A Program  of  Continuing  Medical  Educa- 
tion; at  Conemaugh  Valley  Mem.  Hosp.;  by  Jef- 
ferson and  Penn  State;  2 hrs.  per  day;  1 day  per 
mo.  (except  December  and  February);  12  hrs. 
AAFP  credit  approved.  Contact  John  H.  Killough, 
Ph.D..  M.D.,  Assoc.  Dean.  Jefferson,  1025  Walnut 
St.,  Philadelphia  19107. 


Kittanning;  October  7,  1972  - June  2,  1973 
AMA — Continuing  Education  for  Physicians;  at 
Armstrong  Co.  Mem.  Hosp.;  by  Pitt;  2 hrs.  per  day; 
every  other  Saturday  morning;  32  hrs.  AAFP  credit 
requested.  Contact  Roderick  R.  McLeod,  M.D.,  137 
S.  Jefferson  St.,  Box  150,  Kittanning.  16201. 


Lancaster  General  Hospital;  September  12,  1972  - 
May  29.  1973 

Program  in  Continuing  Medical  Education;  3 
hrs.  per  day;  1 day  per  week;  28  weeks;  84  hrs. 
AAFP  credit  requested.  Contact  John  H.  Es- 
benshade,  Jr.,  M.D  Dir.  of  Med.  Educ.,  Lancaster 
General  Hosp.,  555  N.  Duke  St.,  Lancaster  17604. 


Latrobe  Area  Hosp.;  September  12,  1972  - April 
10,  1973 

AMA — Continuing  Education  for  Physicians;  by 
Pitt;  2 hrs.  per  day;  1 day  ea.  mo.;  8 mos.;  16  hrs. 
AAFP  credit  requested;  no  fee.  Contact  John  R. 
Mazero,  M.D,,  Med.  Dir.,  Latrobe  Area  Hosp.,  La- 
trobe, Pa.  15670. 


Lebanon,  November  7,  1972-May  1,  1973 
AMA — A continuing  Medical  Education  Pro- 
gram; at  Quentin  Riding  Academy;  by  Jefferson, 
Penn  State  and  Lebanon  Co.  Med.  Soc.;  2 hrs.  per 
day;  1 day  per  mo.;  4 months;  8 hrs.  AAFP  credit 
approved.  Contact  John  H.  Killough,  Ph.D.,  M.D., 
Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadephia  19107. 


Lehighton;  September  18,  1972  - May  21,  1973. 

Carbon  County  Medical  Society  Continuing 
Medical  Education  Program;  at  Gnaden-Huetten 
Hospital;  by  Greater  Delaware  Valley  RMP;  third 
Monday,  ea.  mo.  except  Dec.;  7-10  p.m.;  no  fee; 
AAFP  credit  approved.  Contact  R.N.  Shoemaker, 
PhD.,  Coord.  Med.  Educ.,  G.D.V.R.M.P.,  V.A. 
Hosp.,  1111  East  End  Blvd.,  Wilkes-Barre,  Pa. 
18703. 


Lewistown  Hospital;  February  7 - April  11,  1973 
Current  Medical  and  Surgical  Concepts;  by 
Susquehanna  Valley  RMP,  PMS  and  M iff  I in- 
Juniata  County  Medical  Society;  2 hrs.  ea. 
Wednesday  afternoon;  10  weeks;  20  hrs.  AAFP 
credit  requested;  fee  = $35  ($5  ea.  week).  Contact 
Donald  E.  Basom,  M.D.,  East  Main  Street,  McAlis- 
tervi  lie  17045. 


McKeesport  Hospital;  February  7,  June  20,  1973 
AMA — Continuing  Education  for  Physicians;  by 
Pitt.;  every  other  Wed.  eve.;  2 hrs.  ea.  day;  20  hrs. 
AAFP  credit  requested.  Contact  William  M.  Coo- 
per, M.D.  Dir.,  Div.  of  Cont.  Educ.,  Pitt.,  1022-H 
Scaife  Hall,  Pittsburgh  15213. 


Meadville  City  Hospital;  October  4,  1972  - June  6, 
1973 

Practical  Pharmacology/A  Continuing  Education 
Program  for  Physicians;  by  Crawford  County  Medi- 
cal Society  and  Gannon  College  (Erie);  first  Wed. 
ea.  mo.;  2 hrs.  ea.  day;  18  hrs.  AAFP  credit 
requested;  fee  = $50  ($7.50)  single  sess.),  Contact 
Robert  C.  Challener,  M.D.,  Meadville  City  Hosp,, 
Liberty  St.,  Meadville  16335. 


Philadelphia;  September  8,  1972  - June,  1973 
Continuing  Education  for  Physicians;  at  Frank- 
ford  Hosp.;  1 hr.  per  day;  1 day  per  week;  40 
weeks;  40  hrs.  AAFP  credit  requested.  Contact 
Ronald  E.  Cohn,  M.D.,  Med.  Dir.,  Frankford  Hosp., 
Frankford  Ave.  & Wakeling  St.,  Philadelphia 
19124. 


Pittsburgh;  July  20,  1972  - June  14,  1973 
Post  Graduate  Medical  Education  Lectures;  at 
St.  Margaret  Memorial  Hosp.;  30  weeks;  1 hr.  per 
day;  1 day  per  week — first,  second  and  third 
Thurs.  ea  mo.;  30  hrs.  AAFP  credit  requested. 
Contact  Paul  W.  Dishart,  M.D.,  D.M.E.,  St.  Mar- 
garet Mem.  Hosp.,  265-46th  St..  Pittsburgh  15201. 


Pittsburgh.  September  6,  1972-May  10,  1973. 

AMA — Seminars  for  the  Practicing  Physicians; 


by  Pitt;  at  Scaife  Hall;  2’/2  hrs.  per  day  1 day  per 
week;  32  hrs.  AAFP  credit  requested;  one  series 
to  be  held  Wednesday  afternoons — the  other  on 
Thursday  evenings;  fee  = $150  ($10  per  session). 
Contact  William  M.  Cooper,  M.D.,  Dir.,  Div.  of 
Cont.  Educa.,  Pitt.,  1022-H  Scaife  Hall,  Pittsburgh 
15123. 


Pittsburgh;  September  19,  1972-May  15,  1973 
AMA — Continuing  Education  for  Physicians;  at 
Shadyside  Hosp.;  by  Pitt;  1 hr.  per  day;  1 day  per 
week;  9 weeks;  9 hrs.  AAFP  credit  requested;  no 
fee.  Contact  Franklin  Johnson.  M.D.,  Shadyside 
Hosp.,  5230  Centre  Ave.,  Pittsburgh  15232. 


Pittsburgh;  September  21,  1972  - April  19,  1973 
AMA — Continuing  Education  for  Physicians;  by 
Pitt;  at  West  Penn  Hospital;  third  Thurs.  ea.  mo.;  1 
hr.  ea.  mo.;  8 mos.;  8 hrs.  AAFP  credit  requested. 
Contact  Charles  R.  Wilson,  Jr.,  M.D.  Chief,  Div.  of 
Med.,  West  Penn  Hosp.,  4800  Friendship  Ave.. 
Pittsburgh,  Pa.  15213. 


Pittsburgh;  September  28,  1972  - May  24,  1973 
AMA — Continuing  Education  for  Physicians;  at 
North  Hills  Passavant  Hosp.;  by  Pitt.;  2 hrs.  per 
day;  1 day  per  mo.;  8 mos.;  16  hrs.  AAFP  credit 
requested;  no  fee.  Contact  H.H.  Anderson,  M.D  , 
North  Hills  Passavant  Hosp.,  9100  Babcock  Blvd., 
Pittsburgh  15219. 


Pittsburgh;  October  25,  1972  - June  13,  1973 
AMA — Continuing  Education  for  Physicians;  at 
St.  John's  General  Hosp  and  Suburban  General 
Hosp.;  by  Pitt,  2 hrs.  per  day;  one  Wed.  ea.  mo.; 
18  hrs.  AAFP  credit  requested.  Contact  Raymond 
J.  Wojciak,  D O . 275  Silver  Lane,  McKees  Rocks 
15136. 


Pottsville  Hospital,  September  7,  1972  - June  7, 
1973 

AMA — A Program  of  Continuing  Medical  Educa- 
tion; by  Jefferson  and  Penn  State;  2 hrs.  per  day;  1 
day  per  mo.  for  10  months;  20  hrs.  AAFP  credit 
approved.  Contact  John  H.  Killough,  Ph.D.,  M.D., 
Assoc.  Dean,  Jefferson,  1025  Walnut  St,, 
Philadelphia  19107. 


Pottsville;  September  28.  1972  - May  31,  1973 
AMA — Continuing  Education  Program;  by  Hah- 
nemann; at  Good  Samaritan  Hosp.;  2 hrs  per  day; 
1 day  per  mo.;  18  hrs.  AAFP  credit  requested. 
Contact  Frederick  K.  Heath,  M.D.,  Assoc.  Dean, 
Sch.  of  Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Reading;  September  26,  1972  - May  22,  1973. 

Continuing  Medical  Education;  at  St.  Joseph's 
Hosp.,  1 hr.  per  day;  1 day  per  mo.;  8 hrs.  AAFP 
credit  requested.  Contact  Kenneth  M.  Schreck, 
M.D.,  Med.  Dir.,  St.  Joseph's  Hosp.,  215  N.  12th 
St.,  Reading  19601 . 


Scranton;  Fourth  Wednesday  of  each  month  (ex- 
cept November,  December  & June) 

A Program  of  Continuing  Medical  Education;  at 
Casey  Inn;  by  Lackawanna  Co.  Med.  Society  and 
Greater  Delaware  Valley  RMP;  3 hrs.  ea.  evening 
AAFP  credit  requested.  Contact  R.N.  Shoemaker, 
Ph.D.,  Coordinator  of  Med.  Educ.,  VA  Hosp.,  1111 
E.  End  Blvd.,  Wilkes-Barre  18703. 


Scranton;  September  20.  1972  - May  16,  1973 
AMA — Continuing  Education  Program;  by  Hah- 
nemann; at  Mercy  Hosp.;  2'/2  hrs.  per  day;  1 day 
ea.  mo.;  22'h  hrs.  AAFP  credit  requested.  Contact 
Frederick  K.  Heath,  M.D.,  Assoc.  Dean,  Sch.  of 
Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Scranton;  September  27,  1972  - May  25,  1973 
Lackawanna  County  Medical  Society  Continuing 
Medical  Education  Program;  at  Casey  Inn;  by 
Greater  Delaware  Valley  RMP;  Fourth  Wed.  ea. 
mo.  except  Nov.,  Dec.  and  Feb.;  7-10  P.M.;  No 
fee;  AAFP  credit  approved.  Contact  R.N.  Shoe- 
maker, Ph.D.,  Coord.  Med.  Educ.,  G.D.V.R.M.P., 
VA  Hosp.,  1111  East  End  Blvd.,  Wilkes-Barre 
18703. 


Sharon  General  Hospital;  September  20,  1972  - 
March  21.  1973 

AMA  - Continuing  Education  for  Physicians;  by 
Mercer  County  Med.  Society  and  Pitt.;  first  and 
third  Wed.  (except  third  week  in  December);  3 hrs. 


ea.  day;  36  hrs.  AAFP  credit  requested;  fee  = $35 
($5  single  sess.).  Contact  Allen  H.  Holt,  M.D.,  32 
Jefferson  Ave.  (108  Med.  Arts  Bldg.).  Sharon 
16146. 


St.  Marys;  October  22.  1972  - April  22,  1973 

AMA — Continuing  Education  for  Physicians;  at 
Andrew  Kaul  Mem.  Hosp.;  by  Pitt;  3 hrs.  per  day; 
every  other  Sunday  afternoon;  24  hrs.  AAFP  credit 
requested.  Contact  Bernard  L.  Coppolo,  M.D  , 121 
E.  Arch  St.,  St.  Marys  15857, 


Sunbury  Community  Hospital;  February  14  - 

November  28,  1973 

AMA — Continuing  Education  Program;  by  Hah- 
nemann; 2nd  and  4th  Wed.  afternoon  ea.  mo.  (ex- 
cept June,  July  & Aug.);  3 hrs.  ea.  day;  AAFP 
credit  requested.  Contact  Willard  W.  Christman, 
M.D  , Community  Hosp.,  Sunbury  17801 


Tunkahannock;  September  15,  1972-May  9,  1973. 

Wyoming  County  Medical  Society  Continuing 
Medical  Education  Program;  at  Tyler  Memorial 
Hosp.;  by  Greater  Delaware  Valley  RMP;  second 
Wed.  ea.  mo.  except  Dec.;  9 a.m.  - 12  noon;  no 
fee;  AAFP  credit  approved.  Contact  R.N  Shoe- 
maker, Ph.D.,  Coord. 


Uniontown  Hospital;  September  27,  1972  - May  23, 
1973 

AMA  - Continuing  Education  for  Physicians;  by 
Fayette  County  Medical  Soc.  and  Pitt.;  one  Wed. 
ea.  mo  (except  Dec.);  3 hrs.  ea.  day;  24  hrs.  AAFP 
credit  requested;  fee  = $50  ($7.50  single  sess.). 
Contact  Mr.  Walter  Lion,  Exec.  Secy.,  Fayette  Co. 
Med.  Soc.,  30  Delaware  Ave.,  Uniontown  15401. 


Upland;  September  12,  1972  - May  29,  1973 
AMA — Continuing  Medical  Education  Program; 
at  Crozer-Chester  Med.  Center;  by  Hahnemann;  2 
hrs.  per  day;  1 day  per  week;  37  weeks;  74  hrs. 
AAFP  credit  requested;  no  fee  Contact  Frederick 
K.  Heath.  M D , Assoc.  Dean.  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia  19102. 


Wellsboro;  October  18,  1972  - May  16,  1973 

Program  of  Continuing  Medical  Education  for 
Physicians;  at  Soldiers  & Sailors  Memorial  Hosp.; 
by  PMS  and  Susquehanna  Valley  RMP;  3 hrs.  per 
day;  third  Wed.,  ea.  mo.  except  Dec.  and  Feb.; 
AAFP  credit  requested;  fee  = $5  ea.  session. 
Contact  Ralph  C.  Antrim,  Jr.,  Administrator,  Sol- 
diers & Sailors.  Mem.  Hosp.,  Wellsboro  16901. 


Wilkes-Barre;  September  13,  1972  - May  23,  1973 
AMA — Continuing  Education  Program;  by  Hah- 
nemann; at  Wyoming  Valley  Hosp.;  3 hrs.  per  day; 
1 day  every  other  week;  57  hrs.  AAFP  credit 
requested.  Contact  Frederick  K.  Heath,  M.D., 
Assoc  Dean,  Sch.  of  Cont.  Educ.,  Hahnemann, 
230  N Broad  St.,  Philadelphia  19102. 


Wilkes-Barre;  September  15,  1972  - May  9,  1973. 

Luzerne  County  Medical  Society  Continuing 
Medical  Education  Program;  at  130  S.  Franklin 
St.,;  by  Greater  Delaware  Valley  RMP;  second 
Wed.  ea.  mo.  except  Dec.;  7 - 10  p.m.;  no  fee; 
AAFP  credit  approved.  Contact  R.N.  Shoemaker, 
PhD.,  Coord.  Med.  Educ.,  G.D.V.R.M.P.,  V.A. 
Hosp.,  1111  East  End  Blvd.,  Wilkes-Barre  18703. 


York  Hospital;  September  14,  1972  - April  26,  1973 
AMA — Continuing  Medical  Education  for 

Physicians;  by  Jefferson  and  Penn  State;  3 hrs.  ea. 
day;  Thurs.  ea.  week;  AAFP  credit  approved: 
fee  = $50.  Contact  Merle  S.  Bacastow,  M.D.,  Vice 
President-Med.  Affairs,  York  Hosp.,  York  17405. 


HEMATOLOGY 

Sayre;  September  1.  1972  - August  31,  1973 

AMA — Hematology;  at  Robert  Packer  Hosp.;  by 
Hahnemann;  1 hr.  per  day;  1 day  per  mo.  13  days 
total  no  fee.  Contact  Paul  C.  Royce,  M.D.,  Ph  D., 
Dir.  of  Med.  Educ.,  Robert  Packer  Hosp.,  Sayre 
18840. 


INTERNAL  MEDICINE 

Altoona  Hospital;  October  5,  1972  - May  17,  1973 
AMA — Postgraduate  Seminars  for  Physicians; 
by  Jefferson  and  Penn  State;  Thurs.  morning  every 
other  week;  16  sessions;  32  hrs.  AAFP  credit 
approved  - Category  1;  fee  = $50  complete,  $5 
each.  Contact  Philip  W.  Hoovler,  M.D..  D.M.E.,  Al- 
toona Hosp.,  Howard  Ave.  and  7th  St.,  Altoona 
16603. 


PENNSYLVANIA  MEDICINE 


October  4,  1972  - April  18.  1973;  Philadelphia 
AMA — Internal  Medicine  Reviews;  at  Hah- 
nemann; 3 hrs.  per  day;  1 day  per  week;  27  weeks; 
81  hrs.  total;  fee  = $175.  Contact  Frederick  K. 
Heath,  M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia, 
19102. 


MALIGNANT  DISEASE 
Reading;  Fourth  Tuesday  ea.  month 
Tumor  Conference;  at  Community  General  Hos- 
pital. Contact  Harold  I.  Farber,  M.D  . Dir.,  Tumor 
Clinic,  Community  Gen.  Hosp.,  145  N.  Sixth  St., 
Reading  19601 . 


NEPHROLOGY 

Sayre;  September  1,  1972  - August  31,  1973 

AMA — Urology-Nephrology;  at  Robert  Packer 
Hosp.;  by  Hahnemann;  1 hr.  per  day;  1 day  per  mo; 
9 days  total;  no  fee.  Contact  Paul  C.  Royce,  M.D., 
Ph.D.,  Dir.  of  Med.  Educ.,  Robert  Packer  Hosp., 
Sayre  18840. 


NEUROLOGY 

Norristown  State  Hospital;  September  11,  1972  - 
April  9.  1973 

S — Intensive  Review  of  Neurology;  IVi  hrs.  per 
day;  1 day  per  week;  29  weeks;  36  hrs.  total;  fee 
= $100.  Contact  John  D.  Pruitt,  M.D.,  Dir.  Cont. 
Med.  Educ.,  Norristown  State  Hosp.,  Stanbridge  & 
Sterigere  Sts.,  Norristown  19401. 


Sayre;  September  1,  1972  - August  31.  1973 
AMA — Neurology;  at  Robert  Packer  Hosp.;  by 
Hai,.iemann;  1 hr.  per  day;  1 day  a mo;  7 days 
total;  no  fee.  Contact  Paul  C.  Royce,  M.D.,  Ph.D., 
Dir.  of  Med.  Educ.,  Robert  Packer  Hosp.,  Sayre 
18840. 


OTOLARYNGOLOGY 

Pittsburgh;  September  11,  1972  - May  21,  1973 
AMA — Continuing  Education  Program  in  Oto- 
laryngology; by  Pitt;  at  Eye  and  Ear  Hosp.;  2 hrs. 
per  day;  every  other  Monday;  44  hrs.  AAFP  credit 
requested.  Contact  William  M.  Cooper,  M.D.,  Dir., 
Div.  of  Cont.  Educ.,  Pitt.,  1022  Scaife  Hall,  Pitts- 
burgh 15213. 


PATHOLOGY 

Norristown;  October  11,  1972  - May  9,  1973 
S — Suburban  Pathology  Slide  Seminars;  by 
Suburban  Pathology  Soc.  of  Phila.  and  Mont- 
gomery Co.  Med.  Soc.;  at  Montgomery  Co.  Med. 
Society;  3 hrs.  per  day,  1 day  per  mo.;  fee  = $5. 
Contact  John  J.  McGraw,  Jr.,  M.D.,  Secy., 
Suburban  Pathology  Soc.  of  Phila.,  Bryn  Mawr 
Hosp.,  Bryn  Mawr  19010. 


PSYCHIATRY 

Abmgton  Memorial  Hospital;  January  8 - June  25, 
1973 

AMA/S — Seminars  in  Psychiatry;  by  The  Insti- 
tute of  Pa.  Hosp.;  2 hrs.  per  day;  1 day  approx, 
every  3 weeks;  total  = 16  hrs.;  fee  =$75.  Contact 
John  D.  Pruitt,  M.D.,  Coordinator  of  C.M.E.,  Ab- 
ington  Mem.  Hosp.,  Abington  19001. 


Easton  Hospital,  September  25,  1972  - June  25, 
1973 

AMA — Psychiatry  in  Medical  Practice;  by  Dept, 
of  Mental  Health  Sciences  of  Hahnemann;  IV2  hrs. 
per  day;  1 day  per  mo.;  1 3V2  hrs.  AAFP  and  ACGP 
credit  requested.  Contact  Paul  J.  Fink,  M.D.  Dir.  of 
Educ.  and  Training,  Hahnemann,  230  N.  Broad 
St.,  Philadelphia  19102. 


Harrisburg;  October  6,  1972  - April  20,  1973 
AMA — Psychiatric  Problems  in  Medical  Prac- 
tice; by  Hahnemann;  at  Polyclinic  Hosp.,  1 hr.  per 
day;  1 day  per  week;  20  weeks;  AAFP  and  ACGP 
credit  requested.  Contact  Paul  J.  Fink,  M.D.,  Dir. 
Educ.  and  Training,  Hahnemann,  230  N.  Broad  St., 
Philadephia  19102. 


Norristown  State  Hospital;  Sept.  8,  1972  - April  13, 
1973 

S — Intensive  Review  of  Psychiatry;  1%  hrs.  per 
day;  1 day  per  week;  30  weeks;  37’/2  hrs.  total;  fee 
= $100.  Contact  John  D.  Pruitt,  M.D.,  Dir.  Cont. 
Med.  Educ.,  Norristown  State  Hosp.  Stanbridge  & 
Sterigere  Sts.,  Norristown,  19401. 


Norristown  State  Hospital;  February  9 - March  16, 
1973 

AMA/S — Geriatric  Psychiatry;  1 V2  brs.  per  day; 
1 day  per  week;  6 weeks;  fee  = $35.  Contact  John 


D.  Pruitt,  M.D.,  D.M.E.,  Norristown  State  Hosp., 
Stanbridge  & Sterigere  Sts.,  Norristown  19401. 


Philadelphia;  September  5.  1972  - June  5,  1973 
AMA/S — Recent  Advances  in  Psychiatry  and  the 
Behavioral  Sciences;  by  U.  of  Pa.,  Dept,  of  Psychi- 
atry; at  the  Institute  of  Pa.  Hosp.;  1 hr.  per  day;  1 
day  per  mo.;  10  months;  fee  = $50.  Contact  Peter 
B.  Bloom,  M.D.,  Coordinator,  Institute  of  Pa. 
Hosp.,  Ill  N.  49th  St..  Philadelphia  19139. 


Philadelphia;  September  20.  1972  - May  9,  1973 
AMA — Psychological  Pediatrics  Conference;  by 
Hahnemann;  at  Dept,  of  Mental  Health  Sciences; 
IV2  hrs.  per  day;  1 day  per  week;  4OV2  hrs.  AAFP 
and  ACGP  credit  requested:  fee  = $75.  Contact 
Paul  J.  Fink,  M.D.,  Dir.  Educ.  and  Training,  Dept, 
of  Mental  Health  Sciences.  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


Philadelphia,  April  4-18,  1973 
AMA/S — Self-Assessment  Test  Workshop;  by 
Dept,  of  Psychiatry,  U.  of  Pa.;  at  the  Institute  of 
Pa.  Hosp.;  4 hrs.  per  day;  1 day  per  week;  3 
weeks;  fee  = $50.  Contact  Peter  B.  Bloom,  M.D.  In- 
stitute of  the  Pa.  Hosp.,  Ill  N.  49th  St., 
Philadelphia  19139. 


Philadelphia;  March  17  - May  19,  1973 
AMA/S — Principles  and  Practice  of  Group  Psy- 
chotherapy; by  Institute  of  Pa.  Hosp.;  2 hrs.  per 
day;  1 day  per  week;  10  weeks;  fee  = $100.  Contact 
Peter  B.  Bloom,  M.D.,  Coordinator,  Institute,  111 
N.  49th  St.,  Philadelphia  19139. 


Philadelphia:  March  21  - May  23,  1973 
AMA — Adolescence  and  the  Youth  Culture;  by 
Hahnemann;  at  Dept,  of  Mental  Health  Sciences:  2 
hrs.  per  day;  1 day  per  week;  10  weeks;  20  hrs. 
AAFP  credit  requested;  fee=$75.  Contact  Paul  J. 
Fink.  M.D.,  Dir.  of  Educ.  & Training,  Hahnemann, 
230  N.  Broad  St.,  Philadelphia  19102. 


Philadelphia;  March  14  - May  16,  1973. 

AMA — Seminars  in  Psychotherapy:  Short-Term. 
Crisis  and  Supportive  Therapies  (for  general  prac- 
tice and  part-time  specialist);  at  Hahnemann;  2 
hrs.  per  day;  1 day  per  week;  10  weeks;  20  hrs. 
AAFP  and  ACGP  credit  requested;  fee  = $75  for  10 
weeks  ($150  for  all  30).  Contact  Paul  J.  Fink,  M.D., 
Dir.,  Educ.  and  Training,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


Pittsburgh;  September  7.  1972  - June  14,  1973 
Psychiatry  Seminars  in  Family  Practice;  at  St. 
Margaret  Mem.  Hosp.;  2 hrs.  per  day;  1 day  per 
week;  30  weeks;  60  hrs.  AAFP  credit  requested; 
fee  = $50  for  each  10-week  series.  Contact  Paul  W. 
Dishart,  M.D.,  Dir.  of  Med.  Educ.,  St.  Margaret 
Mem.  Hosp.,  265-46th  St.,  Pittsburgh  15201. 


Pittsburgh;  January  10  - April  4,  1973 
AMA  - Seminars  in  Patient  Care;  at  Staunton 
Clinic;  by  Pitt.;  1 day  per  week;  2 hrs.  per  day;  26 
hrs.  AAFP  credit  approved;  fee  = $100.  Contact 
Rex.  A.  Pittenger,  M.D.,  Chief,  Staunton  Clinic, 
3601  Fifth  Ave.,  Pittsburgh  15213. 


SURGERY 

Pittsburgh;  January  9 - May  31,  1973 
AMA — Continuing  Education  in  Surgery;  at  Pitt.; 
by  Dept,  of  Surgery;  21  weeks;  Tues.  and  Thurs. 
evenings;  3 hrs.  ea.  evening;  126  hrs.  AAFP  credit 
requested;  fee  = $500  ($15  single  session).  Con- 
tact William  M.  Cooper,  M.D.,  Dir.,  Div.  of  Cont. 
Educ.,  Pitt,  1022-H  Scaife  Hall,  Pittsburgh  15213. 


OTHER  COURSES 
code 

C — Continuous  (Consecutive  Days) 
O — One  Day  or  Less 
PG — Postgraduate  Traineeship 
M — Multiple  Sites  (Circuit) 


ALLERGY 

Continuous  (February  5 - March  30.  1973); 

Philadelphia 

(repeat  May  7 - June  29,  1973;  and  September  3 
-October  26,  1973) 

AMA/PG — Clinical  Immunology  Tutorial  Course; 
at  Hahnemann;  7-8  hrs.  per  day;  40  days; 


fee  = $500.  Contact  Frederick  K.  Heath,  M.D., 
Assoc.  Dean,  Sch.  of  Cont.  Educ.,  Hahnemann, 
230  N.  Broad  St..  Philadelphia  19102. 


ARTHRITIS  AND  RHEUMATISM 
Continuous  (September  1972  - June  1973); 

Philadelphia 

AMA/PG — Rheumatology  Tutorial  Course;  at 
Hahnemann;  6-7  hrs.  per  day;  2 days  per  week;  4 
weeks  total;  fee  = $150.  Contact  Frederick  K. 
Heath,  M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Educ.. 
Hahnemann,  230  N.  Broad  St.,  Philadelphia  19102. 


CARDIOVASCULAR  DISEASE 
Continuous  (September  1972  - June  1973); 

Philadelphia 

AMA/PG — Tutorial  Courses  (10  days  in  each 
sub-specialty — Hypertension,  clinical  and  labora- 
tory; fluid  and  electrolyte  metabolism;  dialysis);  at 
Hahnemann;  8 hrs.  per  day;  fee  = $300  per  course. 
Contact  Frederick  K.  Heath,  M.D.,  Assoc.  Dean, 
Sch.  of  Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Continuous  (October  2,  1972  - June  22,  1973); 
Philadelphia 

AMA/PG — Tutorial  Courses  (15  days  in  each 
sub-specialty;  clinical  cardiology  and  car- 
diovascular surgery,  clinical  cardiology- 

physiology  and  phono-echo,  electrophysiology, 
cardio-hemodynamics,  cardiac  care  unit);  at  Hah- 
nemann; 6-9  hrs.  per  day;  15  days  each  course; 
fee  = $300  each  course.  Contact  Frederick  K. 
Heath,  M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia  19102. 


April  9,  1973  - Pittsburgh 
April  12  - 13,  1973  - Philadelphia 

M — Instructors'  Training  Courses  in  Cardiopul- 
monary Resuscitation;  by  Pa.  Heart  Assoc.,  Emer- 
gency Care  Research  Inst.,  Milton  S.  Hershey 
Med.  Center  and  Pitt;  AAFP  Elective  Credit 
Requested;  Fee  = $40  for  two  days;  $20  for  one. 
Contact  American  Heart  Assoc.,  Pa.  Affiliate,  P.O. 
Box  2435  - Harrisburg.  17105  or  your  local  Heart 
Assoc. 


May  3-4,  1973;  Hershey 

AMA/C — Assessment  of  Patient  Risk  in 

Coronary  Artery  Disease;  by  Amer.  Heart  Assn. 
(Pa.  Affiliate)  and  M.S.  Hershey;  at  M.S.  Hershey; 
8 hrs.  per  day;  16  hrs.  AAFP  credit  approved.; 
fee  = $40.  Contact  Royce  J.  Britton,  Prgm.  Dir., 
American  Heart  Assn.,  Pa.  Affiliate,  P.O.  Box 
2435,  Harrisburg,  Pa.  17105. 


May  23-24,  1973;  Philadelphia 

C/AMA — The  Clinical  Manifestations  of  Congen- 
ital Heart  Disease  from  Birth  through  Adulthood; 
by  Amer.  Coll,  of  Cardiology;  fee  = $70  ($90  for 
non-members  of  ACCard.).  Contact  Miss  Mary 
Anne  Mclnerny,  Dir.,  Dept,  of  Cont.  Educ.,  Amer. 
Coll,  of  Cardiology,  9650  Rockville  Pike, 
Bethesda.  Md.  20014. 


July  16  - 18,  1973;  Philadelphia 

AMA/C — Bedside  Diagnosis  of  Heart  Disease; 
by  Hahnemann;  7 hrs.  per  day;  3 days;  21  hrs. 
AAFP  credit  requested;  fee  = $125.  Contact 
Frederick  K.  Heath,  M.D.  Exec.  Dir.,  Sch.  of  Cont. 
Educ.,  Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102. 


September  10-12,  1973;  Philadelphia 

AMA/S/C — Mechanisms  and  Therapy  of  Cardiac 
Arrhythmias;  by  Hahnemann  and  American  Coll,  of 
Cardiology;  at  Hahnemann;  8 hrs.  per  day;  3 days; 
fee  = $150.  Contact  Leonard  S.  Dreifus,  M.D., 
Dept,  of  Cardiology;  Hahnemann,  230  N.  Broad 
St„  Phila.  19102. 


CHEST  DISEASES 

Continuous  (September,  1972  - December  1973); 
Philadelphia 

AMA/PG— Tutorial  Courses  (20  days  in  each 
sub-specialty;  respiratory  inhalation  therapy;  res- 
piratory intensive  care;  pulmonary  physiology; 
clinical  pulmonary  disease);  at  Hahnemann;  8-9 
hrs.  per  day;  fee  = $350  per  course.  Contact 
Frederick  K.  Heath,  M.D.,  Assoc.  Dean,  Sch.  of 
Cont.  Educ.,  Hahnemann.  230  N.  Broad  St., 
Philadelphia  19102. 


EMERGENCY  MEDICINE 


MARCH  1973 


75 


April  30-May  18.  1973;  Philadelphia 
C — Emergency  Physician's  Refresher  Course;  at 
Temple;  by  Temple,  MCP  and  PMS;  150  hrs.  AAFP 
credit  requested;  fee  = $600.  Contact  William  F. 
Bouzarth,  M.D..  Chrm.,  Cmsn.  on  Emerg.  Med. 
Serv.,  PMS.  20  Erford  Rd.,  Lemoyne  17043. 


May  7-10,  1973;  Philadelphia 
AMA/PG — Emergency  Room  and  Critical  Care 
Medicine  Tutorial  Course,  at  Hahnemann;  8 hrs. 
per  day;  11  days;  fee  = $400.  Contact  Frederick 
K.  Heath,  M.D.  Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N.  Broad  St..  Philadelphia  19102. 


May  10-12,  1973;  Pittsburgh 
AMA/C — The  7th  Annual  Symposium  on  Critical 
Care  Medicine;  by  Pitt.,  Amer.  Coll,  of  Chest 
Phys.,  Amer.  Coll,  of  Emergency  Phys.  and  Soc.  of 
Critical  Care  Med.;  5 Vi  hrs.  per  day;  17  hrs.  AAFP 
credit  requested;  fee  = $125.  Contact  William  M. 
Cooper,  M.D.,  Dir.,  Div.  of  Cont.  Educ.,  Pitt.,  1022- 
H Scaife  Hall,  Pittsburgh  15213. 


ENDOCRINOLOGY 

Continuous  (March  5-30,  1973);  Philadelphia 

(repeat  September  3-28,  1973) 

AMA/PG — -Diabetes  Tutorial  Course;  at  Hah- 
nemann; 7-8  hrs.  per  day,  20  days;  fee  = $350. 
Contact  Frederick  K.  Heath,  M.D.,  Assoc.  Dean, 
Sch.  of  Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


May  7 - 11,  1973;  Philadelphia 

C/AMA — Current  Advances  in  Endocrinology 
and  Diabetes  (30th  Hahnemann  Symposium);  by 
Hahnemann;  at  Marriott  Motor  Hotel;  6 hrs.  per 
day;  4V2  days;  fee  =$175.  Contact  Frederick  K. 
Heath,  M.D.,  Assoc,  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia  19102. 


FAMILY  MEDICINE 
March  28,  1973;  Philadelphia 
C — Office  ENT  Seminar;  by  Temple;  at  Albert  M. 
Greenfield  Center;  6 hrs.;  fee  = $35.  Contact  Albert 
J.  Finestone,  M.D  . Asst.  Dean  for  Cont.  Educ., 
Temple,  3400  N.  Broad  St.,  Philadelphia  19140. 


April  12,  1973;  Harrisburg  Polyclinic  Hosp. 

AMA/O — Surgery  for  the  Family  Practitioner;  by 
Hahnemann,  Harrisburg  Hosp.  and  Polyclinic 
Hosp;  7 hrs.  AAFP  credit  requested.  Contact 
Thomas  F.  Fletcher,  M.D.,  Director  of  Med.  Af- 
fairs, Harrisburg  Hosp.,  Harrisburg  17101. 


GASTEROENTEROLOGY 
March  29-30,  1973;  Pittsburgh 
AMA/C — Diseases  of  the  Large  Intestine;  by 
Pitt.;  at  Montefiore  Hosp.;  6 hrs.  per  day;  12  hrs. 
AAFP  credit  requested;  fee  = $100.  Contact 
William  M.  Cooper,  M.D.,  Dir.,  Div.  of  Cont.  Educ., 
Pitt.,  1022-H  Scaife  Hall,  Pittsburgh  15213. 


GENERAL  MEDICINE 
Late  Winter;  Philadelphia 

C/PG — Retraining  Program;  at  M.C.P.;  6 weeks;  7 
hrs.  per  day;  no  fee.  Contact  Ethel  Weinberg. 
M.D,  Assoc.  Dean,  MCP,  3300  Henry  Ave., 
Philadelphia  19129. 


As  Arranged;  Philadelphia 

PG — Preceptorship  for  Practicing  Physicians;  at 


M.C.P.;  may  be  arranged  as  1 day  per  week  in  16- 
week  block  @ $200-$300,  2 weeks  @ $250,  3 
weeks  @ $375  or  1 month  @$500;  programs  avail- 
able in  Int.  Med.,  Ob.  & Gyn.,  Pediatrics,  Psychia- 
try, Radiology  and  Surgery.  Contact  Gerald  H.  Es- 
covitz,  M.D.,  Dir.  Regional  Medical  Program  Activ- 
ities. M.C.P.,  3300  Henry  Ave.,  Philadelphia  19129. 


Continuous  (September  11,  1972  - June  22,  1973), 
Philadelphia 

AMA/PG — Basic  Tutorial  Course;  at  Hah- 
nemann; 7-8  hrs.  per  day;  60  days;  fee=  $700. 
Contact  Frederick  K.  Heath,  M.D,.  Assoc.  Dean, 
Sch.  of  Cont.  Educ..  Hahnemann,  230  N Broad  St., 
Philadelphia  19102. 


March  21,  1973  - Butler 
March  22,  1973  - Erie 

AMA/M — Drug  Abuse  Training  Institute;  by  PMS 
and  various  other  agencies;  4 hrs.  ea.  location. 
Contact  Terry  R.  Lenker,  PMS,  20  Erford  Rd., 
Lemoyne  17043. 


April  23-27,  1973;  Eagleville  (repeat  June  11-15; 
October  1-5  and  December  3-7,  1973) 

C — Alcoholism  Training  Program  for  Mental 
Health  Professionals;  at  Eagleville  Hosp.  and  Re- 
habilitation Center;  by  Natl.  Inst,  of  Alcohol  and 
Natl.  Inst,  of  Mental  Health;  one  week  session  of 
workshops  with  one-day  follow-up  and  problem- 
solving sessions  at  four  and  eight-month  intervals. 
Contact  Barry  Vernick,  Proj.  Dir.,  Eagleville  Hosp., 
Eagleville  19408. 


May  3-5,  1973;  St.  Davids 
C — Current  Concepts  in  Medicine  for  the  Prac- 
ticing Physician  (Annual  Main  Line  Conference); 
by  Bryn  Mawr  Hosp.  and  Montg.  Co.  Chapt.  Amer. 
Acad,  of  Family  Phys.;  at  Treadway  Inn;  18  hrs. 
AAFP  credit  approved;  fee  = $40.  Contact  Harold 
J.  Robinson.  M.D.,  Chrm.,  Main  Line  Conf.,  Bryn 
Mawr  Hosp.,  Bryn  Mawr  19010. 


INTERNAL  MEDICINE 

March  19-21,  1973;  Philadelphia 

C/AMA — Nephrology  for  Today's  Practicing  In- 
ternist; by  Hahnemann;  at  Holiday  Inn  (Penn 
Center);  8 hrs.  per  day;  3 days;  max.  enrollment  = 
150;  fee  = $125  Contact  Frederick  K.  Heath, 
M.D  , Assoc.  Dean,  Sch.  of  Cont.  Educ.,  Hah- 
nemann, 230  N.  Broad  St.,  Philadelphia  19102. 


April  24-27,  1973;  Philadelphia 

C/AMA — Pulmonary  Disease;  by  Amer.  Coll,  of 
Physicians;  at  U.  of  Pa.;  Director  = Alfred 
Fishman,  M.D.;  fee  = $80  for  members  of  A.C.P. 
(others  on  request).  Contact  Amer.  Coll,  of 
Physicians.  4200  Pine  St.,  Philadelphia  19104. 


MALIGNANT  DISEASE 

Continuous  (October  2,  1972  - April  27,  1973); 
Philadelphia 

AMA/PG — Hematology  and  Medical  Oncology 
Tutorial  Course;  at  Hahnemann  8-9  hrs.  per  day  20 
days  ea.  course;  fee  = $400.  Contact  Frederick  K. 
Heath,  M.D,  Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia  19102. 


NEUROLOGY 

Continuous  (October  2,  1972  - June  22,  1973); 


Philadelphia 

AMA/PG — Tutorial  Courses  (60  days  in  each 
sub-specialty — adult  neurology,  neuropathology, 
pediatric  neurology);  at  Hahnemann;  5-6  hrs.  per 
day;  310  hrs.  total  ea.  course;  fee  = $1,000  per 
course.  Contact  Frederick  K Heath.  M.D.,  Assoc. 
Dean.  Sch.  of  Cont.  Educ.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


OPHTHALMOLOGY 

May  10  and  11,  1973;  Philadelphia 
C/S — Pediatric  Ophthalmology;  by  Wills  Eye 
Hosp.;  at  Philadelphia  Co.  Medical  Society;  8 hrs. 
per  day;  2 days.  Contact  R D Harley,  M.D,,  Dir. 
Pediatric  Ophthalmology,  St.  Christopher's  Hosp. 
for  Children,  2600  N.  Lawrence  St.,  Philadelphia 
19133. 


OPHTHALMOLOGY  & OTOLARYNGOLOGY 

April  23-25,  1973;  Pittsburgh 

AMA/S/C — Strabismus;  by  Pitt;  at  Eye  and  Ear 
Hosp.;  Course  Director  = David  A.  Hiles,  M.D.; 
fee  = $200.  Contact  William  M.  Cooper,  M.D.,  Dir., 
Div.  of  Cont.  Educ.,  Pitt.,  1022-H  Scaife  Hall,  Pitts- 
burgh 15213. 


May  4-5,  1973;  Pittsburgh 
AMA/S/C — Pediatric  Otolaryngology;  by  Pitt;  at 
Eye  and  Ear  Hosp.;  Course  Director-Herman 
Felder,  M.D.;  fee  = $100.  Contact  William  M.  Coo- 
per, M.D.,  Dir.,  Div.  of  Cont.  Educ.,  Pitt.,  1022-H 
Scaife  Hall,  Pittsburgh  15213. 


May  9-11,  1973;  Pittsburgh 
AMA/S/C — Ophthalmic  Micro-Surgery;  by  Pitt;  at 
Eye  and  Ear  Hosp.;  Course  Director-Jay  G.  Linn, 
Jr.,  M.D  ; fee  = $400.  Contact  William  M.  Cooper, 
M.D.,  Dir.,  Div.  of  Cont.  Educ.,  Pitt.,  1022-H  Scaife 
Hall,  Pittsburgh  15213. 


August  6-10,  1973;  Pittsburgh 
AMA/S/C — The  Management  of  Retinal  Detach- 
ment; by  Pitt;  at  Eye  and  Ear  Hosp.;  Course 
Director-William  G.  Everett.  M.D.;  fee  = $325.  Con- 
tact William  M.  Cooper,  M.D.  Dir.,  Div.  of  Cont. 
Educ.,  Pitt.,  1022-H  Scaife  Hall,  Pittsburgh  15213. 


PEDIATRICS 

May  8-11,  1973;  Philadelphia 

C — Twenty-second  Seminar  in  Pediatrics;  by 
Temple;  at  St.  Christopher's  Hosp.;  7 hrs.  per  day; 
4 days;  28  hrs.  AAFP  credit  requested;  fee  = $100. 
Contact  John  B.  Bartram,  M.D.,  St.  Christopher's 
Hosp.  for  Children,  2600  N.  Lawrence  St., 
Philadelphia  19133. 


May  21-25,  1973;  Philadelphia 

C — Refresher  Course  in  Pediatrics  for  Pediatri- 
cians and  General  Practitioners;  by  Children’s 
Hosp.  and  U.  of  Pa.;  at  Warwick  Hotel;  5V2  hrs. 
per  day;  5 days;  27  hrs.  AAFP  credit  approved; 
fee  = $200.  Contact  Frederick  B.  Becker.  M.D., 
Assoc.  Dir.  Med.,  Children's  Hos.,  1740 
Bainbridge  St.,  Philadelphia  19146. 


RADIOLOGY 

Continuous  (October,  1972  - June.  1973); 

Philadelphia 

AMA/PG — Tutorial  Course/Cardiac  Radiology 
and  Angiography;  at  Hahnemann;  8 hrs.  per  day, 
15  days;  fee  = $300.  Contact  Frederick  K.  Heath, 
M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Educ.,  Hah- 
nemann, 230  N.  Broad  St.,  Philadelphia  19102. 


SEVENTH  ANNUAL  MAIN  LINE  CONFERENCE 
“CURRENT  CONCEPTS  IN  MEDICINE  FOR  THE  PRACTICING  PHYSICIAN” 

MAY  3,  4,  5,  1973  THE  TREADWAY  INN,  ST  DAVIDS,  PENNSYLVANIA  Sponsored  by  THE  BRYN  MAWR  HOSPITAL 

Guest  Speakers:  Sol  Sherry,  M.D.,  Frank  Z.  Warren,  M.D.,  Director,  National  AcupunctuM  Research  Socie 


Dinner  Speaker:  Joseph  K.  Perloff,  M;D. 


Program:  • Heart  Failure  • Rheumatoid  Arthritis  • Vascular  Disease  and  Anticoagulation  • Gastroenterology  • Diagnostic 
Problems  • Current  Therapy  • 24  Concurrent  Panels  & Practical  Workshops 

For  Information  Contact: 

Harold  J.  Robii  ;on.  M.D..  Chairman,  Main  Line  Conference,  The  Bryn  Mawr  Hospital,  Bryn  Mawr,  Pa.  19010,  527-0600 
Approved  for  13  hours  o<  Prescribed  AAFP  Credit  and  Pennsylvania  Medical  Society  and  AMA  Continuing  Medical  Education 

Credit 

Registration  Fee — $40.00  (Includes  luncheons,  cocktails  and  dinner) 
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PHYSICIANS  WANTED 

Wanted — Interns  and  residents  with 
health  professions  loans  to  investigate 
the  many  attractive  practice  opportu- 
nities in  the  twenty-one  Pennsylvania 
counties  declared  shortage  areas,  per- 
mitting cancellation  of  50  percent  of 
loan.  For  further  details  contact  The 
Educational  and  Scientific  Trust,  20 
Erford  Road,  Lemoyne,  Pa.  17043. 

Internist,  orthopedic  surgeon,  derma- 
tologist, psychiatrist — Board  Certified 
or  Board  Eligible.  To  join  small  group 
with  modern  offices  in  beautiful,  rapid- 
ly growing  community  with  full  hospi- 
tal privileges  available.  Write:  Ralph  J. 
Miller,  M.D.,  Heatherbrae  Square,  In- 
diana, Pennsylvania  15701. 

Orthopedic  Surgeon  wanted — As- 

sociate for  well  established  clinic  in 
Eastern  Pennsylvania.  Under  36  years. 
Partnership  after  Wi  years.  No  invest- 
ment needed.  Board  eligibility 
required.  Write  Department  61  2,  Penn- 
sylvania Medicine,  20  Erford  Rd., 
Lemoyne.  Pa.  17043. 

Psychiatrists  and  Physicians — 

Accredited  Hospital:  Affiliated  with 
approved  general  hospital  for  all  medi- 
cal and  surgical  treatments  as  required. 
$20,629  to  $30,540;  Limited  housing 
possible.  Pennsylvania  license  required. 
Robert  L.  Gatski.  M.D.,  Director.  State 
Hospital,  Danville,  Pa.  17821. 

Physical  Medicine  and  Rehabilitation. 

Staff  physiatrist  for  an  active, 
comprehensive  Rehabilitation  Center. 
Latest  facilities  and  equipment.  Quali- 
fied supportive  staff.  Favorable  geo- 
graphic area.  Extensive  educational, 
religious,  and  recreational  facilities 
available.  Write:  Sister  Margaret  Ann, 
Assistant  Administrator,  St.  Vincent 
Hospital.  Box  740,  Erie.  Pa.  16512. 

Excellent  opportunity  for  a general  sur- 
geon. Rapidly  developing  resort  area 
with  hunting,  fishing,  and  winter 
sports.  Fully  accredited,  60-bed  hospi- 
tal, just  completing  a million  dollar 
modernization  program.  Contact 
James  M.  Brown,  Administrator, 
Meyersdale  Community  Hospital, 
Meyersdale.  Pa.  15552. 


Urologist — Needed  in  College  Town 
with  drawing  population  of  20,000. 
Located  at  intersection  of  1-79  and  1- 
80.  Growing  area,  clean  air,  good 
schools  in  Western  Pennsylvania. 
Guarantee  negotiable — Contact  Mr. 
J.A.  Colaizzi,  Administrator,  Grove 
City  Hospital,  Grove  City,  Pa.  16127. 

Ophthalmologist — Needed  in  College 
Town  with  drawing  population  of 
20.000.  Located  at  intersection  of  1-79 
and  1-80.  Growing  area,  clean  air, 
good  schools  in  Western  Pennsylvania. 
Guarantee  negotiable — Contact  Mr. 
J.A.  Colaizzi,  Administrator,  Grove 
City  Hospital,  Grove  City,  Pa.  16127. 

Wanted:  Established  seven-man  emer- 
gency room  physicians’  group  desires 
expansion  to  staff  Emergency  Room 
for  progressive  600-bed  medical  center. 
Averages  43,000  outpatients  per 
annum.  Population  145.000.  Ideal 
year-round  climate.  Excellent  compen- 
sation and  working  conditions.  Ade- 
quate leisure  time.  Send  complete 
resume  to:  Damon  D.  King,  Adminis- 
trator; Medical  Center  of  Central 
Georgia;  P.O.  Box  6000;  777  Hemlock 
St.,  Macon,  Georgia  31208. 

Psychiatrist,  41,  currently  doing  oc- 
casional GP  type  work,  wants  to 
gradually  convert  over  to  general  medi- 
cine. Seeking  part-time  position  in  hos- 
pital, clinic  or  private  practitioner  situ- 
ation where  consultation  with  co- 
worker is  available  if  needed. 
Philadelphia  area  preferred.  Schedule 
and  availability  flexible.  Write  Dept. 
613,  Pennsylvania  Medicine. 

Orthopedic  surgeon  as  locum  tenens 
for  month  of  May  1973.  I am  also 
looking  for  an  associate  to  join  me  in  a 
busy  orthopedic  practice.  Contact: 
Sanford  B.  Sternlieb.  M.D.,  F.A.C.S., 
1100  United  Penn  Bank  Building, 
Wilkes-Barre,  Pa.  18701. 

Physicians  Wanted:  Male  and  Female, 
licensed  for  children’s  camps,  July- 
August.  Good  salary:  free  placement, 
350  member  camps.  Write  Dept.  P., 
Association  Private  Camps,  55  West 
42  St.,  New  York,  N.Y.  10036.  Tele- 
phone: (212)  695-2656. 


Hospital  Superintendents  $26,697- 
$35,391 — Major  new  directions  in 
programming  for  the  mentally  ill  in 
Pennsylvania  have  moved  our  inpatient 
services  toward  a more  modern  treat- 
ment base  in  conjunction  with  an  ex- 
panding community  mental  health 
system.  Seven  of  our  mental  hospitals 
across  the  state  are  seeking  superin- 
tendents. Candidates  should  have  a 
Pennsylvania  Medical  License  and  six 
years  of  clinical  experience  in  the  care 
and  treatment  of  the  mentally  ill  or 
mentally  retarded  including  four  years 
in  an  administrative  or  supervisory  ca- 
pacity and  Board  Certification  or  eligi- 
bility for  certification  as  either  a pedia- 
trician, psychiatrist,  neurologist  or  in- 
ternist. Qualified  applicants  should 
address  inquiries  to  Dr.  William  Beach, 
Jr.,  Deputy  Secretary  for  MH/MR. 
Room  308,  Health  and  Welfare  Build- 
ing, Harrisburg,  Pa.  17120. 

Physician  needed  for  rural  area  with 
small  villages.  Quiet  scenic  coun- 
tryside. Ideal  for  family  living.  Mod- 
ern medical  facilities.  Write  Kenneth 
Mowl,  Box  105,  Scenery  Hill.  Pa. 
15360. 

Full-Time  Accident  Ward  Physician 
Wanted:  for  Delaware  County  Memo- 
rial Hospital,  Drexel  Hill,  Pa.  Pennsyl- 
vania licensed.  Liberal  income  guaran- 
tee. Call  or  write:  President,  Delaware 
County  Memorial  Hospital,  Lans- 
downe  and  Keystone  Aves.,  Drexel 
Hill,  Pa.  19026.  Telephone:  (215)  259- 
3800. 

University  Health  Serv  ice  needs  a gen- 
eral practice  physician;  has  congenial, 
active  staff;  many  fringe  benefits;  sala- 
ry negotiable,  depending  on  qualifica- 
tions and  experience.  Reply  with 
complete  curriculum  vitae  to;  P.L. 
Kreider,  M.D.,  Lehigh  University 
Health  Service,  Bethlehem.  Pa.  18015. 
An  equal  opportunity  employer  M/F. 

Emergency  Room  Physician — As- 
sociate with  established  group  pro- 
viding emergency  room  service  for 
275-bed  general  hospital.  Competitive 
base  fee  with  yearly  guarantee. 
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Require  Pennsylvania  license.  Contact: 
Dr.  John  H.  Shugert,  P.E.D.S.A.. 
Rochester  Unit.  Medical  Center  of 
Beaver  County.  Inc.,  Rochester.  Pa. 
15074. 

Wanted — G.P.s  and  an  internist, 
orthopedist,  urologist,  ophthalmolo- 
gist. anesthesiologist — Board  certified 
or  eligible.  The  people  of  Tioga 
County,  Pennsylvania,  their  physicians 
and  their  hospital.  Soldiers  and  Sailors 
Memorial  Hospital  in  Wellsboro. 
Pennsylvania,  invite  you  to  practice  in 
their  community.  Solo,  association 
with  one  of  the  existing  groups,  or 
some  other  arrangement  is  possible. 
Hospital  has  new  $2  million  ancillary 
services  wing  under  construction.  Su- 
perior schools,  churches;  excellent 
fishing,  hunting,  boating,  and  winter 
sports  available.  Contact:  President, 
Medical  Staff,  Soldiers  and  Sailors  Me- 
morial Hospital,  Box  194,  Wellsboro, 
Pa.  16901. 


POSITIONS  WANTED 

Psychiatrist — Board  Certified.  Very 
broad  clinical  and  administrative  expe- 
rience. Seeking  suitable  position.  Write 
Dept.  614.  Pennsylvania  Medicine,  20 
Erford  Rd.,  Lemoyne  17043. 

Internist — Cardiologist.  35  years  old. 
Completing  fellowship  June  1973. 
Seeks  association  leading  to  part- 
nership or  position  with  group.  Write 
Department  615,  Pennsylvania  Medi- 
cine, 20  Erford  Rd.,  Lemoyne  17033. 

FOR  RENT 

Medical  Office:  Abington  Township. 
750  sq.  ft.  suitable  for  busy  practice — 
group  or  specialty.  Located  at  York 
Rd.,  bus  and  Noble  Station  of  Reading 
Railroad.  Convenient  to  hospitals. 
Apply  at:  1635  Spring  Ave.,  Jenkin- 
town.  Pa.  1 9046.  Telephone:  (2 1 5)  884- 
0111. 

3,000  square  feet  available  in  new  Med- 
ical Building  in  Lawrence  Park  Shop- 
ping Center.  Delaware  County,  Penn- 
sylvania. Fourteen  busy  physicians  oc- 
cupy building.  Will  subdivide.  Ex- 
cellent for  OB.  GYN,  ENT,  Ophthal- 
mology, Dermatology.  Telephone: 
(215)  356-1533. 


FOR  SALE 

Physician’s  office — fully  equipped. 
Furnished  or  unfurnished.  Six  rooms, 
suitable  for  family  practice  or  other 
specialty.  Very  close  to  hospital. 
Located  in  beautiful  central  Pennsyl- 
vania. Write  Box  606,  Pennsylvania 
Medicine,  20  Erford  Rd.,  Lemoyne, 
Pa.  17043.  Present  owner  plans  to  re- 
tire. 

Nesquehoning,  Pa. — Elegant  brick 
two-story  professional  four-bedroom 
home  and  offices.  Double  garage,  large 
yard,  corner  property.  Two  hospitals 
nearby.  Medical  doctor  needed.  Please 
telephone:  (7 17)  669-6609. 

WANTED 

ENT  equipment  and  instruments.  Send 
description  and  price.  Rolf  Nieman, 
M.D.,  16101  Oak  Hill  Rd.,  Silver 
Spring,  Md.  20904. 


PUBLIC  HEALTH 
PHYSICIAN 

for  Chief  of  Diagnostic  and 
Clinical  Services,  Chronic  Respi- 
ratory Diseases,  AN  EQUAL  OP- 
PORTUNITY EMPLOYER 

Physician  is  based  in  Harrisburg, 
Pa.,  in  charge  of  statewide  out- 
patient tuberculosis  clinics  and 
other  chronic  respiratory  disease 
programs.  Salary:  $26,367  an- 
nually; liberal  fringe  benefits. 

Graduation  from  an  accredited 
school  of  medicine;  completion 
of  internship;  Pennsylvania  medi- 
cal license  or  eligibility;  four  (4) 
years  of  professional  medical  ex- 
perience or  training  in  public 
health  or  a recognized  area  of 
public  health  specialization. 

Submit  Curriculum  Vitae  to: 

Director 

Division  of  Chronic 
Respiratory  Diseases 
Pennsylvania  Department 
of  Health 
P.O.  Box  90 
Harrisburg, 

Pennsylvania,  17120 
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Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 


• Albert  Bender,  Philadelphia; 
Hahnemann  Medical  College,  1950; 
age  53;  died  December  20,  1972.  Dr. 
Bender  was  an  instructor  at  the  Albert 
Einstein  Medical  Center.  Hahnemann 
and  Methodist  Hospitals.  He  is  sur- 
vived by  his  wife,  two  daughters,  two 
sisters,  a brother  and  his  parents. 

• John  M.  Brewster,  Villanova;  Jef- 
ferson Medical  College,  1923;  age  73; 
died  December  22,  1972.  He  was 
former  medical  director  of  the  Penn- 
sylvania Railroad  Company,  having 
previously  served  as  a medical  officer 
with  the  U.S.  Navy  for  thirty  years. 
His  wife,  a daughter,  a son  and  two 
sisters  survive  him. 

• Howard  C.  Deshong,  Lansdowne; 
Hahnemann  Medical  College,  1942; 
age  57;  died  December  18,  1972.  He 
had  practiced  medicine  in  Lansdowne 
for  twenty-six  years.  Survivors  include 
his  wife,  a daughter  and  two  sons. 

• Joseph  C.  Doane,  St.  Petersburg, 
Florida;  Medico-Chirurgical  College, 
1912;  age  88;  died  December  3,  1972. 
Dr.  Doane  was  professor  emeritus  in 
clinical  medicine  at  Temple  University 
School  of  Medicine  and  at  the  Post- 
graduate School  of  the  University  of 
Pennsylvania.  He  was  certified  by  the 
American  Board  of  Internal  Medicine 
and  was  a member  of  the  Philadelphia 
and  American  Colleges  of  Physicians. 
He  is  survived  by  his  wife. 

• Arthur  Feibus,  Philadelphia;  Jef- 
ferson Medical  College,  1922;  age  73; 
died  November  21,  1972.  Information 
regarding  survivors  is  not  available. 

• John  E.  German,  Reading; 
Temple  University  School  of  Medi- 
cine, 1935;  age  62;  died  December  24, 
1972.  He  was  chief  of  dermatology  at 
Reading  Hospital  and  was  a past  presi- 
dent of  the  Berks  County  Medical  So- 
ciety. Surviving  are  his  wife,  four 
daughters,  a son  and  a brother. 

• Andrew  Godfrey,  Princeton, 
N.J.;  Medico-Chirurgical  College, 
1897;  age  97;  died  December  21, 
1972.  He  formerly  practiced  medicine 
in  Whitemarsh.  Survivors  include  his 
wife;  a daughter;  a son,  Elwood  W. 
Godfrey,  M.D.,  Princeton,  N.J.;  and  a 
stepson. 

• Emil  L.  Harasym,  Philadelphia; 
Hahnemann  Medical  College,  1936; 


age  62;  died  December  24,  1972.  He 
was  a fellow  of  the  American  College 
of  Surgeons.  He  is  survived  by  his 
wife;  two  daughters;  two  sons,  one  of 
whom  is  Emil  L.  Harasym,  Jr.,  M.D.. 
Philadelphia;  two  sisters  and  two 
brothers. 

• Barbara  E.  Herbert,  Columbia; 
Woman's  Medical  College,  1927;  age 
72;  died  December  22,  1972.  She  is 
survived  by  her  husband  and  two 
sisters. 

• John  H.  Gibbon,  Jr„  Media;  Jef- 
ferson Medical  College,  1927;  age  69; 
died  February  5,  1973.  Dr.  Gibbon 
was  professor  of  surgery  and  director 
of  surgical  research  at  Jefferson  Medi- 
cal College  and  Hospital  of  Thomas 
Jefferson  University.  He  later  became 
Samuel  D.  Gross  professor  of  surgery 
and  head  of  the  department  of  surgery. 
He  was  certified  by  the  American 
Board  of  Surgery  and  the  American 
Board  of  Thoracic  Surgery.  He  was 
past  president  of  the  American  Sur- 
gical Association,  the  American  Asso- 
ciation for  Thoracic  Surgery,  the 
Pennsylvania  Association  for  Thoracic 
Surgery,  the  Philadelphia  College  of 
Physicians,  and  the  Philadelphia  Acad- 
emy of  Surgery.  Because  of  his  devel- 
opment of  the  heart-lung  machine 
which  made  open  heart  surgery  pos- 
sible, he  was  the  recipient  of  the  PMS 
Distinguished  Service  Award  in  1962 
and  the  Philadelphia  County  Medical 
Society’s  Strittmater  Award  in  1963. 
Survivors  include  his  wife;  three 
daughters;  a son,  John  Gibbon,  M.D.; 
two  brothers  and  a sister. 

• Joseph  S.  Knapp,  Greenville;  Uni- 
versity of  Pennsylvania  School  of 
Medicine,  1920;  age  83;  died  De- 
cember 1,  1972.  He  was  one  of  the 
founders  of  Greenville  Medical  Center 
Clinic  where  he  practiced  until  his  re- 
tirement in  1969.  He  was  a past  presi- 
dent of  the  Mercer  County  Medical 
Society.  Survivors  include  his  wife, 
two  daughters  and  two  brothers,  one  of 
whom  is  D.  B.  Knapp,  M.D.,  Naples, 
Florida. 

• Joseph  J.  Kocyan,  Dallas;  Uni- 
versity of  Maryland  School  of  Medi- 
cine, 1911;  age  89;  died  January  14. 
1973.  He  was  a member  of  the  Ameri- 
can College  of  Obstetrics  and  Gynecol- 


ogy and  the  American  College  of  Sur- 
geons. Information  regarding  survivors 
is  not  available. 

• Edward  Lodholz,  Philadelphia; 
University  of  Pennsylvania  School  of 
Medicine,  1897;  age  97;  died  De- 
cember 6,  1973.  A stepdaughter  sur- 
vives him. 

• Peter  G.  Mainzer,  Erie;  Jefferson 
Medical  College,  1926;  age  80;  died 
November  17,  1972.  He  was  a fellow 
of  the  American  and  International 
Colleges  of  Surgeons  and  of  the  Pan- 
Pacific  Surgical  Association.  His  wife, 
two  daughters,  two  sisters  and  a 
brother,  Frank  S.  Mainzer,  M.D., 
Huntingdon,  survive  him. 

• Samuel  A.  Manstein,  Wynne- 
wood;  Temple  University  School  of 
Medicine,  1938;  age  59;  died  October 
24,  1972.  No  survivors  are  listed. 

• John  J.  McAleese,  Hilton  Head 
Island,  S.C.;  University  of  Pittsburgh, 
1935;  age  62;  died  December  15, 
1972.  His  wife  and  three  daughters 
survive  him. 

• John  J.  McDonald,  Nesque- 
honing;  Medical  Chirurgical  College 
of  Philadelphia.  1911;  age  90;  died 
November  16,  1972.  Survivors  are  a 
daughter  and  two  sons,  one  of  whom  is 
John  McDonald.  Jr.,  M.D..  Belvidere, 
N.J. 

• Herman  M.  Parris,  Philadelphia; 
Jefferson  Medical  College,  1926;  age 
70;  died  January  14,  1973.  He  had 
been  a general  practitioner  for  forty- 
six  years.  Survivors  include  his  wife, 
two  daughters,  a son  and  a sister. 

• Clarence  E.  Phillips,  Sunbury; 
Jefferson  Medical  College,  1933;  age 
72;  died  January  8,  1973.  He  served 
on  the  staff  of  the  Sunbury  Hospital 
for  almost  thirty  years.  Surviving  are 
his  wife,  two  daughters  and  three  sons. 

• George  W.  Riley,  Jr.,  Russell; 
University  of  Pittsburgh  School  of 
Medicine,  1951;  age  49;  died  August 
6,  1972.  His  wife,  Veryl  M.  Riley, 
M.D.,  Russell,  survives  him. 

• Morris  Rudolph,  Philadelphia; 
Temple  University  School  of  Medi- 
cine, 1927;  age  75;  died  November  27, 
1972.  Dr.  Rudolph  was  a former  chief 
of  the  medical  clinic  at  Albert  Einstein 
Medical  Center,  Daroff  Division.  Sur- 
vivors include  his  wife  and  a son,  Ivan 
Rudolph,  M.D.,  Willingboro,  N.J. 

• Paul  C.  Shiarella,  New  Kens- 
ington; New  York  Medical  College, 
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1942;  age  59;  died  October  18,  1972. 
Information  regarding  survivors  is  un- 
available. 

• L.  Monier  Smith,  Pittsburgh; 
University  of  Pittsburgh  School  of 
Medicine,  1908;  age  87;  died  January 
5,  1973.  A son  survives  him. 

• John  D.  Stevenson,  Jacksonville, 
Florida;  Baltimore  Medical  College, 
1905;  age  95;  died  December  22. 
1972.  Information  regarding  survivors 
is  unavailable. 

• Per-Olof  G.  Therman,  Philadel- 
phia; University  of  Helsinki,  Finland, 
1936;  age  63;  died  January  21,  1973. 
He  was  a member  of  the  American 
Psychiatric  Association,  the  Pennsyl- 
vania Psychiatric  Society  and  the 
Philadelphia  Psychiatric  Society;  also, 
the  American  Association  for  the  Ad- 
vancement of  Sciences,  the  American 
Physiological  Society  and  the  Philadel- 
phia College  of  Physicians. 

• Max  Tischler,  Wilkes-Barre; 
Johns  Hopkins  University  School  of 
Medicine,  1917;  age  80;  died  January 
16,  1973.  He  was  a past  president  of 
the  Luzerne  County  Medical  Society. 
Information  regarding  survivors  is  un- 
available. 


• Merrill  H.  Woolmington,  Wayne; 
University  of  Pennsylvania  School  of 
Medicine,  1944;  age  54;  died  No- 
vember 9.  1972.  He  was  on  the  staff  at 
Wills  Eye,  Bryn  Mawr  and  Lankenau 
Hospitals  and  was  a member  of  the 
American  Academy  of  Ophthalmology 
and  Otolaryngology.  We  have  no  in- 
formation on  survivors. 

• Ellis  W.  Young,  Pittsburgh;  Jef- 
ferson Medical  College,  1935;  age  65; 
died  December  28,  1972.  He  was  a 
member  of  the  American  College  of 
Cardiology  and  the  American  College 
of  Physicians.  Surviving  are  his  wife,  a 
son,  a daughter,  a sister  and  two 
brothers. 

• Alexander  Zinovenko,  Old 

Forge;  Temple  University  School  of 
Medicine,  1950;  age  51;  died  Sep- 
tember 9,  1972.  Surviving  are  a son, 
two  sisters  and  a brother. 

Mario  J.  Cortellini,  Bethlehem; 
Georgetown  University  School  of 
Medicine,  1935;  age  63;  died  De- 
cember 22,  1972.  He  is  survived  by  his 
wife,  a daughter,  a son,  his  mother  and 
three  sisters. 

Joseph  H.  Felgoise,  Philadelphia; 
Temple  University  School  of  Medi- 
cine, 1927;  age  72;  died  January  10, 


1973.  His  wife,  a sister  and  a brother 
survive  him. 

Joe  C.  Gilbert,  Lebanon;  Johns 
Hopkins  Medical  School,  1938;  age 
61;  died  August  27,  1972.  His  wife 
survives  him. 

Hyman  M.  Ginsberg,  Philadelphia; 
Johns  Hopkins  Medical  School.  1910; 
age  86;  died  January  1 , 1 973.  One  son, 
two  daughters  and  a sister  survive  him. 

Joseph  Klugler,  Downingtown;  Uni- 
versity of  Vienna,  Austria,  1924;  age 
79;  died  December  19,  1972.  He  is 
survived  by  his  wife,  a son  and  a 
brother. 

Grace  E.  Loughran,  Elkins  Park; 
Temple  University  School  of  Medi- 
cine, 1910;  age  83;  died  August  31. 
1972.  Information  regarding  survivors 
is  unavailable. 

Angelo  Toigo,  Johnstown;  North- 
western University  Medical  School. 
1951;  age  46;  died  December  21, 
1972.  He  was  director  of  medicine  at 
the  Conemaugh  Valley  Memorial  Hos- 
pital. We  have  no  information 
regarding  survivors. 

Janies  D.  Whitall,  West  Chester; 
Jefferson  Medical  College.  1906;  age 
89;  died  December  26,  1972.  A daugh- 
ter. two  sons  and  a sister  survive  him. 
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A GENTLE  CEREBRAL 
STIMULANT  & VASODILATOR 
FOR  GERIATRIC  PATIENTS 

CEREBRO-NICIN®  double-blind  study* 
shows  how  some  senile  symptoms  can  be  treated. 
Four  times  as  many  aging  patients  showed 
striking  improvement. 

Each  CEREBRONICIN  capsule  contains: 

Pentylenetetrazole 100  mg.  • Nicotinic  Acid  ...100  mg. 

Ascorbic  Acid  100  mg.  • Thiamine  HCI  25  mg. 

I-Glutamic  Acid  .-..50  mg.  • Niacinamide  5 mg. 

Riboflavin  2 mg.  • Pyridoxine  HCI  3 mg. 

AVAILABLE:  Bottles  100,  500,  1000 

SIDE  EFFECTS:  Most  persons  experience  a flushing  and  tin- 
gling sensation  after  taking  a higher  potency  nicotinic  acid. 
As  a secondary  reaction  some  will  complain  of  nausea,  sweat- 
ing and  abdominal  cramps.  The  reaction  is  usually  transient. 
INDICATIONS:  As  a cerebral  stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC  DOSAGE:  One  capsule  three  times 
daily  adjusted  to  the  individual  patient. 

WARNING:  Overdosage  may  cause  muscle  tremor  and  con- 
vulsions. 

CONTRAINDICATIONS:  Epilepsy  or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. Keep  out  of  reach  of  children. 

Wr,te  f°r  literature  and  samples  , . . 

fBR(m  thf  BROWN  PHARMACEUTICAL  CO. 

2500  W.  6th  St.,  Los  Angeles,  Calif.  90057 

'MAILABLE  ON  REQUEST:  Ronald  I.  Goldberg,  M O.  & Franklin  I.  Shuman,  M.D. 
Double-blind  study  on  the  treatment  of  mentally  confused  patients.  Reprinted 
from  the  Journal  of  the  American  Geriatrics  Society,  Vol.  XII,  No.  6,  June  1964. 
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acute  arthritic  inflammation. ..heat  that  freezes 

In  acute  rheumatoid  arthritis  consider  Tandearil.  The  anti-inflammatory 
action  of  Tandearil  quickly  helps  reduce  heat,  pain,  swelling,  and 
stiffness.  Results  are  usually  seen  in  3 or  4 days.  Try  it  for  a week  when 
the  symptoms  defy  aspirin  control. 

Remember  that  Tandearil  is  not  a simple  analgesic.  It  should  not  be  used 
on  patients  responding  to  routine  therapy.  Before  using,  please  read 
the  prescribing  information.  It’s  summarized  below. 

Tandearil  helps  take  the  heat  off 

oxyphenbutazone  NF 

Geigy 

Tablets  of  100  mg. 

Important  Note:  This  drug  is  not  a simple 
analgesic.  Do  not  administer  casually.  Care- 
fully evaluate  patients  before  starting  treat- 
ment and  keep  them  under  close  supervision. 

Obtain  a detailed  history,  and  complete  phys- 
ical and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing 
and  at  frequent  intervals  thereafter.  Carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures,  contraindicated  patients 
or  those  who  cannot  be  observed  frequently. 

Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms 
with  the  smallest  possible  dosage  is  the  goal 
of  therapy.  Dosage  should  be  taken  with  meals 
or  a full  glass  of  milk.  Patients  should  discon- 
tinue the  drug  and  report  immediately  any  sign 
of:  fever,  sore  throat,  oral  lesions  (symptoms 
of  blood  dyscrasia);  dyspepsia,  epigastric 
pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulcera- 
tion or  hemorrhage,  skin  reactions,  significant 
weight  gain  or  edema.  A one-week  trial  period 
is  adequate.  Discontinue  in  the  absence  of  a 
favorable  response.  Restrict  treatment  periods 
to  one  week  in  patients  over  sixty. 

Indications:  Acute  gouty  arthritis,  rheumatoid 
arthritis,  rheumatoid  spondylitis. 

Contraindications:  Children  14  years  or  less; 
senile  patients;  history  or  symptoms  of  G.l. 
inflammation  or  ulceration  including  severe, 
recurrent  or  persistent  dyspepsia;  history  or 
presence  of  drug  allergy;  blood  dyscrasias; 
renal,  hepatic  or  cardiac  dysfunction;  hyper- 
tension; thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due 
to  the  drug;  polymyalgia  rheumatica  and  tem- 
poral arteritis;  patients  receiving  other  potent 
chemotherapeutic  agents,  or  long-term  anti- 
coagulant therapy. 

Warnings:  Age,  weight,  dosage,  duration  of 
therapy,  existence  of  concomitant  diseases, 
and  concurrent  potent  chemotherapy  affect  in- 
cidence of  toxic  reactions.  Carefully  instruct 
and  observe  the  individual  patient,  especially 
the  aging  (forty  years  and  over)  who  have 
increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh 
initially  unpredictable  benefits  against  po- 


tential risk  of  severe,  even  fatal,  reactions. 

The  disease  condition  itself  is  unaltered  by 
the  drug.  Use  with  caution  in  first  trimester  of 
pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious, 
even  fatal,  blood  dyscrasias,  including 
aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest 
days  or  weeks  after  cessation  of  drug.  Any 
significant  change  in  total  white  count,  rela- 
tive decrease  in  granulocytes,  appearance 
of  immature  forms,  or  fall  in  hematocrit  should 
signal  immediate  cessation  of  therapy  and 
complete  hematologic  investigation  Unex- 
plained bleeding  involving  CNS,  adrenals,  and 
G.l.  tract  has  occurred.  The  drug  may  potenti- 
ate action  of  insulin,  sulfonylurea,  and  sul- 
fonamide-type agents.  Carefully  observe 
patients  taking  these  agents.  Nontoxic  and 
toxic  goiters  and  myxedema  have  been  re- 
ported (the  drug  reduces  iodine  uptake  by  the 
thyroid).  Blurred  vision  can  be  a significant 
toxic  symptom  worthy  of  a complete  ophthal- 
mological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented 
by  reducing  dosage.  If  edema  occurs  in  pa- 
tients over  sixty,  discontinue  drug. 

Precautions:  The  following  should  be  ac- 
complished at  regular  intervals:  Careful  de- 
tailed history  for  disease  being  treated  and 
detection  of  earliest  signs  of  adverse  reac- 
tions; complete  physical  examination  includ- 
ing check  of  patient's  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two 
week  blood  check;  pertinent  laboratory  studies. 
Caution  patients  about  participating  in  activ- 
ity requiring  alertness  and  coordination,  as 
driving  a car,  etc.  Cases  of  leukemia  have 
been  reported  in  patients  with  a history  of 
short-  and  long-term  therapy.  The  majority  of 
these  patients  were  over  forty.  Remember  that 
arthritic-type  pains  can  be  the  presenting 
symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its 
misuse  can  lead  to  serious  results.  Review 
detailed  information  before  beginning  therapy. 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia, 


gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  ab- 
dominal distention,  agranulocytosis,  aplastic 
anemia,  hemolytic  anemia,  anemia  due  to 
blood  loss  including  occult  G.l.  bleeding, 
thrombocytopenia,  pancytopenia,  leukemia, 
leukopenia,  bone  marrow  depression,  sodium 
and  chloride  retention,  water  retention  and 
edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepa- 
titis (cholestasis  may  or  may  not  be  promi- 
nent), petechiae,  purpura  without  thrombocy- 
topenia, toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syn- 
drome, Lyell's  syndrome  (toxic  necrotizing 
epidermolysis),  exfoliative  dermatitis,  serum 
sickness,  hypersensitivity  angiitis  (poly- 
arteritis), anaphylactic  shock,  urticaria,  arth- 
ralgia, fever,  rashes  (all  allergic  reactions 
require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria, 
anuria,  renal  failure  with  azotemia,  glomeru- 
lonephritis, acute  tubular  necrosis,  nephrotic 
syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug, 
impaired  renal  function,  cardiac  decompensa- 
tion, hypertension,  pericarditis,  diffuse  inter- 
stitial myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia 
rheumatica,  optic  neuritis,  blurred  vision, 
retinal  hemorrhage,  toxic  amblyopia,  retinal 
detachment,  hearing  loss,  hyperglycemia, 
thyroid  hyperplasia,  toxic  goiter,  association 
of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions 
associated  with  overdosage,  including  convul- 
sions, euphoria,  psychosis,  depression,  head- 
aches, hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia;  ulcerative 
stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-F  (10/71) 

For  complete  details,  including  dosage, 
please  see  lull  prescribing  Information. 

GEIGY  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 


TA  9041 


more  than  sleep 

YOUR  CHOICE  OF  SLEEP  MEDICATION 
IS  WISELY  BASED  ON  MORE  THAN 
SLEEP-INDUCING  POTENTIAL 


Sleep  with 
relative  safety 

Chronic  tolerance  studies  have  con- 
firmed the  relative  safety  of  Dalmane 
(flurazepam  HCI);  no  depression 
of  cardiac  or  respiratory  function  was 
noted  in  patients  administered 
recommended  or  higher  doses  for 
as  long  as  90  consecutive  nights. 

In  most  instances  when  adverse 
reactions  were  reported,  they  were 
mild,  infrequent  and  seldom  required 
discontinuance  of  therapy.  Morning 
“hang-over”with  Dalmane  has  been 
relatively  infrequent.  Dizziness, 
drowsiness,  lightheadedness  and  the 
like  have  been  the  side  effects  noted 
most  frequently,  particularly  in  the 
elderly  and  debilitated.  (An  initial 
dose  of  Dalmane  15  mg  should  be 
prescribed  for  these  patients.) 


Sleepfor7to8 
hours  without  need 
to  repeat  dosage 
during  the  night 

No  sleep  medication  has  been  as 
rigorously  evaluated  in  the  sleep 
research  laboratory  as  Dalmane. 
Insomnia  patients  given  one  30-mg 
capsule  of  Da!mane(flurazepam  HCI) 
at  bedtime,  on  average:  fell  asleep 
within  17  minutes,  had  fewer  night- 
time awakenings,  spent  less  time 
awake  after  sleep  onset,  and  slept  for 
7 to  8 hours  with  no  need  to  repeat 
dosage  during  the  night. 


Sleep  with 
consistency- 
no  waning  of 
therapeutic 
effectiveness 

Over  multiple  nights  of  therapy,  no 
waning  of  drug  effectiveness  was 
noted. There  was  consequently  no 
need  to  increase  dosage  during  the 
study  periods.  It  stands  to  reason 
that  the  fewer  repeat  or  incremental 
doses  needed  to  sustain  sleep,  the 
lower  the  total  cost  of  the  sleep  medi- 
cation. Consistent  effectiveness  is  the 
measure  of  Dalmane(flurazepam  HCI) 
economy. 

When  your  evaluation  of  insomnia 
indicates  the  need  for  a sleep  medi- 
cation, consider  Dalmane— a single 
entity  nonnarcotic,  nonbarbiturate 
agent  proved  effective  and  relatively 
safe  for  relief  of  insomnia. 


One  30-mg  capsule  h.s.— usual  adult  dosage. 
One  15-mg  capsule  h.s.  — initial  dosage 
for  elderly  or  debilitated  patients. 
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ROCHE 


ROCHE  LABORATORIES 
Division  of  Hoffm^nn-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insom- 
nia characterized  by  difficulty  in  falling 
asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor 
sleeping  habits;  and  in  acute  or  chronic 
medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administra- 
tion is  generally  not  necessary  or 


recommended. 

Contraindications:  Known  hypersensi- 
tivity to  flurazepam  HCI. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  Caution  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  (e  g.,  operating 
machinery,  driving).  Use  in  women  who 
are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed 
against  possible  hazards.  Not  recom- 
mended for  use  in  persons  under  15  years 


of  age. Though  physical  and  psychologi 
dependence  have  not  been  reported  oi 
recommended  doses,  use  caution  in  ac 
ministering  to  addiction-prone  individi 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated 
initial  dosage  should  be  limited  to  15  it 
to  preclude  oversedation,  dizziness  an 
or  ataxia.  If  combined  with  other  drug? 
having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive  etfe ; 
Employ  usual  precautions  in  patients 
who  are  severely  depressed,  or  with 
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t depression  or  suicidal  tendencies, 
die  blood  counts  and  liver  and  kid- 
unction  tests  are  advised  during 
ated  therapy.  Observe  usual  precau- 
in  presence  of  impaired  renal  or 
jtic  function. 

>jr se  Reactions:  Dizziness,  drowsi- 
: lightheadedness,  staggering,  ataxia 
ailing  have  occurred,  particularly 
erly  or  debilitated  patients.  Severe 
fion,  lethargy,  disorientation  and 
, probably  indicative  of  drug  intoler- 
or  overdosage,  have  been  reported. 


Also  reported  were  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  Gl  pain,  nervous- 
ness, talkativeness,  apprehension,  irri- 
tability, weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints.There  have  also  been  rare  occur- 
rences of  sweating,  flushes,  difficulty  in 
focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste, excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech, 


confusion,  restlessness,  hallucinations, 
and  elevated  SGOT,  SGPT,  total  and  direct 
bilirubins  and  alkaline  phosphatase 
Paradoxical  reactions,  e g.,  excitement, 
stimulation  and  hyperactivity,  have  also 
been  reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  bene- 
ficial effect.  Adults:  30  mg  usual  dosage: 
15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients:  15  mg 
initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 


He  wont  resist 

feeling  better  witt 

Mylanta 

Because  the  taste  is  good. 

□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 
'□  non-constipating 


aluminum  and  magnesium  hydroxides  with  simethicone 
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HOUSE  OF  DELEGATES  TO  MEET  IN  SPECIAL  SESSION  The  Board  of  Trustees 

has  called  a special 

session  of  the  State  Society’s  House  of  Delegates  for  Saturday  and 
Sunday,  June  9 and  10,  at  the  new  Host  Inn,  Harrisburg.  Purpose  of 
the  meeting  is  to  explore  all  aspects  of  the  legislation  establish- 
ing Professional  Standards  Review  Organizations  and  to  determine  a 
coordinated  role  with  respect  to  the  law.  All  delegates  will  re- 
ceive details  in  a communication  from  William  Y.  Rial,  M.D.,  speaker 
of  the  House  of  Delegates.  Presidents  of  the  medical  staffs  of 
Pennsylvania ' s 316  hospitals  will  be  invited  to  attend  the  session. 
Other  details  appear  on  page  17  of  this  issue. 


SOCIETY  PROTESTS  OFFICE  LAB  PERMIT  LETTER  The  State  Society  has 

asked  the  Department 

of  Health  to  rescind  a letter  sent  to  Commonwealth  physicians  stat- 
ing that  permits  are  required  to  operate  office  laboratories.  In 
a letter  to  Secretary  of  Health  J.  Finton  Speller,  M.D.,  with  a 
copy  to  Leonard  Bachman,  M.D.,  the  governor’s  director  of  health 
services.  Society  President  Robert  S.  Sanford,  M.D.,  asked  for  clar- 
ification of  an  act  signed  December  6,  1972,  known  as  the  "Clinical 
Laboratory  Act."  The  Society’s  position  is  that  the  Department  of 
Health  exceeded  the  intent  of  the  clinical  laboratories  act  by  de- 
manding that  physicians  who  maintain  an  office  laboratory  must  apply 
for  a permit  for  it  no  later  than  April  l6,  1973:>  even  though  their 
office  practices  are  not  operated  "primarily"  for  the  purpose  of 
performing  laboratory  analyses.  The  department’s  undated  letter  to 
physicians  omits  the  word  "primarily"  in  its  definition  of  clinical 
laboratory. 


DEFINITIVE  TEXT  PUBLISHED  FOR  NEWEST  SPECIALTY  The  first  defini- 
tive textbook  on 

the  discipline  of  family  medicine  is  now  off  the  press.  Family 
Practice  is  a basic  text  for  students  and  residents  in  medicine’s 
newest  board  certified  specialty,  and  is  used  also  as  a reference 
for  practicing  physicians.  Howard  F.  Conn,  M D.,  of  Uniontown,  Pa., 
is  co-editor  along  with  Thomas  W.  Johnson,  M.D.,  former  director  of 
the  Education  Division  of  AAFP,  and  Robert  Rakel,  M.D.,  chairman  of 
the  Department  of  Family  Practice  at  the  University  of  Iowa  College 
of  Medicine.  Publisher  of  the  text,  already  scheduled  for  a second 
printing,  is  W.  B.  Saunders  Co.,  West  Washington  Square, 
Philadelphia,  19105- 

BOARD  ACTS  TO  ENCOURAGE  FAMILY  PRACTICE  The  Board  of  Trustees  has 

adopted  nine  recommenda- 
tions of  the  Council  on  Governmental  Relations  designed  to  encourage 
the  production  and  retention  of  more  family  physicians  in  Pennsyl- 
vania. They  are:  1.  Determine  what  medical  schools  have  done  to  in- 
crease the  number  of  family  physicians  and  encourage  schools  to  in- 
crease their  efforts  in  this  area;  2.  Urge  a higher  tuition  for 
those  entering  Pennsylvania  medical  schools  from  out  of  state;  3- 
Encourage  more  Pennsylvanians  to  enter  medical  schools;  4.  Encourage 
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medical  schools  to  establish  formal  affiliations  with  community  hosp- 
itals; 5-  Encourage  medical  students  to  take  advantage  of  existing 
family  practice  residencies  and  urge  the  development  of  additional 
residencies;  6.  Urge  the  gathering  of  specific  data  on  areas  of  phy- 
sician shortage;  7*  Continue  to  cooperate  with  the  Pennsylvania  Acad- 
emy of  Family  Physicians  to  recruit  teachers  of  family  medicine;  8. 

Seek  funds  from  the  Legislature  to  establish  family  practice  residen- 
cies in  designated  areas;  9*  Encourage  locum  tenens  arrangements  be- 
tween rural  physicians  and  medical  schools  so  that  refresher  courses 
can  be  taken  without  hardship  to  rural  physicians  and  their  patients. 

REGIONAL  HEALTH  COMMISSIONERS  APPOINTED  Four  physicians  have  been 

appointed  to  new  top-level 

administrative  posts  in  the  Department  of  Health  by  Governor  Milton 
J.  Shapp . These  regional  health  commissioners  will  plan5  organize 
and  direct  area-wide  programs  of  public  health  services  provided 
through  local  health  departments  and  regional  and  state  health  centers 
of  the  Department  of  Health.  They  are:  Virginia  E.  Washburn;  M.D.; 
Pittsburgh^  who  will  serve  as  commissioner  for  Region  IV;  J.  Thomas 
Millington;  M.D.;  who  will  serve  Region  III  with  headquarters  in  Harris: 
burg;  R.  Michael  Yeller;  M.D.;  Reading;  who  will  direct  Region  II  from 
offices  in  West  Reading;  and  Walter  J.  Lear;  M.D.;  Philadelphia;  who 
will  serve  as  commissioner  of  Region  I with  offices  in  Norristown. 

Dr.  Lear  will  serve  in  a dual  capacity;  continuing  his  present  role 
of  commissioner  of  health  services  in  Region  I of  the  Department  of 
Public  Welfare. 

WIN  ENVIRONMENT  AWARDS  The  Society's  1972  Environmental  Improvement  j 

Awards  have  gone  to  Lefferts  Hutton;  of  New  ' 
Hope;  for  his  initiation  of  a recycling  program  which  has  gained  na- 
tionwide recognition  and  for  his  involvement  of  large  groups  of  people, 
in  efforts  to  improve  the  environment;  and  to  the  Sharon  Steel  Co.; 
of  Sharon;  for  its  commitment  to  air  pollution  control  and  its 
accomplishment  in  this  field. 

TWO  APPOINTED  TO  EDITORIAL  BOARD  The  Board  of  Trustees  has  appointed 

two  new  members  to  the  Board  of  Con 
tributing  Editors  of  PENNSYLVANIA  MEDICINE.  They  are:  Edward  F.  Sickel 
M.D.;  Harrisburg  otolaryngologist;  and  Joseph  A.  Ricci;  M.D.;  Harris- 
burg; an  internist. 

RUSH  AWARDEES  ANNOUNCED  Joseph  J.  Florish;  of  Philadelphia;  and  the 

Centre  County  Ambulance  Association;  of 
Centre  Hall;  have  been  chosen  to  receive  the  Society's  1972  Benjamin 
Rush  Awards.  Florish;  a college  student;  was  chosen  for  the  individ- 
ual award  for  health  service  because  of  his  efforts  in  founding  a 
multi-city  program  to  combat  venereal  disease.  The  Centre  County  Am- 
bulance Association  was  selected  to  receive  the  group  award  for  its 
work  in  coordinating  the  activities  of  nine  ambulance  clubs  in  Centre 
County  to  promote  the  theory  and  practice  of  good  ambulance  service  in 
the  county.  David  S.  Masland;  M.D.;  chairman  of  the  Board  of  Trustees; 
said  the  awards  will  be  presented  during  the  1973  Annual  Session  of  the 
House  of  Delegates  in  Philadelphia  in  October. 

PAS;  MAP  REGIONAL  WORKSHOP  SCHEDULED  A workshop  on  the  Medical  Audit 

Program  and  the  Professional 

Activity  Study  will  be  held  from  8:30  a.m.  to  4 p.m.;  Thursday;  April 
23;  at . the  Valley  Forge  Hilton  in  King  of  Prussia.  Further  information 
is ^available  from  the  Commission  on  Professional  and  Hospital  Activitie; 
1968  Green  St.;  Ann  Arbor,  Mich.  48105. 
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PENNSYLVANIA  MEDICINE 


PROFESSIONAL  LIABILITY 
INSURANCE 

PENNSYLVANIA  MEDICAL  SOCIETY 
(Sponsor) 


ARGONAUT  INSURANCE 
COMPANY 

(Underwriter) 


PARKER  & COMPANY  INC. 
OF  PENNSYLVANIA 

(Administrator) 


A long-term,  physician-oriented  insurance  partnership.. .designed  for  today  with 

tomorrow  in  mind! 


Check  the  Program’s  key  features — each  of  significant  value  to  you... 

★ No  member’s  application  can  be  rejected  without  the  applicant  having  the  right  to  request 
the  State  Society’s  review  and  concurrence... 

★ Five  year  coverage  cannot  be  canceled  or  non-renewed  (except  for  non-payment  of 
premium)  without  consent  of  the  State  Society  following  the  insured’s  appeal  for  review... 

★ State  Society  “peer  review”  of  individual  claim  or  suit  settlement  disputes... 

★ Primary  coverage  available  up  to  and  including  limits  of  $1,000,000... 

★ Physicians  previously  insured  under  Lloyds’  “claims  made”  policy  have  the  option  of 
purchasing  retroactive  “drop-back”  coverage  ... 

★ Extensive  involvement  by  State  Society  in  underwriting,  claims,  classification  statistics  and 
rate-making  developments... 

★ Planned  program  of  continuing  education  in  malpractice  claims  avoidance  and  preven- 
tion... 


Plan  now  on  participating...  with  the  State  Society  acting  as  the  physician’s  “Ombudsman,” 
it’s  like  having  your  own  insurance  company...  only  better! 


Use  this  coupon  to  secure  an  application 


Name  

Office  Address  

City  

Telephone  

Medical  Specialty  

Date  your  professional  liability 
insurance  expires  


Mail  to: 

Parker  & Company  Inc.  of  Pennsylvania 
161 6 Walnut  Street,  Philadelphia,  Pa.  19103 
Attention:  A.  John  Smither,  Vice-President 

□ I am  interested  in  participating  in  the  PMS  Lia- 
bility Insurance  Program.  Please  send  me  an 
application. 


Present  Carrier 


Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
diazepam)  part  of  your  treatment 
ilan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
ind,  if  so,  what  his  response  has 
aeen.  Along  with  the  medical  and 
>ocial  history,  this  information  can 
lelp  you  determine  initial  dosage, 
he  possibility  of  side  effects  and 
he  ultimate  prospects  of  success 
>r  failure. 

While  Valium  can  be  a most 
lelpful  adjunct  to  your  counseling, 
t should  be  prescribed  only  as  long 
is  excessive  psychic  tension  per- 
;ists  and  should  be  discontinued 
vhen  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  when  dosage  guidelines 
ire  followed,  Valium  is  well 
olerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5 -mg 
ind  1 o-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
lave  been  the  most  commonly  re- 

J 

>orted  side  effects. 

Until  response  is  determined, 
latients  receiving  Valium  should 
>e  cautioned  against  engaging  in 
lazardous  occupations  requiring 
omplete  mental  alertness,  such 
s driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
eluerly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  ana  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  availalile  in 
Tel-E-Dose®  packages  of  1000. 


\filium 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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LET  EXTENDICARE 
PUT  YOU  IN 
PRIVATE  PRACTICE 

NO  FEES 


Listed  below  are  wonderful  opportunities  for  the 
various  specialties  listed: 


HUNTSVILLE. 

ALABAMA: 


(New  Hospital)  Urgent 
need  for  Internal  Medicine 
physicians  and  General 
Practitioners. 


CENTER.  TEXAS: 

RONCEVER  TE. 

W.  VIRGINIA: 


Urgent  need  for  General 
Surgeon  and  General 
Practitioner. 

Urgent  need  - Ped.,  Ortho., 
Surg. 


Free  inspection  trip.  Household  move,  free  office 
rent,  guaranteed  income.  Other  opportunities  exist. 

Call  collect  502-589-3790  for  details,  EXTEN- 
DICARE, INC.,  Professional  Relations  Department, 
P.O.  Box  1438,  Louisville,  Kentucky  40201.  Jim 
Mattingly,  Director. 


The  treatment  of 


impotence 

due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
rm  as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


Android 

(thyroid-androgen)  tablets 


fm 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


I s. 

Choice  of  4 strengths: 

Android  Android-HP 


Each  yellow  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Eit.  (1/6  gr.)  ..10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  . 5.0  mg. 
Thyroid  Eit.  («/a  gr.)  ...  30  mg. 

Glutamic  Acid  50  mg 

Thiamine  HCL  10  mg 

Dose:  1 tablet  3 times  daily 
Available: 

Bottles  of  100,  500,  1000. 


Android-X  Android-Plus 

EXTRA  HIGH  POTENCY  WITH  HIGH  POTENCY 

B COMPLEX  AN0  VITAMIN  C 

Each  orange  tablet  contains:  Each  while  tablet  contains: 

Methyl  Testosterone  .12.5  mg.  Methyl  Testosterone  ..2. 5 mg. 

Thyroid  Eit.  (1  gr.)  64  mg.  Thyroid  E*t.  (V«  gr.)  ..15  mg. 

Glutamic  Acid  50  mg.  Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  10  mg.  Thiamine  HCL  25  mg 

Dose:  1 or  2 tablets  daily.  Glutamic  Acid  100  mg. 

Available  Pyridoxins  HCL S mg. 

u ...  Niacinamide  75  mg. 

t es  o 60,500.  Calcium  Pantothenate  .10  mg 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60,  500. 

THE  BROWN  PHARMACEUTICAL  CC 


Write  lor  literature  and  samples: 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional  l! 

cases  of  jaundice  with  plugging  biliary  canalicuh  have  occurred  with  average  doses  of  Methyl  Testos-  J 
terone.  Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache.  I1 
dimness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart  i 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior  | 
to  and  during  thyroid  administration. 

Adverse  Reactions  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema 
Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued  I 
as  soon  as  hypercalcemia  is  detected 


References  1 Monteseno.  P..  and  Evangelista.  I.  Methyltestosterone-thyroid  treatment  of  sekual 
impotence  Clin  Med  12  69.  1966  2 Oublin.  M F Treatment  of  impotence  with  methyltestosterone- 

thyroid  compound.  West  Med  5 67.  1964  3.  Titeff,  A.  S.  Methy * 
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Relief  from 
minor  pain 
for 

increased 
range  of 
motion  in 

RHEUMATOID  and 
OSTEOARTHRITIS 

Ger-O-Foam,  when  massaged  into  the  skin, 
provides  increased  range  of  motion  by 
decreasing  pain  in  joints  affected  by 
rheumatoid  or  osteoarthritis.  “As  a surface 
analgesic  it  enhances  the  usefulness  of 
massage  by  reducing  pain,  thus  permitting 
functional  exercises  otherwise  impossible  to 
administer.” 1 Ger-O-Foam’s  surface  analgesic- 
anesthetic  foam  relieves  minor  pain  fast  and 
lasts  for  long  periods  of  time. 

PRECAUTIONS:  Do  not  use  in  or  near  eyes, 
on  open  wounds  or  mucous  membranes.  Discontinue 
if  excessive  irritation  of  the  skin  develops. 
AVAILABLE:  1V2  and  4 oz.  cans.  Approximately 
125  applications  in  each  4 oz.  can. 

1.  Gordon,  E.  E.  and  Haas,  A., 


Indust.  Med.  & Surg.  28:217,  May,  1959. 


TM 


GER-O-FOAM 

AEROSOL  FOAM  FOR  MASSAGE 

methylsalicylate  30%  and  benzocaine  3%  in  a specially  processed  emulsion 

GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Tpke.,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 

DEVELOPERS  AND  SUPPLIERS  OF  CEVI-BID  • GAYSAL  • TESTAND-B 


C'o- 
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E-Wlycin 

(crythro 


® 250  mg- 

mycin) 


fussa 


E-Mycin 

(erythromycin,  Upjohn) 

Available  in  250  mg  tablets 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


S 1972  THE  UPJOHN  COMPANY 


JA72-2141-6 
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1.  Does  your  Professional  and  Personal 
Liability  Insurance  Program  give  you  all 
the  coverage  you  need  ? 


2.  Are  your  limits  of  liability  high  enough  to 
protect  you? 

3.  Are  you  sure  you  don’t  have  too  little  protection  for 
some  risks  and  too  much  for  others? 

4.  Are  you  protected  for  risks  not  covered  in  standard 
personal  liability  policies? 


If  your  answer  is  no  to  any  one  of  the  above 
questions . . . you  need  $1,000,000 
worth  of  protection  with  a 
Personal/Professional  Umbrella 
Liability  Insurance  Policy. 

THE  PERSONAL 
PROFESSIONAL 
UMBRELLA  LIABILITY 
INSURANCE  PROGRAM  HAS 
BEEN  ENDORSED 
BY  THE  PENNSYLVANIA 
MEDICAL  SOCIETY 

ADMINISTRATOR 

MEXNNDER 
KGENCY  NC. 

INSURANCE  WORLD-WIDE  SINCE  1853 
Union  Bank  Building,  Pittsburgh,  PA.  15222 


I am  interested  in  participating  in 
the  Liability  Insurance  Program. 
Please  send  me  an  application  for 
the  $1,000,000  Personal/Profes- 
□ sional  Umbrella  Liability  Policy. 


Name- 
Office  Address. 


City. 


State- 


Telephone. 


Mail  to:  ALEXANDER  AGENCY,  INC. 

Union  Bank  Building,  Pittsburgh,  PA.  15222 


Where  is  Category  One  Credit  given? 


In  Pennsylvania,  Category  One  Credit  is  given  for  courses,  workshops,  seminars, 
grand  rounds,  scientific  department  meetings,  or  any  other  continuing  medical  ed- 
ucation activity  that  is  planned  and  sponsored  by  one  of  the  following: 

Coatesville:  Veterans  Administration  Hospital 
Drexel  Hill:  Delaware  County  Memorial  Hospital 
Elwyn:  Elwyn  Institute 

Johnstown:  Conemaugh  Valley  Memorial  Hospital 
Norristown:  Norristown  State  Hospital 
Philadelphia:  Albert  Einstein  Medical  Center 
American  College  of  Physicians 
Hahnemann  Medical  College 
Institute  of  Pennsylvania  Hospital 
Jefferson  Medical  College 
Temple  University  School  of  Medicine 
University  of  Pennsylvania  School  of  Medicine 
Pittsburgh:  University  of  Pittsburgh  School  of  Medicine 
Western  Pennsylvania  Hospital 

Reading:  Pennsylvania  Academy  of  Ophthalmology  and  Otolaryngology 
York:  York  Hospital 

Category  One  Credit  can  be  earned  by  participation  in  educational  experiences 
planned  and  sponsored  by  one  of  the  institutions  listed  on  pages  26,  27,  or  29  of 
the  December  issue  of  PENNSYLVANIA  MEDICINE. 


AAFP  Members  Please  Note:  Those  physicians  who  have  met  the  education  requirement  of 
the  American  Academy  of  Family  Physicians  need  not  accumulate  credit  hours  separately 
for  the  Physician’s  Recognition  Award.  They  merely  (1)  Notify  the  AM  A that  they  have  met 
the  AAFP  requirement  and  (2)  Enclose  the  $5.00  application  fee. 


Council  on  Education  and  Science,  Pennsylvania  Medical  Society 
20  Erford  Road,  Lemoyne,  Pennsylvania  17043 
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1973  PMS  Officers’  Conference  program  set 


Robert  H.  Henry,  director  of  profes- 
sional affairs  of  the  United  States  Phar- 
macopoeial  (USP)  Convention,  will 
give  the  afterdinner  address  at  the  1973 
Officers’  Conference  on  Wednesday, 
April  25,  1973  at  the  Penn  Harris 
Motor  Inn,  Camp  Hill.  The  title  of  his 
talk  is  “The  USP:  Give  it  to  the  Ele- 
phants.” 

With  the  demise  of  the  AMA’s 
Council  on  Drugs,  new  questions  have 
arisen  regarding  the  role  of  the  federal 
government  and  drugs.  Figuring  in  this 
discussion  is  the  USP  and  its  possible 
future  relationship  to  Public  Law  92- 
603. 


MR.  HENRY 


A session  on  current  com- 
munications with  the  AMA,  scheduled 
for  Wednesday  afternoon  at  3:00  pm, 
will  be  handled  by  John  R.  Kernodle, 
M.D.,  chairman,  AMA  Board  of  Trus- 
tees, and  Malcolm  W.  Miller,  M.D., 
chairman  of  the  Pennsylvania  Delega- 
tion. Officers  will  have  an  opportunity 
to  ask  questions  regarding  current  ac- 
tivities and  policies  of  the  AMA  and  the 
Pennsylvania  Delegation’s  role  in 
shaping  those  policies. 

Also  on  Wednesday  afternoon,  April 
25,  Wendell  Freeland,  chairman  of 
HEW’s  Commission  on  Medical  Mal- 
practice, will  speak.  The  Pittsburgh  at- 
torney will  be  dealing  with  the  report- 
edly controversial  recommendations  of 
the  commission’s  findings  scheduled 
for  release  soon. 

James  A.  Reynolds,  Washington  edi- 
tor of  Medical  Economics,  will  present 
“The  View  from  Capitol  Hill.”  Before 


joining  Medical  Economics  in  1963, 
Reynolds  worked  for  United  Press, 


Congressional  Quarterly,  the  W all 
Street  Journal,  and  National  Geograph- 
ic. He  held  the  position  of  managing  ed- 
itor of  Medical  Economics  for  six  years 
before  taking  over  the  Washington  of- 
fice. 

The  highlight  of  the  Thursday  morn- 


ing session  will  be  an  address  by  San- 
ford A.  Marcus,  M.D.,  Daly  City, 
California,  president  of  the  Union  of 
American  Physicians.  Dr.  Marcus  will 
be  followed  by  a reaction  panel. 
Presenting  the  rebuttal  to  physicians' 
unions  will  be  Joseph  F.  Boyle,  M.D., 
Los  Angeles,  vice-speaker  of  the 
California  Medical  Association  House 
of  Delegates. 

Jacob  dayman,  administrative 
director.  Industrial  Union  Department, 
AFL-CIO,  Washington,  will  give 
labor's  point  of  view.  The  third  member 
of  the  reaction  panel  is  Harry  Schwartz, 
senior  editorial  writer  for  the  New 
York  Times  and  author  of  the  recently 
published  book,  “The  Case  for  Ameri- 
can Medicine.” 


2:00  p.m. 


2:05  p.m. 

2:30  p.m. 
3:00  p.m. 


3:45  p.m. 
4:00  p.m. 

4:20  p.m. 


6:00  p.m. 
6:30  p.m. 


8:00  a.m. 
9:00  a.m. 
9:30  a.m. 
10:00  a.m. 
10:15  a.m. 


1973  Officers’  Conference  Program 
Wednesday,  April  25 

Opening  Remarks: 

David  S.  Cristol,  M.D.,  Chairman 
Officers’  Conference  Committee 
Keynote  Address: 

Robert  S.  Sanford,  M.D.,  PMS  President 
Current  PMS  Activities:  PMS  Staff 
Current  Communications  with  the  AMA 
John  R.  Kernodle,  M.D.,  Chairman 
AMA  Board  of  Trustees 
Malcolm  W.  Miller,  M.D.,  Chairman 
Pennsylvania  AMA  Delegation 
Coffee  Break 

Recommendations  of  the  HEW  Commission  on  Medical  Malpractice 
Wendell  Freeland,  Esq.,  Chairman  of  the  Commission 
The  View  from  Capitol  Hill: 

James  A.  Reynolds,  Washington  Editor 
MEDICAL  ECONOMICS 
Reception:  Bertholon  Rowland  Company 

Dinner — Address  by  Robert  Henry,  Director  of  Professional  Affairs, 
United  States  Pharmacopoeial  Convention 

Thursday,  April  26 

Councilor  District  Breakfast  Meetings 
Public  Law  92-603,  Section  249F— PSRO:Update 
Pennsylvania  Medical  Care  Foundation 
Coffee  Break 

Organizing  Organized  Medicine: 

Sanford  A.  Marcus,  M.D.,  President 
Union  of  American  Physicians 
Reaction  Panel:  • 

Physician  Opponent: 


Union  Representative: 
Journalist: 


Joseph  F.  Boyle,  M.D. 
Los  Angeles,  California 
Jacob  dayman 
Washington,  D.C. 

Harry  Schwartz 
New  York,  N.Y. 


11:30  a.m..  Adjournment 


DR.  MILLER 
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County  secretaries  visit  PMS  Headquarters 


Eleven  secretaries  of  county  societies 
and  one  executive  secretary  have  par- 
ticipated in  the  State  Society's  Secre- 
tary Orientation  Program  at  head- 
quarters during  the  first  three  months 
of  1973,  Raymond  C.  Grandon,  M.D., 
PMS  secretary,  has  reported. 

The  purpose  of  the  program  is  to  ex- 
pose county  society  secretaries  and  ex- 
ecutive secretaries  to  a full  day  of  orien- 
tation at  Society  headquarters. 

Those  who  have  participated  or  are 
scheduled  to  participate  at  this  writing 
are:  Drs.  Jon  S.  Adler,  Washington 
County;  Robert  W.  Allen,  Mercer 
County;  Frederick  R.  Gilmore,  Clear- 
field County;  J.  Preston  Hoyle,  Union 
County;  Eugene  G.  Isidro,  Lawrence 
County;  Francis  S.  Kleckner,  Lehigh 
County;  F.  Peter  Kohler,  Delaware 
County;  Thomas  R.  Meloy,  Hunt- 
ingdon County;  Donald  D.  Mitchell, 
Cambria  County;  Manuel  G.  Soriano, 
Jr.,  Elk-Cameron  County;  and  Mr. 
William  Kilpatrick  (Executive  Secre- 
tary, Northampton  County.) 

A typical  orientation  schedule  begins 
with  a general  orientation  by  John  F. 
Rineman,  PMS  executive  vice- 
president.  LeRoy  Erickson,  director  of 
educational  activities,  summarizes  the 
work  of  the  Council  on  Education  and 
Science,  concentrating  on  continuing 
education  requirements,  accreditation, 
physician  manpower,  and  emergency 
medical  service.  The  work  of  the 
Council  on  Governmental  Relations  is 
explained  by  Robert  H.  Craig,  director 
of  governmental  relations,  detailing  the 
Society’s  current  legislative  program. 

Ronald  Bachman,  acting  director  of 
economic  affairs,  concentrates  on  Blue 
Cross,  Blue  Shield,  medicare,  medicaid, 
malpractice  insurance,  and  peer  review, 
explaining  their  relation  to  the  work  of 
the  Council  on  Medical  Service.  The 
director  of  communications,  Dane 
Wert,  discusses  mass  purchasing,  televi- 
sion documentaries,  and  visual  aids  on 
the  socioeconomics  of  medicine  in 
explaining  the  work  of  the  Council  on 
Public  Service. 

After  lunch,  a typical  orientation 
program  might  find  Robert  Lamb,  as- 
sistant secretary,  exploring  the  areas  of 
model  bylaws,  professional  corpora- 
tions, grievances,  ethics,  and  legal 
opinions.  The  acting  director  of  the 


Pennsylvania  Medical  Care  Founda- 
tion, Larry  Fosselman,  reviews  Section 
249F  of  Law  92-603  (the  Bennett 
Amendment),  peer  review  systems 
iesign,  and  inpatient  medical  audits. 
Alex  Stewart,  executive  director  of  the 
Educational  and  Scientific  Trust, 
explains  the  purpose  of  the  trust, 
student  loans,  and  loans  to  children  of 
deceased  physician  members.  The  Soci- 
ety’s business  manager,  Charles  Ap- 
pleby, comments  on  the  operation  of 


the  membership  department,  PMS 
reporting  procedures,  and  record- 
keeping systems. 

Dr.  Grandon  has  urged  those  secre- 
taries who  wish  to  participate  in  the 
program  to  contact  Robert  Lamb  at  So- 
ciety headquarters,  (717)  238-1635.  He 
said  that  increased  understanding  of  the 
work  of  the  Society  councils  and 
departments  produces  better  com- 
munications and  service  to  county 
societies. 


County  societies  urged  to  list  delegates 


William  Y.  Rial,  M.D.,  speaker  of 
the  PMS  House  of  Delegates,  reports 
that  work  will  begin  soon  on  the  selec- 
tion of  reference  committees  for  the 
1973  Annual  Session  of  the  House,  to 
be  held  at  the  Mariott  Motor  Hotel  in 
Philadelphia  in  October. 

County  society  secretaries  and  exec- 
utive secretaries  are  urged  to  report  the 
names  of  their  delegates  and  alternates 
for  the  1973  Annual  Business  Session 
to  the  State  Society  immediately.  The 
names  of  nominees  for  district  censor 
are  also  required. 

The  first  session  of  the  1973  House 
will  be  called  to  order  in  the  ballroom 
of  the  Marriott  on  Thursday,  October 
18  at  1 :00  pm. 

All  proposed  amendments  to  the 
constitution  must  be  submitted  to 
Raymond  C.  Grandon,  M.D.,  secretary 


of  the  State  Society,  before  Monday, 
June  18,  1973.  Resolutions  should  be 
submitted  as  soon  as  they  are  available. 

Applications  due  for 
ABFP  examination 

The  deadline  for  the  receipt  of 
applications  for  the  next  written  certifi- 
cation examination  for  the  American 
Board  of  Family  Practice  is  August  1, 
1973.  The  two-day  examinations  are 
scheduled  for  October  20-21  in  various 
centers  throughout  the  United  States. 

Information  regarding  the  examina- 
tion can  be  obtained  by  writing 
Nicholas  J.  Pisacano,  M.D.,  secretary, 
American  Board  of  Family  Practice, 
Inc.,  University  of  Kentucky  Medical 
Center,  Annex  No.  2,  Room  229,  Lex- 
ington, Kentucky  40506. 


OFFICERS  of  the  Delaware  County  Medical  Society  for  1973  are  shown  above. 
They  are,  left  to  right,  Philip  J.  Esgro,  M.D.,  treasurer;  Otto  F.  Muller,  M.D.,  past- 
president;  David  L.  Mudrick,  M.D.,  president;  F.  Peter  Kohler,  M.D.,  secretary; 
John  L.  Kelly,  M.D.,  president-elect;  and  Furman  T.  Kepler,  M.D.,  vice-president. 
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PSRO  law  is  subject 

Board  calls  delegates  to  special  house  session 


A special  session  of  the  House  of 
Delegates  of  the  State  Society  has  been 
called  for  late  spring  by  action  of  the 
Board  of  Trustees  at  its  March  meeting. 
Its  purpose  will  be  to  explore  all  aspects 
of  the  legislation  establishing  Profes- 
sional Standards  Review  Organizations 
(PSROs),  known  as  the  Bennett 
Amendment  to  the  Social  Security  Act 
amendments  of  1972  (See  page  35, 
Pennsylvania  Medicine,  March  1973). 

The  Board  empowered  its  Executive 
Committee  to  make  the  final  decision 
setting  the  exact  time  and  place  for  the 
session.  Speaker  of  the  House  William 
Y.  Rial,  M.D.,  said  that  all  delegates 
will  receive  letters  calling  them  to  the 
session  and  detailing  time  and  loca- 
tion. 

The  Board’s  action  followed  a 


Joseph  T.  Ichter,  M.D.,  Harrisburg, 
has  been  named  vice-president  for 
medical  affairs  of  Pennsylvania  Blue 
Shield  effective  April  2. 

Dr.  Ichter,  a pediatrician,  has  been 
executive  director  of  the  Susquehanna 
Valley  Regional  Medical  Program  for 
the  past  fourteen  months.  Prior  to  that 
time  he  served  as  director  of  medical 
research  for  the  pharmaceutical  firm 
of  Merck,  Sharp  and  Dohme,  West 
Point,  Pa. 

In  his  new  post,  Dr.  Ichter  will  be 
responsible  for  medical  review  of 
claims  submitted  to  Blue  Shield,  analy- 
sis of  doctors'  charge  patterns,  liaison 

Device  warning  issued 

The  Department  of  Health  again  has 
issued  advice  that  the  purchase  of  any 
exercise  device  be  deferred  until  it  can 
be  discussed  with  a physician. 

Advertisements  being  received 
through  the  mail  by  Pennsylvanians  for 
a device  called  "Exer-Cor”  prompted 
the  warning.  The  department  believes 
the  device  makes  false  claims  of  a vari- 
ety of  unproven  medical  benefits. 
Resembling  a surf  board  with  sliding 
panels,  the  device  sells  for  approxi- 
mately $ 1 50. 

It  is  being  distributed  by  Health  and 
Education  Services,  Flick  Reedy  Cor- 
poration, Bensonville,  111. 


report  from  Executive  Vice-President 
John  F.  Rineman,  who  said:  “No  legis- 
lation has  been  so  significant  to  the 
medical  profession  since  the  passage  of 
medicare  as  the  so-called  Bennett 
Amendment — that  part  of  Public  Law 
92-603  which  provides  for  the  es- 
tablishment of  Professional  Standards 
Review  Organizations.” 

He  told  the  Board  that  much  of  the 


Formal  announcement. was  made  in 
March  by  Governor  Milton  J.  Shapp  of 
the  opening  of  eight  health  centers  for 
hemophiliacs  throughout  the  Common- 
wealth. An  advance  report  of  the  pro- 
gram appeared  on  page  4 of  the  March 


with  state  and  local  professional 
groups,  and  maintenance  of  the 
profiles  of  doctors’  charges  in  the  Blue 
Shield  Prevailing  Fee  Program. 

Dr.  Ichter  is  an  ex-officio  member 
of  the  board  of  directors  of  the  South 
Central  Pennsylvania  Health  Council 
and  is  an  assistant  professor  of  family 
and  community  medicine  at  the 
Milton  S.  Hershey  Medical  Center  of 
the  Pennsylvania  State  University  at 
Hershey. 

He  is  a member  of  the  Dauphin 
County  Medical  Society,  the  Pennsyl- 
vania Medical  Society  (where  he 
served  as  a delegate  to  the  House  of 
Delegates  for  five  years),  and  the 
American  Medical  Association.  He  is 
a fellow  of  the  American  Academy  of 
Pediatrics.  Dr.  Ichter  is  a past  presi- 
dent of  the  Bucks  County  Medical  So- 
ciety. 

Health  fair  in  York 

A Health  Fair  will  be  held  in  the 
Community  Room  of  the  York  Mall 
April  5 to  7 by  the  York  County  Medi- 
cal Society  and  its  auxiliary. 

Part  of  the  program  will  feature 
health  careers.  Staff  and  personnel  from 
York  Hospital  will  be  available  to 
discuss  careers  in  medical  and 
paramedical  fields  aimed  primarily  at 
interested  high  school  students. 


planning  for  PSROs  taking  place 
across  the  nation  is  disjointed.  "Many 
factors  contribute  to  the  current  un- 
stable situation:  a PSRO  director  has 
not  been  named  at  the  national  level; 
the  national  review  council  has  not 
been  appointed;  area  designations  for 
PSROs  are  questionable;  norms  have 
not  been  established;  regulations  have 
not  been  promulgated  and  may  not  be 
until  the  end  of  1973,”  he  said. 


issue  of  Pennsylvania  Medicine. 

The  state-wide  program  of  services, 
devised  by  the  Department  of  Health, 
is  now  operational  just  three  months 
after  having  been  signed  into  law. 

Within  certain  limitations,  blood 
products  and  comprehensive  evalua- 
tion services  will  be  provided.  With 
the  approval  of  his  private  physician,  a 
patient  may  register  by  contacting  his 
local  health  department  office  or  one 
of  the  centers  listed  below: 

• Hemophilia  Center  of  Western  Penn- 
sylvania, Central  Blood  Bank  of  Pitts- 
burgh (director — Jessica  Lewis,  M.D.) 

• Harrisburg-Hershey  Hemophilia 

Center,  Milton  S.  Hershey  Medical 
Center,  Hershey  (director — Elaine 

Eyster,  M.D.) 

• Hemophilia  Center,  St.  Joseph's 
Hospital,  Lancaster  (director — 
William  Umiker,  M.D.) 

• Hemophilia  Center,  Reading  Hospi- 
tal (director — Charles  Lusch,  M.D.) 

• Hemophilia  Project,  Einstein  Medi- 
cal Building,  Philadelphia  (director — 
Irving  Woldow,  M.D.) 

• Hemophilia  Center,  Children's  Hos- 
pital of  Philadelphia  (director — Elias 
Schwartz,  M.D.) 

• Hemophilia  Center,  Thomas  Jef- 
ferson Medical  College  Hospital, 
Philadelphia  (director — Sandor  S.  Sha- 
piro, M.D.) 

• Hemophilia  Center,  Mercy  Catholic 
Medical  Center,  Darby  (director — 
Isaac  Djerassi,  M.D.) 

Governor  Shapp  said,  “The  most 
important  thing  about  the  new  Penn- 
sylvania program  is  that  no  hemophil- 
iac resident  of  the  Commonwealth  will 
be  denied  treatment.  This  is  the  first 
program  of  its  sort  in  the  nation.” 


Dr.  Ichter  is  Blue  Shield  vice-president 


State  announces  hemophilia  centers 
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State  Society  cosponsors  trustees  seminar 


The  second  Annual  Hospital  Trus- 
tees Seminar  will  be  held  Friday,  May  4 
from  1-5  p.m.  at  the  Ramada  Inn, 
Mechanicsburg(  Route  1 1 between  Har- 
risburg and  Carlisle).  The  seminar,  en- 
titled "Quality  Control — A Public 
Trust,”  is  cosponsored  by  the  Hospital 
Association  of  Pennsylvania,  the  Penn- 
sylvania Osteopathic  Medical  Associa- 

Pain  symposium 
scheduled  at  Pitt 

A Postgraduate  Symposium  on  Pain 
will  be  presented  by  the  University  of 
Pittsburgh  School  of  Medicine,  Univer- 
sity Health  Center  of  Pittsburgh,  on 
April  28  at  Scaife  Hall  Auditorium, 
Oakland. 

The  symposium  is  approved  for 
seven  credit  hours  under  Category  1 by 
the  American  Medical  Association  for 
the  Physician's  Recognition  Award  and 
by  the  Pennsylvania  Medical  Society 
for  its  membership  requirement.  Tu- 
ition is  $25  for  practicing  physicians 
and  $ 1 5 for  residents  and  fellows.  Con- 
tact: William  M.  Cooper,  M.D., 

Division  of  Continuing  Education, 
University  of  Pittsburgh  School  of 
Medicine,  1022-H  Scaife  Hall,  Pitts- 
burgh 15213. 


tion,  and  the  Pennsylvania  Medical  So- 
ciety. 

The  speakers  are:  Thomas  H.  Ains- 
worth, Jr.,  M.D.,  Chicago,  associate 
director  of  the  American  Hospital  As- 
sociation and  chairman  of  the  Com- 
mittee of  Physicians,  who  will  explain 


AT  THE  YORK  County  Medical  Soci- 
ety’s centennial  celebration,  Fre- 
derick W.  Wright,  M.D.,  ot  Hanover, 
left,  receives  the  State  Society's  Fifty- 
Year  Award  from  William  Q.  Langston, 
M.D.,  of  York. 


the  Quality  Appraisal  Program  (QAP) 
of  the  American  Hospital  Association; 
Matthew  Marshall,  Jr.,  M.D.  Pitts- 
burgh, interim  chairman  of  the  Penn- 
sylvania Medical  Care  Foundation, 
who  will  discuss  the  Certified  Hospital 
Admission  Monitoring  Program 
(CHAMP);  and  Eric  Springer,  Pitts- 
burgh attorney  and  trustee  on  the  board 
of  Presbyterian-University  Hospital  of 
Pittsburgh,  who  will  discuss  generally 
what  the  trustee  should  know  about 
both  quality  control  and  utilization 
review  in  hospitals. 

The  seminar  will  be  of  interest  to 
hospital  medical  staffs  and  adminis- 
trators as  well  as  trustees. 

MCP  studies  VD 

A grant  in  the  amount  of  $ 104,000  to 
study  the  body's  natural  bacterial  re- 
sistance to  gonorrhea  has  been  received 
from  the  National  Institutes  of  Health 
by  the  Medical  College  of  Pennsylvania 
(MCP). 

The  principal  investigator  is  Donald 
Kaye,  M.D.,  Gladwyne,  professor  and 
chairman  of  the  MCP  department  of 
medicine.  The  other  two  investigators 
are  Elsie  R.  Carrington,  M.D.,  Ard- 
more, professor  and  chairman  of  the 
department  of  obstetrics  and  gynecolo- 
gy and  Matthew  E.  Levison,  M.D.. 
Gladwyne,  associate  professor  of  medi- 
cine. 

Dr.  Kaye  said  that  the  epidemic 
proportions  of  the  national  incidence  of 
gonorrhea  and  the  fact  that  the  bacteria 
are  becoming  resistant  to  antibiotics 
make  new  preventative  and  treatment 
methods  mandatory. 

Stops  vitamin  product 

Misbranded  Vitamin  E in  the  form 
of  wheat  germ  oil  capsules  and  liquid 
manufactured  by  the  Vio-Bin  Corpora- 
tion, which  are  being  distributed  by  a 
York  firm,  have  been  placed  on  an  em- 
bargo by  the  Bureau  of  Drug  Control  of 
the  Pennsylvania  Department  of 
Health.  The  basis  of  the  misbranding 
claim  is  that  the  manufacturer's  label 
alleges  relief  of  "heart  stress.” 

A spokesman  for  the  department  said 
that  there  is  no  medical  evidence  that 
Vitamin  E is  of  value  in  treating  heart 
disease. 


C.  A.  HOFFMAN,  M.D.,  president  of  the  AMA,  was  the  chief  speaker  at  the  York 
County  Medical  Society's  recent  centennial  celebration.  Shown  above  at  the  cen- 
tennial are,  left  to  right,  Arthur  C.  Crovatto,  M.D.,  past-president  of  the  county  so- 
ciety; William  C.  Yohe,  M.D.,  1973  president;  Dr.  Hoffman;  and  Lawrence  C.  Fish- 
er, M.D.,  the  society’s  president-elect.  The  new  officers  were  installed  during  the 
centennial  celebration.  The  State  Society  was  represented  by  David  S.  Masland, 
YI.D.,  chairman  of  the  Board  of  Trustees  and  trustees  and  councilor  for  the  Fifth 
District,  which  includes  York  County;  and  Raymond  C.  Grandon,  M.D.,  society 
secretary. 
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Complaint  mechanisms  adequate,  Council  says 


Mechanisms  to  investigate  and 
resolve  arbitrary  and  unilateral  deci- 
sions by  medicare,  medicaid,  and  Blue 
Shield  are  in  existence  in  the  State  So- 
ciety. There  is  no  need  for  the  creation 
of  another  committee  for  this  purpose. 

Such  was  the  conclusion  of  the 
Council  on  Medical  Service  following 
its  study  of  existing  mechanisms 
prompted  by  a resolution  introduced 
before  the  1972  Annual  Session  of  the 
House  of  Delegates  in  Lancaster  last 
October.  The  resolution  was  referred 
to  the  council  for  further  consider- 
ation. 

In  a letter  to  county  society  officers 
and  presidents  of  hospital  medical 
staffs,  D.  Ernest  Witt,  M.D.,  council 
chairman,  said:  "The  necessary  mecha- 
nisms for  dealing  with  such  problems 
(arbitrary  and  unilateral  decisions  by 
medicare,  medicaid,  and  Blue  Shield) 
are  in  existence  under  the  present 
structure  of  the  Council  on  Medical 
Service.  The  mechanisms  include  the 
Councilor  District  Review  Com- 
mittees, Specialty  Advisory  Com- 
mittees, the  Subcommittee  to  Advise 
Blue  Shield,  Western  Pennsylvania 
PMS-Blue  Cross  Regional  Steering 
Committee,  and  the  Council  itself.” 


The  U.S.  Senate  has  passed  a bill  to 
delay  the  effective  date  of  proposed 
Federal  Rules  of  Evidence  which 
would  destroy  traditional  physician- 
patient  confidentiality.  The  action  was 
taken  to  give  Congress  additional  time 
to  study  new  Rules  of  Evidence  which 
were  developed  by  a committee  of  the 
Judicial  Conference  of  the  United 
States  and  were  submitted  to  Congress 
by  the  Chief  Justice. 

The  law  now  gives  Congress  ninety 
days  to  consider  the  proposed  rules, 
which,  if  there  is  no  objection,  would 
become  law  July  1,  1973.  Senate  Bill 
583  would  extend  the  effective  date 
until  the  end  of  the  present  (ninety- 
third)  Congress,  or  until  Congress 
agrees  to  them. 

Unless  Congress  acts  on  the 
proposed  rules,  or  unless  the  Supreme 
Court  reconsiders,  the  physician-pa- 
tient privilege,  on  which  the  Rules  of 
Evidence  now  are  silent,  will  exist  only 


Dr.  Witt  said  that  the  Council  deter- 
mined to  take  action  through  direct 
correspondence  and  articles  in  Penn- 
sylvania Medicine  to  remind  the  mem- 
bership of  the  various  functions  of  the 
councils  and  its  committees. 


Determining  direction  for  future  ac- 
tivities was  the  result  of  the  first  meet- 
ing of  the  State  Society’s  new  Com- 
mittee on  Quackery  which  was  author- 
ized by  the  House  of  Delegates  in  1972 
and  activated  by  the  Board  of  Trustees 
in  January. 

The  committee  discussed  the 
problems  created  in  Pennsylvania  by 
quackery  and  methods  which  the  com- 
mittee is  considering  to  approach  these 
problems.  Leroy  A.  Gehris,  M.D., 
committee  chairman  and  Trustee  of 
the  Second  District,  said  the  com- 
mittee will  begin  studying  all  aspects 
of  quackery,  including  physician  inter- 
est in  the  problem,  will  develop  educa- 
tional materials  on  quackery,  and  will 
recruit  support  for  its  program  on  the 
county  society  level.  The  committee 
has  the  additional  responsibility  of 


between  a patient  and  his  psycho- 
therapist. 

While  the  rules  apply  only  to  Feder- 
al Courts,  a change  at  that  level 
regarding  physician-patient  privilege 
can  be  expected  to  be  extended  to  the 
state  courts. 

Presently  Pennsylvania  has  a statu- 
tory provision  establishing  the  con- 
fidentiality of  information  obtained  by 
a physician.  This  is  now  applicable  to 
Federal  Courts  within  the  state,  but 
the  Proposed  Rules  of  Evidence  would 
change  this. 

The  AM  A has  expressed  its  "deep 
concern”  to  the  chairmen  of  the  appro- 
priate committees  in  both  branches  of 
Congress,  and  has  reiterated  its  posi- 
tion that  a "Qualified  physician-pa- 
tient relationship  should  be  recog- 
nized.” Individuals  may  contact  their 
congressmen  to  ask  that  they  support 
Senate  Bill  583  to  give  Congress  time 
to  consider  the  proposed  rules  at 
length. 


Dr.  Witt's  letter  suggested  that 
problems  with  or  questions  about 
medicare,  medicaid,  or  Blue  Shield 
payments  be  referred  to  the  Council  on 
Medical  Service  at  State  Society 
headquarters. 


maintaining  cooperation  with  the 
Committee  on  Health  Fraud  of  the 
Pennsylvania  Health  Council. 

Dr.  Gehris  called  on  all  county 
medical  societies  as  well  as  individual 
physicians  to  report  any  personal  com- 
ments or  material  on  health  fraud  or 
chiropractic  to  the  committee,  thereby 
assisting  in  its  work. 

Members  of  the  committee  are:  Dr. 
Gehris;  Stephen  J.  Barrett,  M.D.; 
Michael  P.  Levis,  M.D.;  Nathan 
Sussman,  M.D.;  and  Ulysses  A. 
Watson,  M.D. 

Pediatric  surgery 
subject  of  Pitt  course 

“Surgical  Problems  in  Pediatrics”  is 
the  subject  of  a three-day  postgraduate 
course  scheduled  for  May  3-5  at 
Children’s  Hospital  of  Pittsburgh. 

The  course  is  being  presented  by  the 
department  of  surgery  and  the  division 
of  continuing  education  of  the  Univer- 
sity of  Pittsburgh  School  of  Medicine. 
William  B.  Kiesewetter,  M.D.,  pro- 
fessor of  surgery  at  the  medical  school, 
is  course  director. 

For  Further  information,  contact: 
William  M.  Cooper,  M.D.,  Division  of 
Continuing  Education,  University  of 
Pittsburgh  School  of  Medicine,  1 022-H 
Scaife  Hall,  Pittsburgh,  Pa.  15213. 

Hypertension  discussed 

A course  on  the  clinical  aspects  of 
hypertension  will  be  held  at  Thomas 
Jefferson  University,  cosponsored  by 
the  Jefferson  Medical  College  and  the 
American  College  of  Chest  Physicians, 
on  May  10  and  1 1 . 

It  offers  twelve  credit  hours  toward 
the  AMA  Physician’s  Recognition 
Award  and  the  PMS  membership 
requirement.  Contact:  Department  of 
Continuing  Education,  American  Col- 
lege of  Chest  Physicians,  112  E. 
Chestnut  St.,  Chicago,  111.  6061 1 . 


Physician-patient  privilege  threatened 


Society’s  Committee  on  Quackery 
charts  future  course  at  first  meeting 


APRIL  1973 


19 


training  physician’s  assistants 


Hershey  begins 

Former  medical  corpsmen  will  begin 
training  in  April  at  The  Milton  S. 
Hershey  Medical  Center  of  The  Penn- 
sylvania State  University  to  become 
physician's  assistants  as  part  of  a na- 
tional effort  to  aid  in  the  delivery  of 
medical  care. 

John  A.  Waldhausen,  M.D.,  interim 
provost  and  dean  at  Hershey,  said  the 
program  will  be  directed  by  the  depart- 
ment of  family  and  community  medi- 
cine with  the  help  of  faculty  in  other 
departments  at  Hershey  under  a one- 
year  contract  from  the  National  Insti- 
tutes of  Health,  Bureau  of  Health  Man- 
power Education. 

The  program  is  modeled  after  the 
MEDEX  program  developed  by  the 
University  of  Washington  in  1969  and 
designed  to  respond  to  two  contrasting 
situations  occurring  in  American  medi- 
cine, Thomas  L.  Leaman,  M.D., 
professor  and  chairman  of  family  and 
community  medicine  at  Hershey 
explained.  "On  the  one  hand  there  is  a 
serious  shortage  of  manpower,  particu- 
larly in  center  city  and  rural  areas,  to 
deliver  primary  medical  care.  On  the 
other  hand  there  is  an  untapped  source 
of  thousands  of  medical  corpsmen 
being  discharged  from  military  service 
whose  experience,  training,  and  mo- 
tivation to  serve  are  being  lost.” 

The  MEDEX  training  period  is  fif- 
teen months,  including  three  months  of 
classroom  and  clinical  experience  at 
Hershey  followed  by  a twelve-month 
preceptorshi  p with  physicians 
throughout  the  state.  As  a non-degree 
program  it  is  administered  in  coopera- 
tion with  the  university’s  division  of 
continuing  education.  Those  complet- 
ing the  program  will  be  awarded  a cer- 
tificate by  the  university. 

The  first  class  of  fifteen  students  will 
begin  on  April  30.  Before  the  term 
starts,  thirty  selected  applicants  will 
spend  a weekend  with  fifteen  physician 
preceptors  getting  to  know  each  other. 
Fifteen  of  the  applicants  will  be  selected 
by  the  physicians  to  constitute  the  first 
class.  The  prospective  students  are  from 
among  those  registered  with  the 
MEDEX  Communication  Center  in 
Seattle,  Washington,  which  in  turn  sent 
to  Hershey  the  names  of  those  who  met 
the  basic  criteria  set  by  the  department 
of  family  and  community  medicine. 

MEDEX  graduates  will  be  able  to 


take  histories,  perform  physical  exami- 
nations, report  and  present  information 
for  the  physician’s  use,  assist  in  routine 
laboratory  studies,  give  injections,  and 
suture  and  care  for  wounds.  Under  a 
physician’s  supervision  he  will  work  in 
the  hospital,  office,  or  nursing  home, 
and  also  make  home  calls.  His  duties 
will  include  instructing  and  counseling 
patients  regarding  diets,  self-medica- 
tion, and  other  home  care  procedures. 
Those  with  combat  experience  may  be 
particularly  helpful  in  performing  inde- 
pendent and  immediate  response  to  life- 
threatening  situations. 

The  MEDEX  staff,  has  been 
recruiting  physicians  to  serve  as 
preceptors  in  Pennsylvania  since 
December  when  a letter  was  mailed 
explaining  the  program  to  every 
member  of  the  Pennsylvania  Academy 


The  development  of  a new  depart- 
ment devoted  to  the  training  of  family 
medicine  specialists  has  been  an- 
nounced by  Jefferson  Medical  College 
of  Thomas  Jefferson  University. 

Aimed  at  increasing  the  supply  of 


OR.  BRUCKER 


primary  care  physicians,  the  curricu- 
lum will  provide  direct,  clinical  ex- 
posure to  family  practice  in  the  third 
and  fourth  years  of  medical  study  and 
will  include  a three-year  residency 
leading  to  certification  in  family  prac- 
tice. 


of  Family  Physicians  and  every  os- 
teopathic physician  in  Pennsylvania. 

"We  want  doctors  who  are  interested 
in  increasing  their  capacity  to  provide 
medical  service,  willing  to  teach  as 
preceptors  while  paying  the  student  to 
help  them  provide  medical  care,  and 
committed  to  employ  the  MEDEX 
upon  completion  of  training  if  econom- 
ics and  compatibility  are  favorable,” 
Dr.  Leaman  said. 

The  Medical  Center  plans  to  enroll  a 
second  class  in  October  if  government 
funding  continues.  Men  and  women  in- 
terested in  future  classes  may  register 
with  the  MEDEX  Communication 
Center  in  Seattle  or  contact  MEDEX 
Pennsylvania,  Department  of  Family 
and  Community  Medicine,  The  Milton 
S.  Hershey  Medical  Center,  Hershey, 
Pennsylvania  17033. 


Paul  C.  Brucker,  M.D.,  Ambler 
physician  and  instructor  at  Jefferson, 
has  been  named  chairman  of  the 
department  and  professor  of  family 
medicine. 

Dr.  Brucker  believes  that  new 
approaches  in  medical  education  are 
required  due  to  changes  expected  in 
family  health  care  delivery  in  the  next 
decade.  He  envisions  walk-in  centers 
heavily  staffed  with  paramedical  pro- 
fessionals with  an  emphasis  on  preven- 
tive medicine. 

Elaborating  on  the  changing  concept 
ot  the  role  of  the  family  physician, 
William  F.  Kellow,  M.D.,  medical 
college  dean,  said,  "The  family  doctor 
is  a true  specialist,  just  as  a surgeon  or 
an  obstetrician  is,  for  example.  His  ad- 
ditional three  years  of  training  will  ex- 
tend his  capabilities  in  pediatrics,  in- 
ternal medicine,  and  psychiatry  and 
will  also  prepare  him  for  the  team  con- 
cept of  primary  health  care.” 

Initial  application  of  the  single-set- 
ting approach  for  family  care  will  take 
form  when  the  university  opens  two 
neighborhood  health  centers  in  South 
Philadelphia  and  a third  on  the  Jef- 
ferson campus.  If  these  are  successful, 
walk-in  health  centers  will  be  planned 
in  upstate  Pennsylvania  in  cooperation 
with  rural  hospitals  there. 


Jeffe  rson  names  Dr.  Brucker  to  head 
Family  Practice  Residency  Program 
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special  report 


Legal  counsel  analyzes  abortion  ruling 


The  recent  United  States  Supreme 
Court  decisions  concerning  abortion 
indicate  a need  for  an  evaluation  of 
their  effect  upon  medical  practice  in 
the  Commonwealth  of  Pennsylvania. 
The  following  is  an  initial  attempt  to 
address  that  need — with  the  recogni- 
tion that  uncertainties  and  changing 
circumstances  will  require  additional 
analysis  in  the  months  ahead. 

The  Penal  Code  of  Pennsylvania 
presently  imposes  a penalty  of  up  to 
three  thousand  dollars  ($3,000)  in  fines 
and/or  imprisonment  of  five  (5)  years 
for: 

Whoever , with  intent  to  procure 
the  miscarriage  of  any  woman, 
unlawfully  administers  her  any 
poison,  drug  or  substance,  or  unlaw- 
fully uses  any  instruments,  or  other 
means,  with  like  intent....1 

The  potential  criminal  penalty  is 
doubled  for: 

Whoever  unlawfully  administers 
to  any  woman,  pregnant  or  quick 
with  child,  or  supposed  or  believed 
to  be  pregnant  or  quick  with  child, 
any  drug,  poison  or  other  substance, 
or  unlawfully  uses  any  instrument 
or  other  means,  with  the  intent  to 
procure  the  miscarriage  of  such 
woman,  resulting  in  the  death  of 
such  woman,  or  any  child  with 
which  she  may  be  quick....2 

The  new  Crime  Code  enacted  late 
last  year  and  scheduled  to  go  into  ef- 
fect this  summer,  specifically  leaves 
these  provisions  untouched. 

Thus,  Pennsylvania  prohibits  that 
which  is  “unlawful”  and  therefore 
logically  permits  that  which  is 
“lawful.”  The  grave  difficulty  with  this 
vague  approach  has  been  with  trying 
to  determine  what  action  falls  into 
each  category.  Because  the  statute  does 
not  say  what  is  a lawful  abortion, 
Pennsylvania  physicians  have  been 
faced  with  uncertainty  and  risk.  Over 
the  years,  the  practice  has  been  to  view 
abortions  as  “lawful”  if  the  patient’s 

>18  P.S.  §4718. 

218  P.S.  §4719. 


FRED  SPEAKER,  ESQ. 

life  or  health  was  threatened.  But  the 
statute  didn’t  say  so. 

Until  recently,  the  constitutionality 
of  the  Pennsylvania  abortion  statutes 
had  never  been  challenged  directly. 
Presently,  two  cases  are  before  the 
Pennsylvania  Supreme  Court  follow- 
ing lower  court  decisions  upsetting  the 
statutory  prohibitions  because  of  un- 
constitutional vagueness.3  In  addition, 
the  Allegheny  County  Court  has  held 
the  statute  to  be  unconstitutionally 
vague.4  Despite  the  recent  opinions 
of  the  United  States  Supreme  Court5 
dealing  extensively  with  the  constitu- 
tionality of  abortion  statutes,  there  has 
been  no  official  determination  of  their 
applicability  to  the  Pennsylvania  stat- 
utes. We  are  informed  that  the  Penn- 
sylvania Department  of  Justice  does 
not  intend  at  this  time  to  issue  a 
formal  opinion  on  the  subject. 

Accordingly,  it  seems  prudent  to 
treat  the  Pennsylvania  statutory 
prohibitions  against  abortion  as: 

— still  in  effect  on  a limited  basis,  and 
— forbidding  “unlawful”  and  allowing 
“lawful”  abortions. 

In  order  to  determine  what  is 
“lawful,”  an  analysis  of  the  Supreme 
Court  opinions  is  mandated. 

In  sum,  the  Supreme  Court  held 
that: 

1.  During  the  first  three  months  of 
pregnancy  the  decision  to  have  an 
abortion,  and  the  manner  of  ac- 
complishing it,  is  dependent  exclu- 
sively upon  the  medical  judgment  of  the 

3 Commonwealth  v.  Page,  54  D&C  2d  12 
(Centre  1970);  and  Commonwealth  v. 
King  (Allegheny  County). 

4Bermand  v.  Duggan,  119  P.L.J.  226 
(1971). 

*Roe  v.  Wade,  41  U.S.L.W.  4213  (1973); 
Doe  v.  Bolton,  41  U.S.L.W.  4233 
(1973). 

Mr.  Speaker  is  with  the  law  firm  of 
Pepper,  Hamilton  and  Scheetz,  legal 
counsel  for  the  Pennsylvania  Medi- 
cal Society.  He  served  as  attorney 
general  of  the  Commonwealth  under 
the  administration  of  former  gover- 
nor, Raymond  F.  Shafer. 


attending  physician,  and  may  not  be 
prohibited  by  the  state. 

2.  Thereafter,  until  viability  (consid- 
ered by  the  Court  to  be  sometime  be- 
tween the  twenty-fourth  and  twenty- 
eighth  week  of  pregnancy)  the  state 
may  regulate  the  abortion  procedure 
to  protect  maternal  health. 

3.  State  regulation  of  the  abortion 
procedure  is  permissible;  but,  after  the 
first  trimester,  it  shall  not  include  the 
requirement  that  the  abortion  be  per- 
formed in  an  accredited  hosptial, 
approved  by  the  hospital  staff  abortion 
committee,  or  confirmed  by  independ- 
ent examination  by  two  other  licensed 
physicians — although  after  the  first 
trimester  a state  may  adopt  standards 
for  licensing  abortion  facilities. 

4.  After  viability — to  protect  the  po- 
tentiality of  human  life  in  the  fetus — 
the  state  may  regulate  or  even  forbid 
abortion,  unless  medical  judgment  in- 
dicates an  abortion  is  necessary  for  the 
life  or  health  of  the  mother. 

Mr.  Justice  Blackman  summarized 
the  Supreme  Court  decisions  saying: 

The  decision  leaves  the  state  free 
to  place  increasing  restrictions  on 
abortion  as  the  period  of  pregnancy 
lengthens,  so  long  as  those  restric- 
tions are  tailored  to  the  recognized 
state  interests.  The  decision  vin- 
dicates the  right  of  the  physician  to 
administer  , medical  treatment  ac- 
cording to  his  professional  judgment 
up  to  the  points  where  important 
state  interests  provide  compelling 
justification  for  intervention.  Up  to 
those  points  the  abortion  decision  in 
all  its  aspects  is  inherently,  and 
primarily,  a medical  decision,  and 
basic  responsibility  for  it  must  rest 
with  the  physician.  If  an  individual 
practitioner  abuses  the  privilege  of 
exercising  proper  medical  judgment, 
the  usual  remedies,  judicial  and 
intra-professional  are  available ,6 

It  is  important  to  note  that  the 
Court  did  not  subscribe  to  a doctrine 

6 Roe  v.  Wade,  41  U.S.L.W.  4213,  4229 
(1973). 
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of  “abortion  on  demand,"  but  recog- 
nized limitations  on  the  rights  of  the 
pregnant  woman,  't  can  be  argued  per- 
suasively that  a physician  thus  may 
refuse  to  perform  an  abortion  for  ei- 
ther medical  or  moral  reasons.  The 
Court,  in  construing  the  Georgia  stat- 
ute, stated: 

...a  physician  or  other  employee 
has  the  right  to  refrain,  for  moral  or 
religious  reasons,  from  participating 
in  the  abortion  procedure.  These 
provisions  obviously  are  in  the  stat- 
ute in  order  to  afford  appropriate 
protection  to  the  individual  and  to 
the  denominational  hospital ,7 

The  practical  effect  of  these  United 
States  Supreme  Court  opinions,  read 
with  the  Pennsylvania  statutes,  means 
that  no  abortion,  during  the  first 
trimester  of  pregnancy,  by  a physician 
exercising  his  medical  judgment  is 
prohibited  in  Pennsylvania.  After  the 
first  trimester,  because  of  the  uncer- 
tainty of  the  Pennsylvania  statutes,  the 
effect  is  not  so  clear.  However,  at  the 
very  least,  if  the  abortion  is  deemed 
necessary,  using  appropriate  medical 
judgment,  for  the  preservation  of  the 
life  or  health  of  the  mother,  it  will  not 
be  unlawful.  After  the  fetus  is  viable, 
the  possibility  of  a physician  being 
criminally  charged  for  the  performance 
of  an  abortion  might  be  increased;  al- 
though if  based  on  solid  medical  judg- 
ment that  it  was  for  the  preservation  of 
the  life  or  health  of  the  mother,  it  would 
seem  to  be  defensible.  If  prior  practice 
correctly  interpreted  the  Pennsylvania 


Woe  v.  Bolton,  41  U.S.L.W.  4233,  4238- 
39(1973). 


statute  to  mean  that  an  abortion  was 
“lawful”  only  if  the  life  or  health  of  the 
patient  is  threatened,  then  the  statute 
can  now  be  used  to  prosecute  only  after 
viability  has  been  reached  and  there 
was  no  such  threat. 

The  foregoing  considers  what  is  still 
legally  forbidden  by  the  Supreme  Court 
and  by  the  statutory  law.  As  indicated, 
they  limit  both  what  a physician  is 
allowed  to  do  and  what  the  state  statute 
may  forbid.  However,  neither  the  stat- 
ute nor  the  Supreme  Court  has  deter- 
mined what  limitations  may  be  self-im- 
posed by  a physician. 

For  example,  although  the  state  may 
not  require  a physician  to  perform  the 
abortion  in  an  accredited  hospital  or 
have  the  medical  judgment  confirmed 
by  other  physicians  and  ratified  by  an 
abortion  committee,  the  physician  may 
voluntarily  agree  to  those  conditions. 
And  neither  the  statute  nor  the  Court 
requires  the  physician  to  perform  an 
abortion.  Thus,  an  individual  physician 
maintains  his  individual  right  to  refuse 
a request  for  an  abortion. 

It  is  possible  to  outline  certain  activi- 
ties which  are  now  permitted  and 
prohibited  to  Pennsylvania  physicians: 

Physicians  are  permitted  to; 

• Perform  an  abortion  for  any 
reason  based  on  medical  judgment 
during  the  first  trimester; 

• Perform  an  abortion  at  any  time  if 
necessary  to  preserve  the  life  or  health 
of  the  mother; 

• Rely  on  an  evaluation  by  two 
other  physicians  to  ratify  the  medical 
judgment  that  an  abortion  should  be 
performed; 


• Seek  approval  from  a medical 
committee  before  deciding  to  perform 
an  abortion; 

• Refuse  to  perform  an  abortion  ex- 
cept in  an  accredited  hospital; 

• Refuse  to  perform  an  abortion  at 
any  time. 

Physicians  are  prohibited  from: 

• Performing  an  abortion  after 
viability — unless  it  is  necessary  for  the 
preservation  of  the  life  or  health  of  the 
mother. 

Unfortunately,  the  Supreme  Court 
has  not  defined  “medical  judgment,” 
although  that  factor  is  vital  to  the  de- 
termination of  the  legality  of  any  abor- 
tion. The  Court  does  suggest  some  ele- 
ments of  medical  judgment;8  and  it 
does  seem  that,  as  the  pregnancy 
progresses  and  the  state’s  interest  in 
maternal  safety  and  the  potentiality  of 
life  increases,  there  must  be  greater 
medical  factors  in  favor  of  an  abor- 
tion, if  it  is  to  be  lawful. 

The  foregoing  outline  is  submitted 
despite  the  uncertainty  that  remains 
about  many  aspects  of  the  Court 
decisions  and  the  statute.  New  devel- 
opments will  certainly  transpire  and 
cast  new  light.  If  questions  arise  about 
specific  cases  or  procedures,  the 
physician  should  consult  with  legal 
counsel. 


Woe  v.  Bolton,  41  U.S.L.W.  4233,  4237 
(1973)  states  that:  “...Medical  judgment 
may  be  exercised  in  the  light  of  all 
factors — physical,  emotional,  psy- 
chological, familiar,  and  the  woman's 
age — relevant  to  the  well-being  of  the 
patient.  All  these  factors  may  relate  to 
the  health.  This  allows  the  attending 
physician  the  room  he  needs  to  make 
his  best  medical  judgment.” 


Preliminary  Call  to  the  1973  Annual  Session  of  the  House  of  Delegates 


The  1973  Annual  Session  of  the  House  of 
Delegates  of  the  Pennsylvania  Medical  Soci- 
ety will  be  called  to  order  in  the  Ballroom  of 
the  Marriott  Motor  Hotel,  Philadelphia,  Penn- 
sylvania, at  1:00  p.m.,  Thursday,  October  18, 
1973.  The  second  session  of  the  House  of 
Delegates  is  scheduled  for  Friday,  October 
19,  1973  beginning  at  2:00  p.m.  The  third  and 
concluding  session  of  the  House  of  Dele- 
gates will  begin  Saturday,  October  20,  1973 
at  9:00  a^m. 

All  proposed  amendments  to  the  Constitu- 
tion must  be  submitted  to  the  office  of  the 
Secretary  of  this  Society  on  or  before  June 
18,  1973.  Such  amendments  may  be 

proposed  upon  the  written  petition  of  fifteen 


Active,  Senior  Active,  Resident  or  Intern 
members  of  the  Society,  or  by  the  Com- 
mittee on  Constitution  and  Bylaws. 

While  there  is  no  specific  requirement 
that  Bylaw  amendments  be  submitted  in  ad- 
vance or  published  in  the  Official  Call,  this 
is  preferable  when  possible.  Written  resolu- 
tions to  be  considered  by  the  House  may  be 
submitted  by  a delegate  acting  in  his  own 
behalf  or  for  the  component  county  medical 
society  or  specialty  society  he  represents.  If 
received  prior  to  September  18,  1973,  they 
will  be  published  in  the  Official  Reports 
Book. 

Raymond  C.  Grandon,  M.D. 

Secretary 
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All  of  these  mammals,  except  one, 
can  synthesize  vitamin  C. 
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Man  cannot. 


Homo  sapiens  can  neither  synthesize  vitamin 
C nor  store  the  water  soluble  vitamins.  They 
have  to  be  replenished  every  day. 

Normally,  man  accomplishes  this  in  his  daily 
diet.  But  under  conditions  of  illness,  stress,  in 
convalescence  or  following  surgery,  vitamin 
stores  may  be  depleted  or  metabolic  demands 


increased. 

In  such  cases,  Surbex-T  may  be  indicated. 
Each  tablet  provides  500  mg.  of  vitamin  C 
plus  high  potency  B-complex. 

Where  nutritional  status  must  be  preserved, 
Surbex-T  can  help  restore  what  the  body  can 
not  store. 


SURBEX-T'  500  mg.  of  Vitamin  C with  High  Potency  B-Complex  I 

Restores  what  the  body  cannot  store — the  water-soluble  vitamins. 


Must  vasodilators 
and  therapy  for 
other  diseases 
come  into 
conflict? 


not  if  the  vasodilator  is 

VASODILAN 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease1  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs— no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
unction,  or  intraocular  pressure— or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease, 
n fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
n recommended  oral  doses,  other  than  that  it  should  not  be  given 
the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

Gertler,  M.  M.,  et  al.:  Geriatrics  25.-134-148  (May)  1970. 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.-bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg.-bottles  of  100,  500  and  Unit  Dose. 

© 1973  MEAD  JOHNSON  & COMPANY  • EVANSVILLE,  INDIANA  47721  U.S.A.  734017 
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“ The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man's  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice." 

-George  Sarton,  from  "The  History 

of  Medicine  Versus  the  History  of  Art” 


Are  there  significant 
differences  in  bioavailability 
and  clinical  predictability 


Results  of  a questionnaire  to 
7,000  physicians: 

44.6% 

Agree  there  is  a significant 
difference 

24.9% 

Believe  there  is  no  difference 


30.5% 

Had  no  opinion 


Are  there  significant  difference} 
in  bioavailability  and  clinica 
predictability  among  drug  products! 


Teacher  of  Medicine 


Alfred  Gilman,  Ph.D. 

Wm.  S.  Lasdon 
Professor  & Chairman 
Department  of 
Pharmacology 
Albert  Einstein 
College  of  Medicine  of 
Yeshiva  University 


I think  that  there  can  be 
a very  great  distinction 
between  generic  drugs  and 
brand  name  drugs.  And  that 
applies  to  products  of  origi- 
nal research  that  have 
outlived  their  patent  pro- 
tection as  well  as  to  drugs 
that  have  long  been  in  the 
public  domain.  Let  me  ex- 
plain why. 


The  Importance 
of  the  Manufacturing 
Environment 
In  terms  of  formulation, 
quality  control,  and  the 
ability  to  reproduce  an  es- 
sentially identical  product, 
batch  after  batch,  I doubt 
that  many  firms  are  prop- 
erly equipped  to  put  out  a 
product  that  is  as  carefully 
controlled  as  the  product 
marketed  by  a pharmaceu- 
tical company  with  sophis- 
ticated research  and  high 
quality  manufacturing  fa- 
cilities. For  example,  when 
a company  comes  out  with 
its  own  preparation  of  a 
drug  that  has  just  lost  its 
patent  protection,  there  is 
no  assurance  that  the  drug 
it  produces  will  be  a thera- 
peutic equivalent.  The  raw 
material  could  be  identical 
and  yet  bioavailability 
might  vary  from  complete 
unavailability  to  that  which 
is  equivalent  to  the  original. 

It  Isn’t  Enough  to  Meet 
USP  and  NF  Standards 
Meeting  USP  and  NF 
standards  is  not  enough  to 
guarantee  therapeutic 
equivalence.  In  certain  in- 
stances, stricter  standards 
must  he  applied.  Right 
now,  the  New  York  Heart 
Association  has  a commit- 
tee that  is  studying  the 
problem  of  digoxin  equiva- 


lency. I am  certain  that 
they  are  going  to  recom- 
mend a bioavailability  as- 
say of  a particular  digoxin. 
Unless  this  is  done,  they 
will  not  recommend  it  for 
purchase  or  use  in  New 
York  City  hospitals.  It  rep- 
resents too  much  of  a haz- 
ard. They  have  gone  so  far 
as  to  recommend  a batch- 
by  - batch  certification  of 
bioavailability  even  though 
the  company  has  been  re- 
producing and  marketing  a 
digoxin  product  through 
the  years. 

The  Problem  of  Controlling 
Bioavailability  of  Generics 
The  FDA  does  not  have 
the  manpower  to  inspect 
the  quality  control  capabil- 
ities of  hundreds  of  houses 
specializing  in  generic 
products.  And  I don’t  think 
that  the  average  pharma- 
cist is  knowledgeable  or 
aware  of  the  quality  and 
bioavailability  of  the  infi- 
nite numbers  of  generic 
preparations.  A recom- 
mendation has  been  made 
that  every  time  a generic 
house  (or  for  that  matter  a 
large  pharmaceutical  com- 
pany) markets  an  already 
existing  drug  for  the  first 
time,  a modified  new  drug 
application  should  be  sub- 
mitted. The  manufacturer 
would  have  to  show  that  his 
compound  is  the  therapeu- 
tic equivalent  of  the  stand- 
ard compound  in  use, 
assuming  that  the  standard 
compound  is  one  that  has 
been  available  for  an  ex- 
tended period  — say  15 
years.  This  would  be  one 
indication  that  the  control 
of  bioavailability  is  begin- 
ning to  get  the  attention 
that  it  deserves. 


# 

Clinical  Predictability 
More  Important  Than  Pri 

Although  the  question 
price  has  been  greatly  e 
aggerated,  it  is  true  th 
patients  can  on  occasi<| 
save  money  on  gener 
drugs.  But  you  are  not  g 
ing  to  dare  attempt  to  sa 
money  if  it  jeopardizes  t 
patient’s  health.  Let’s  i 
turn  to  the  example  th 
has  become  very  promine 
in  recent  years,  that  of  t 
cardiac  glycosides.  Th 
are  probably  the  most  to> 
drugs  we  use  with  respf 
to  the  small  difference  t 
tween  a maximally  effecti 
dose  and  a toxic  dose.  Wb 
you  are  dealing  with  dru 
of  this  type,  the  first  co 
cern  must  be  clinical  pi 
dictability.  At  the  risk  j 
variations  in  bioavailah 
ity,  it  would  be  sheer  fol 
to  try  to  save  the  patie 
what  might  amount 
maybe  $10  or  $20  a ye; 
The  physician  cannot  ma 
age  his  patient  unless  he 
sure  that  the  drug  he  i 
prescribing  has  the  saij 
positive  effect  each  tii 
the  prescription  is  renew* 
This  is  especially  signi 
cant  when  the  patient  tal 
the  product,  not  for  monti 
but  for  the  rest  of  his  life' 
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Maker  of  Medicine 


C.  J.  Cavallito,  Ph.D. 
Executive  Vice  President 
Ayerst  Laboratories 


Although  equivalence  of 
Terent  preparations  of  a 
ug  substance  may  be  de- 
ed by  certain  physical, 
jemical  or  biological  char- 
teristics,  identity  is  not 
vays  assured  even  though 
sse  characteristics  may 
described  in  compendia 
ch  as  the  USP,  NF  or  de- 
led by  other  specific 
urce  standards.  More- 
er,  even  with  equivalent 
ug  substances,  similar 
armaceutical  products 
|n  be  produced  by  differ- 
t manufacturers  such 
at  these  products  are  bio- 
fically  or  therapeutically 
equivalent. 

A Growing  Awareness 
of  Potential  for 
Nonequivalence 
As  experience  increases 
th  drug  substances  de- 
'ed  from  different  sources 
d under  different  condi- 
>ns,  it  should  be  possible 
establish  specifications  in 
fficient  detail  to  minimize 
e potential  for  their  non- 
luivalence.  However, 
ere  is  general  agreement 
at  product  therapeutic 
uivalence  would  still  not 
assured  even  if  one  could 


minimize  nonequivalence 
of  drug  components  pro- 
duced by  different  manu- 
facturers. Arguments  re- 
late largely  to  the  extent 
of  product  inequivalences. 
Experience  over  the  past 
six  years  has  uncovered  a 
greater  incidence  of  non- 
equivalence of  products 
prepared  by  different  man- 
ufacturers from  generically 
equivalent  substances  than 
many  had  previously  sur- 
mised. 

Newer  Bioavailability 
Studies  Reveal  Differences 

Bioavailability  may  be 
defined  as  a measure  of  the 
rate  and  amount  of  absorp- 
tion of  a drug  substance 
from  its  administered  dos- 
age form.  For  several  years 
pharmaceutical  scientists 
have  proposed  that  bio- 
availability data  on  pre- 
sumably equivalent  dosage 
forms  provide  the  best 
measure  of  product  equiva- 
lence-short of  adequate 
clinical  trial.  In  their  con- 
tinued search  for  shortcuts 
to  the  evaluation  of  product 
equivalence,  medical  and 
pharmaceutical  scientists 
have  increasingly  relied 
upon  bioavailability  char- 
acteristics as  reflected  by 
blood  levels  of  a drug  after 
its  administration  to  hu- 
man subjects. 

Leading  manufacturers 
now  conduct  comparative 
bioavailability  studies  on 
their  own  product  dosage 
forms  after  production 
process  changes  that  would 
have  been  considered  in- 
consequential a few  years 
ago.  This  isn’t  surprising, 
since  there  are  so  many 
possible  differences  in  pro- 
duction operations  that  the 
opportunities  for  inequiva- 


lent generic  and  brand 
name  products  are  numer- 
ous-even when  the  pro- 
duction process  begins  with 
identical  chemical  sub- 
stances. Moreover,  repu- 
table manufacturers  are 
striving  to  improve  in  vitro 
control  measures,  such  as 
dissolution  characteristics, 
which  are  being  related 
more  meaningfully  to  bio- 
availability reference  data. 

As  a result  of  advances  in 
scientific  instrumentation 
and  analytical  methodology 
which  permit  measure- 
ments of  small  quantities  of 
drug  substances  in  the 
body,  our  abilities  to  detect 
differences  in  bioavailabil- 
ity and  possible  therapeutic 
nonequivalance  have  ap- 
preciably improved. 

Product  Selection 
Based  on  Patient  Response 

Improved  specifications 
and  standards  can  better 
assure  the  equivalence  of 
drug  substances.  Manufac- 
turers, compendia  and  reg- 
ulatory agencies  can  all 
play  a part.  However,  it  is 
the  drug  product,  not  the 
drug  substance,  that  the 
physician,  pharmacist, 
nurse  and  patient-customer 
utilize.  How  can  these  indi- 


viduals make  or  influence 
specific  product  selections 
to  minimize  variations  in 
therapeutic  equivalence  of 
multisource  drugs?  Pa- 
tients’ responses  to  a drug 
product  provide  a basis  of 
experience  to  aid  the  phy- 
sician in  his  selection  of  a 
particular  product.  The 
nurse  and  pharmacist  can 
also  help  detect  patient  re- 
sponses, but  ultimate  re- 
sponsibility must  remain 
with  the  physician. 

Reputation  of 
Manufacturer  as  Basis  for 
Product  Selection 
The  physician,  to  assure 
that  his  patients  receive 
quality  health  care,  must 
rely  upon  the  capabilities 
of  the  reputable  pharma- 
ceutical manufacturer  who 
is  equipped  to  develop,  pre- 
pare and  control  a quality 
product  of  uniform,  reliable 
therapeutic  performance. 
Substitution  with  purport- 
edly equivalent  generic 
products  that  are  only  su- 
perficially evaluated  by  an 
imitator  manufacturer  can 
place  the  health  of  the  pa- 
tient secondary  to  factors 
of  price  or  convenience  for 
the  provider. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1 155  Fifteenth  Street,  N.W..  Washington.  D C.  20005 


Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


■*.  • 


kimt  \ ■ 


, ■ /MH|*  * ft  VA*?'  * 


* #y|J 

all 


IjP*#! 


■jjjjypi  i 1 ■■  M^yi  f | 1!^IGAT^|f^^petj^Qaa^ys#ed-a$an  ad]|Hl«$to  appropriat^ysternie 
% * ^ V i * ; *-■  therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 

'***!'*'&*  W#  ^ »*orgarrtsms,  asm:  • infected  burns,  skin  grlfts,  surgttal  incisions,  otitis  eidema- 

.*  primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 


• traumatic  lesions,  inflamed  or  suppurating  as  aresult  of  bacterial  infection. 

Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIT  Ointment 


Each  gram  contains:  Aerosporin'S  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units:  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  Vz  oz.  and  oz.  (approx.)  foil  packets. 


/Burroughs  Wellconrte  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Now  culture  for 
6 common  pathogens 
right  in  your  office! 


Staph  Aureus 
N.  Gonorrhoeae 
Candida 

(Monilia) 

Beta  Hemolytic 
Throat  Organisms 

Urinary  Bacteria 
Pseudomonas  Aeruginosa 

with  the  compact,  economical 

Cliniculf 

Diagnostic  Culturing  System 


Swab...  Incubate...  Read  Results... 


■ No  Media  Preparation 

■ No  Streaking  Inoculum 

■ Most  Cultures  Easily 
Identified  in  24-48  Hours 

■ No  Specialized  Training  Needed 


Phone  (215)  LO  4-2400 

To  order  or  for  more  information,  mail  coupon  or  call  collect. 


SMITH  KLIIME  DIAGNOSTICS 

Dept.  E 42 

1 500  Spring  Garden  St.,  Philadelphia,  Pa.  1 91 01 
Please  send  me: 

dozen  Clinicult'  tests  for 

N.  gonorrhoeae,  $28.20  per  dozen;  all  others  $23.40  per  dozen. 

'Cliniculf  incubator,  $25  each;  8 test  capacity;  fully  guaranteed 

More  information  on  Cliniculf 


Name 


Address 


City  State  Zip 


Now  there  is  a 
laxative/stool  softener 
with  a more  effective, 
dual-action  formula. 


STIMULAX 

CAPSULES 

“GERI-CASAGRA”™  CCASANTHRANOL]  30  mg.  • DIOCTYL  SODIUM  SULFOSUCCINATE  250 

The  unique  Stimulax  formula  provides  the  ideal  combination 
of  a proven,  gentle  laxative  with  a sufficient  dosage  of  stool 
softener  for  dependable,  effective  relief  of  constipation. 

In  most  cases,  one  capsule  before  bedtime  brings  effective  re- 
sults without  straining  or  irritation  . . . griping  or  cramps. 

AVAILABLE:  Bottles  of  30, 100  and  500  Soft  Gelatin  Capsules. 


Samples  on  Request 

GERIATRIC  PHARMACEUTICAL  CORP. 

Floral  Park,  N.Y.  11001  . 

Pioneers  in  Geriatric  Research 


DEVELOPERS  AND  SUPPLIERS  OF  CEVI-BID  • GAYSAL  • TESTAND-B 


The  Rx  that  says 

“Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect:  minor  dosage 
adjustments  are  usually  all  that's  needed  to  produce  the  desired  degree  of 
sedation.  (With  3 dosage  forms  and  4 strengths  to  make  adjustments  easy.) 


Contraindications:  Porphyria,  sensitivity  to  barbiturates,  or  susceptibil  ity  to  dependence  on  sedative-hypnotics. 
Warning:  May  be  habit  forming  Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease;  withdrawal 
in  drug  dependence  or  the  taking  of  excessive  doses  over  a long  period,  to  avoid  withdrawal  symptoms;  elderly 
or  debilitated  patients,  to  avoid  possible  marked  excitement  or  depression ; use  with  alcohol  or  other  CNS  depressants, 
because  of  combined  effects  Adverse  Reactions:  Drowsiness  at  daytime  sedative  dose  levels,  skin  rashes,  ' hangover'' 
and  gastrointestinal  disturbances  are  seldom  seen.  Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg. 
t.i.d.  or  q.i.d.  For  hypnosis,  50  mg.  to  100  mg  Available  as:  Tablets,  15  mg  , 30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg.  per 
5 cc.  (alcohol  7%)  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital))  15  mg.,  30  mg.,  50  mg.,  100  mg. 


BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non-cumulative  action: 
begins  to  work  within  30  minutes. . .yet,  because  of  its  intermediate  rate  of 
metabolism,  generally  has  neither  a "roller-coaster”  nor  a "hangover”  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated:  a 30-year  safety  record 
assures  you  that  there  is  little  likelihood  of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money:  costs  less  than  half  as  much 
as  most  commonly  prescribed  sedative  tranquilizers* 

These  are  four  good  reasons  for  prescribing  BUTISOL  Sodium  for  the  many 
patients  who  need  to  have  the  pace  set  just  a little  slower.  Its  gentle  daytime 
sedative  action  is  often  all  that’s  needed  to  help  the  usually  well-adjusted 
patient  cope  with  temporary  stress. 

‘Based  on  surveys  of  average  daily  prescription  costs. 


ButiiSOl 

(SODIUM  BUTABARBITAL) 


SODIUM 


| McNEIL) 


McNeil  Laboratories,  Inc..  Fort  Washington.  Pa.  19034 


new  members 


CENTRE  COUNTY: 

Daniel  E.  Wolfe,  M.D.,  Box  261 C,  Centre  Hall  16828. 


COLUMBIA  COUNTY: 

Grant  Stevens,  M.D.,  701  E.  Front  St.,  Berwick  18603. 


DAUPHIN  COUNTY: 

Govinda  C.  Balaraman,  M.D.,  Milton  S.  Hershey  Medical 
Center,  Hershey  17033. 

William  B.  Bush,  M.D.,  435  69th  St„  Harrisburg  1 71 1 1 . 

Kenneth  B.  Connor,  M.D.,  433  Meadow  Dr.,  Camp  Hill  17011. 

Dominick  J.  D’Orazio,  M.D.,  Milton  S.  Hershey  Medical  Center, 
Hershey  17033. 

James  E.  Gildea,  M.D.,  Milton  S.  Hershey  Medical  Center, 
Hershey  17033. 

David  E.  Jenkins,  Jr.,  M.D.,  Milton  S.  Hershey  Medical  Center, 
Hershey  17033. 

Thomas  M.  Kain,  M.D.,  2512  N.  Fourth  St.,  Harrisburg  17110. 

Robert  C.  Knowles,  M.D.,  Milton  S.  Hershey  Medical  Center, 
Hershey  17033. 

Homi  B.  Kotwal,  M.D.,  Apt.  243,  Milton  S.  Hershey  Medical 
Center,  Hershey  17033. 

Chong  M.  Lee,  M.D.,  Milton  S.  Hershey  Medical  Center,  Box 
1423,  Hershey  17033. 

William  T.  Morris,  M.D.,  16  Prince  Circle,  Hummelstown  17036. 

John  A.  Rothschild,  M.D.,  Milton  S.  Hershey  Medical  Center, 
Hershey  17033. 

Pogchit  Pramuan,  M.D.,  Milton  S.  Hershey  Medical  Center, 
Hershey  17033. 

Kermit  R.  Tantum,  M.D.,  Milton  S.  Hershey  Medical  Center, 
Hershey  17033. 

Paul  A.  Wangert,  M.D.,  2447  N.  Third  St.,  Harrisburg  17110. 

Ben  M.  Willwerth,  M.D.,  Dept,  of  Surgery,  Milton  S.  Hershey 
Medical  Center,  Hershey  17033. 

ERIE  COUNTY: 

Michael  A.  Santomenna,  M.D.,  1714  Liberty  St.,  Erie  16502. 

LACKAWANNA  COUNTY: 

Edwin  C.  Neville,  M.D.,  Medical  Arts  Bldg.,  Scranton  18503. 

LEBANON  COUNTY: 

Charles  A.  Neff,  M.D.,  Box  345,  Route  5,  Lebanon  17042. 

Roberto  R.  Dy-Reyes,  M.D.,  236  S.  Eighth  St.,  Lebanon  17042. 

LUZERNE  COUNTY: 

Alfredo  R.  Candal,  M.D.,  566  Rutter  Ave.,  Kingston  18704. 

Victor  M.  Groves,  M.D.,  Box  210,  Mt.  Blvd.,  Mountaintop  18707. 


PHILADELPHIA  COUNTY: 

Nathan  Zuckerman,  M.D.,  3401  N.  Broad  St.,  Philadelphia 
19140. 

Franklin  M.  Wolf,  M.D.,  Hahnemann  Hospital,  Philadelphia 
19102. 

Charles  L.  Woodruff,  M.D.,  8835  Germantown  Ave., 

Philadelphia  19118. 

Un  Taek  Yang,  M.D.,  Saint  Joseph’s  Hospital,  Philadelphia 
19130. 

Harold  B.  Vogel,  M.D.,  1025  Walnut  St.,  Philadelphia  19107. 
James  M.  Walker,  M.D.,  6522  Lebanon  Ave.,  Philadelphia 
19151. 


SCHUYLKILL  COUNTY: 

Kailash  N.  Mathur,  M.D.,  73  Sherwood  Rd.,  Pottsville  17901. 
Priyakant  K.  Desai,  M.D.,  446  W.  Tenth  St.,  Erie  16502. 

WARREN  COUNTY: 

Yeong  S.  Sir,  M.D.,  55  Highland  Dr.,  A-6,  Warren  16365. 

WESTMORELAND  COUNTY: 

Adib  H.  Barsoum,  M.D.,  P.O.  Box  460,  Greensburg  15601. 
Dong-Heup  Kim,  M.D.,  Physicians’  Bldg.,  Jefferson  Ave.,  Jean- 
nette 1 5644. 


PROLOID?1  (thyroglobulin) 

Caution:  Federal  law  prohibits  dispensing  without 
prescription. 

Description.  Proloid  (thyroglobulin)  is  obtained 
from  a purified  extract  of  frozen  hog  thyroid. 
It  contains  the  known  calorigenically  active 
components,  Sodium  Levothyroxine  (T.»)  and 
Sodium  Liothyronine  (T3).  Proloid  (thyroglobu- 
lin) conforms  to  the  primary  USP  specifications 
for  desiccated  thyroid— for  iodine  based  on 
chemical  assay— and  is  also  biologically  as- 
sayed and  standardized  in  animals. 

Chromatographic  analysis  to  standardize  the 
Sodium  Levothyroxine  and  Sodium  Liothyro- 
nine content  of  Proloid  (thyroglobulin)  is  rou- 
tinely employed. 

The  ratio  of  T-t  and  T3  in  Proloid  (thyroglob- 
ulin is  approximately  2.5  to  1 . 

Proloid  (thyroglobulin)  is  stable  when  stored 
at  usual  room  temperature. 

Indications.  Proloid  (thyroglobulin)  is  thyroid 
replacement  therapy  for  conditions  of  inade- 
quate endogenous  thyroid  production:  eg., 
cretinism  and  myxedema.  Replacement  therapy 
will  be  effective  only  in  manifestations  of  hypo- 
thyroidism. 

In  simple  (nontoxic)  goiter,  Proloid  (thyro- 
globulin) may  be  tried  therapeutically,  in  non- 
emergency situations,  in  an  attempt  to  reduce 
the  size  of  such  goiters. 

Contraindication.  Thyroid  preparations  are 
contraindicated  in  the  presence  of  uncorrected 
adrenal  insufficiency. 

Warnings.  Thyroglobulin  should  not  be  used 
in  the  presence  of  cardiovascular  disease  un- 
less thyroid-replacement  therapy  is  clearly  in- 
dicated. If  the  latter  exists,  low  doses  should 
be  instituted  beginning  at  0,5  to  1.0  grain  (32 
to  64  mg)  and  Increased  by  the  same  amount 
in  increments  at  two-week  intervals.  This  de- 
mands careful  clinical  judgment. 

Morphologic  hypogonadism  and  nephroses 
should  be  ruled  out  before  the  drug  is  admin- 
istered. If  hypopituitarism  is  present,  the  adre- 
nal deficiency  must  be  corrected  prior  to 
starting  the  drug. 

Myxedematous  patients  are  very  sensitive  to 
thyroid  and  dosage  should  be  started  at  a very 
low  level  and  increased  gradually. 

Precaution.  As  with  all  thyroid  preparations 
this  drug  will  alter  results  of  thyroid  function 
tests. 


Adverse  Reactions.  Overdosage  or  too  rapid 
increase  in  dosage  may  result  in  signs  and 
symptoms  of  hyperthyroidism,  such  as  men- 
strual irregularities,  nervousness,  cardiac  ar- 
rhythmias, and  angina  pectoris. 

Dosage  and  Administration.  Optimal  dosage 
is  usually  determined  by  the  patient's  clinical 
response.  Confirmatory  tests  include  BMR,  T3 
131 1 resin  sponge  uptake,  T3  ,3,l  red  cell  up- 
take, Thyro  Binding  Index  (TBI),  and  Achilles 
Tendon  Reflex  Test.  Clinical  experience  has 
shown  that  a normal  PBI  (3.5-8  mcg/100  ml) 
will  be  obtained  in  patients  made  clinically 
euthyroid  when  the  content  of  T4  and  T3  is 
adequate.  Dosage  should  be  started  in  small 
amounts  and  increased  gradually  with  incre- 
ments at  intervals  of  one  to  two  weeks.  Usual 
maintenance  dose  is  0.5  to  3.0  grains  (32  to 
190  mg)  daily. 

Overdosage  Symptoms.  Headache,  instability, 
nervousness,  sweating,  tachycardia,  with  un- 
usual bowel  motility.  Angina  pectoris  or  con- 
gestive heart  failure  may  be  induced  or 
aggravated.  Shock  may  develop.  Massive  over- 
dosage may  result  in  symptoms  resembling 
thyroid  storm.  Chronic  excessive  dosage  will 
produce  the  signs  and  symptoms  of  hyperthy- 
roidism. 

(Treatment:  In  shock,  supportive  measures 
should  be  utilized.  Treatment  of  unrecognized 
adrenal  insufficiency  should  be  considered.) 
How  Supplied.  Vi  grain;  Vz  grain:  scored  1 
grain;  IW  grain;  scored  2 grain;  3 grain;  and 
scored  5 grain  tablets,  in  bottles  of  100  and 
1000. 

Full  information  available  on  request. 


WARNER/CHILCOTT 

Division,  Warner-Lambert  Company 
Morris  Plains,  New  Jersey  07950 
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IN  NATURALTHYROID  THERAPY: 

AH  PATIENTS 
BETTING  THE  POTENCY 
YOU  PKSCIIK? 


Unlike  U.S.P. 
desiccated  thyroid, 

Proloid*(thyn> 
globulin)  offers 
the  assurance  of 
constant  potency. 

To  begin  with, 

Proloid  is  uniquely 
purified.  The 

thyroglobulin  extracted  from  hog  thyroid  is  devoid  of  any  glandular  debris. 

Then,  Proloid  is  chemically  and  biologically  assayed  to  assure  consistent 
metabolic  activity  from  batch  to  batch.  The  T4  and  T3  content  of  every  dose  is 
blended  for  optimal  thyroid  replacement. 

Important,  too,  is  the  fact  that  Proloid  is  invariably  “fresh”  when  your  patients 
take  it.  Under  proper  storage  conditions,  its  potency  will  not  diminish  for  at  least 
four  years. 

All  of  which  adds  up  to  this:  the  potency  of  Proloid  is  constant...  for  more 
consistent  results. 


(thyroglobulin) 
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in  the  news 


A grant  to  the  Montreal  Heart  Insti- 
tute for  coronary  research  has  been 
made  by  a grateful  patient  in  honor  of 
BEAUFORT  COOPER,  M.D., 
director  of  the  intensive  coronary  care 
unit  at  Medical  College  of  Pennsyl- 
vania. Mr.  Sol  Eliosoff,  Montreal, 
Canada,  attributes  his  recovery  from  a 
massive  heart  attack  to  Dr.  Cooper  and 
her  MCP  coronary  care  team. 


DR.  COOPER  DR.  BREST 


ALBERT  N.  BREST,  M.D.,  pro- 
fessor of  medicine  at  Jefferson  Medical 
College  and  head  of  the  division  of  car- 
diology at  Thomas  Jefferson  University 
Hospital,  was  guest  lecturer  at  the  sec- 
ond Annual  Claude  P.  Brown  Medical 
Seminar,  sponsored  by  the  Damon  Cor- 
poration’s Philadelphia  Medical  Labo- 
ratory on  March  14.  His  topic  was  the 
diagnosis  and  treatment  of  hyperten- 
sion. 

Two  Delaware  County  doctors  made 
news  recently.  ADOLPH  BLEIER, 
M .D.,  Rose  Valley,  a Chester  dermatol- 
ogist, had  the  unusual  honor  of  being  a 
Rotarian  selected  for  the  Chester 
Kiwanis  Club  1973  Man-of-the-Year 
Award.  Dr.  Bleier  has  been  clinician  in 
charge  of  the  Chester  office  of  the 
Pennsylvania  Department  of  Health  for 
the  past  thirty  years.  He  headed  the 
Venereal  Disease  Education  Com- 
mittee of  Delaware  County.  Dr.  Bleier 
is  associate  professor  of  dermatology  at 
Temple  University  School  of  Medicine. 

JOSEPH  A.  McCADDEN,  M.D., 
Wallingford,  recently  made  a 3,000- 
mile  house  call.  When  the  family  of  a 
103-year-old  patient  was  forced  to 
move  to  Texas,  they  went  on  ahead  to 
prepare  for  the  patient's  arrival.  Dr. 
McCadden  had  decided  to  ride  to  the 
airport  in  the  ambulance  with  his  pa- 
tient. He  ended  up  by  accompanying 
her  the  whole  way  to  Houston.  Actual- 
ly, Mrs.  Earhart,  the  patient,  was  not  ill, 
but  his  presence  reassured  her. 

The  Philadelphia  Psychiatric  Insti- 


tute has  installed  O.  EUGENE  BAUM, 
M.D..  Wynnewood,  as  its  new  president 
and  DANIEL  LIEBERMAN,  M.D.. 
Philadelphia,  as  president-elect.  Dr. 
Baum  is  currently  president  and  a 
member  of  the  faculty  of  the 
Philadelphia  Psychoanalytic  Institute. 
He  is  also  professor  of  psychiatry  and 
director  of  the  psychiatric  residency 
training  program  at  the  Medical 
College  of  Pennsylvania.  Dr.  Lie- 
berman  is  professor  of  psychiatry  and 
director  of  community  mental  health  at 
Jefferson  Medical  College  of  Thomas 
Jefferson  University. 


DR.  BAUM  DR.  LLOYD-STILL 

JOHN  D.  LLOYD-STILL,  M.D.. 
formerly  a clinical  fellow  of  the  Na- 
tional Cystic  Fibrosis  Research  Foun- 
dation at  Children's  Hospital  Medical 
Center,  Boston,  Mass.,  and  instructor  at 
Harvard  Medical  School,  has  been  ap- 
pointed assistant  professor  of  pediatrics 
at  the  Milton  S.  Hershey  Medical 
Center  of  Pennsylvania  State  Universi- 
ty- 

CARROLL  S.  KRING,  M.D..  has 
been  installed  as  president  of  the  Berks 
County  Medical  Society.  Serving  with 
him  are  EDGAR  C.  LLOYD,  M.D., 
president-elect;  JAMES  F.  WELSH. 
M.D.,  secretary;  and  CHARLES  N. 
WANG,  M.D.,  treasurer. 

The  York  County  Medical  Society's 
new  officers  for  1973  are  WILLIAM  C. 
YOHE.  M.D..  president;  LAWRENCE 
C.  FISHER,  M.D.,  president-elect; 
THADDEUS  LEKAWA,  M.D.,  vice- 
president;  JOHN  P.  WHITELEY, 
M.D.,  secretary;  and  WILLIAM  M. 
SHUE,  M.D.,  treasurer. 

NANCY  C.  LAMANCUSA,  M.D., 
New  Castle,  has  been  elected  president 
of  the  Lawrence  County  Medical  Soci- 
ety for  1973.  THEODORE  GRAUEL, 
M.D.,  has  been  chosen  president-elect; 
JOHN  MANSELL,  M.D.,  first  vice- 
president;  ROLAND  NORD,  M.D., 
second  vice-president;  and  THOMAS 


UBER.  M.D.,  treasurer. 

C.  JACK  RODGERS,  M.D.,  has 
been  installed  as  president  of  the 
Lycoming  County  Medical  Society. 
RICHARD  B.  TOBIAS,  M.D.,  will 
serve  as  president-elect;  WARREN 
HAYES,  M.D.,  vice-president;  RICH- 
ARD F.  TIGNOR,  M.D.,  secretary; 
EDWARD  N.  MOSER,  M.D.,  assist- 
ant secretary;  DONALD  E. 
SHEARER.  M.D.,  treasurer;  and 
CHAN  YOON,  M.D.,  assistant  treasur- 
er. 

The  Luzerne  County  Medical  Soci- 
ety has  honored  four  area  physicians 
for  fifty  years  of  continued  medical 
service.  They  are:  ULRICH  D.  RUM- 
BAUGH,  M.D.,  Kingston;  RUSSELL 
J.  HANGEN,  M.D.,  Ashley;  R.L. 
MANTIONE,  M.D.,  Pittston;  and 
MARJORIE  R.  LAW,  M.D.,  Ply- 
mouth. 

WILLIAM  F.  DONALDSON, 
M.D.,  clinical  professor  of  orthopaedic 
surgery  at  the  University  of  Pittsburgh 
School  of  Medicine  has  been  elected 
second  vice-president  of  the  American 
Academy  of  Orthopaedic  Surgeons.  He 
will  become  first  vice-president  in  1974 
and  president  in  1975.  Dr.  Donaldson  is 
a past  president  of  the  Allegheny 
County  Medical  Society  and  of  the 
Pennsylvania  Orthopaedic  Society. 


DR.  DONALDSON  DR.  DRIPPS 


A distinguished  achievement  award 
from  Modern  Medicine  has  been  given 
to  ROBERT  D.  DRIPPS,  M.D.,  vice- 
president  of  health  affairs  at  the  Uni- 
versity of  Pennsylvania.  He  was  one  of 
ten  medical  educators  and  researchers 
so  honored.  The  award  cited  his 
achievement  “for  many  years  of  impor- 
tant work  in  the  science  of  anesthesi- 
ology.” 

A new  slate  of  officers  has  been  in- 
stalled by  the  Chester  County  Medical 
Society.  ROBERT  POOLE,  M.D.,  \ 
West  Chester,  is  the  new  president. 
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ERWIN  ZELLER,  M.D.,  Coatesville, 
is  president-elect;  DONALD  N. 
TWADDELL,  M.D.,  Embreeville, 
vice-president;  THOMAS  JOHN- 
STON, M.D..  West  Chester,  treasurer; 
and  DONALD  E.  HARROP,  M.D.. 
Phoenixville,  secretary. 

The  Northampton  County  Medical 
Society  has  inaugurated  its  new  of- 
ficers. They  are:  JOHN  H.  UP- 
DEGROVE,  M.D.,  Easton,  president; 
GILBERT  M.  HOFFMAN,  M.D., 
Bethlehem,  president-elect;  CHARLES 
K.  ZUG,  III,  M.D.,  Bethlehem,  vice- 
president;  JOSEPH  W.  FISHER,  JR.. 
M.D.,  Bethlehem,  secretary;  and 
JOHN  H.  HOBART,  M.D.,  Easton, 
treasurer. 

The  National  Heart  and  Lung  Insti- 
tute has  awarded  a five-year  grant  to 
PETER  N.  WALSH,  M.D.,  assistant 
professor  of  medicine  at  Temple  Uni- 
versity School  of  Medicine,  to  be  used 
to  aid  his  study  on  the  role  of  platelets 
as  a causative  factor  in  excessive  blood 
clotting. 

LAURENCE  KREIDER,  M.D.,  has 
been  promoted  from  associate  to  acting 
director  of  the  Lehigh  University 
Health  Service.  He  succeeds  HOW- 
ARD C.  P1EPER,  M.D.,  who  retired 
from  the  university  to  accept  an  ap- 
pointment at  Bayshore  Community 
Hospital,  Keyport,  N.J. 

MILOS  J.  LOTA,  M.D.,  Lebanon, 
has  been  promoted  to  associate 
professor  of  clinical  physical  medicine 
at  the  University  of  Pennsylvania 
School  of  Medicine.  Dr.  Lota  is  chief  of 
physical  medicine  and  rehabilitation 
service  at  the  Lebanon  VA  Hospital. 
He  is  a fellow  in  the  American  College 
of  Physicians  and  the  American  Acade- 
my of  Physical  Medicine  and  Rehabili- 
tation. 

The  Columbia  County  Medical  Soci- 
ety has  elected  its  new  slate  of  officers. 
They  are  R.  U.  DELP,  M.D..  president; 
T.  C.  CORSON.  M.D.,  vice-president; 
R.  J.  CAMPBELL,  M.D.,  president- 
elect; and  J.  CAMPBELL  MARTIN, 
M.D.,  secretary-treasurer. 

ROBERT  M.  KERR,  M.D.,  chief  of 
medicine  at  the  Wilkes-Barre  General 
Hospital,  has  been  elected  president  of 
the  Luzerne  County  Medical  Society 
for  1972-73.  STEPHEN  WARTELLA, 
JR.,  M.D.,  Wilkes-Barre,  will  serve  as 
president-elect;  FRANCIS  J.  MENA- 
PACE,  M.D.,  Wilkes-Barre,  as  vice- 
president;  WILLIAM  A RUSIN, 


M.D.,  Kingston,  as  secretary  and 
STANLEY  C.  USHINSKI,  M.D., 
Kingston,  as  treasurer. 

The  Washington  County  Medical 
Society  has  installed  new  officers  for 
the  coming  year.  The  new  president  is 
GRANT  UNDERWOOD.  M.D., 
Washington;  president-elect  is  JOHN 
C.  McGINNIS,  M.D.,  Washington; 
vice  president,  WILLIAM  H.  KIT- 
TRELL,  M.D.,  McMurray;  and 
secretary-treasurer  JON  S.  ADLER. 
M.D.,  Washington. 

SAMUEL  B.  HADDEN,  M.D., 
Wynnewood,  gave  a series  of  lectures 
and  seminars  at  Queen’s  University, 
Kingston,  Ontario,  Canada,  in  Febru- 
ary. 

THOMAS  BEHRENDT,  M.D., 
Philadelphia  eye  specialist,  has  been  ap- 
pointed professor  of  ophthalmology  at 
Jefferson  Medical  College  of  Thomas 
Jefferson  University.  He  was  pre- 
viously associate  professor  and  director 
of  research  in  ophthalmology.  He  is  a 
diplomate  of  both  the  American  and 
Brazilian  Boards  of  Ophthalmology. 


DR.  BEHRENDT  DR.  CANILANG 

ENRIQUE  P.  CANILANG,  M.D., 
has  been  named  director  of  the  newly 
created  department  of  physical  medi- 
cine and  rehabilitation  at  the  Geisinger 
Medical  Center,  Danville.  He  was  for- 
merly assistant  professor  of  physical 
medicine  and  rehabilitation  at  Case 
Western  Reserve  University  School  of 
Medicine. 

THOMAS  W.  LANGFITT.  M.D., 
professor  and  chairman  of  the  division 
of  neurosurgery  at  the  University  of 
Pennsylvania  School  of  Medicine,  is 
the  principal  investigator  in  a project 
on  the  continuing  study  of  brain  inju- 
ries which  has  received  a $94, 1 1 2 grant 
from  the  John  A.  Hartford  Foundation, 
Inc.  Other  physicians  on  the  team  are 
LAWRENCE  C.  MARSHALL,  M.D.. 
and  FRANCIS  J.  PIZZI,  M.D., 
research  fellows  in  neurosurgery. 

CATALDO  CORRADO.  SR., 
M.D.,  Uniontown,  has  been  honored  by 
the  Fayette  County  Medical  Society  for 
fifty  years  in  the  practice  of  medicine. 


MARLYN  MILLER,  M.D.,  re- 
ceived a Doctor-of-the-Year  award 
from  the  Junior  Auxiliary  of  the  Al- 
toona Hospital  in  recognition  of  his 
achievements  in  modernizing  equip- 
ment in  the  hospital's  radiology  depart- 
ment. Dr.  Miller  is  a fellow  of  the 
American  College  of  Radiology. 

The  following  physicians  have  been 
honored  by  the  Delaware  County  Med- 
ical Society  with  fifty-year  service 
plaques:  Drs.  JOHN  V.  ELLSON,  JR., 
Upper  Darby;  EMIL  A LINTZ- 
MEYER,  Media;  EDITH  A.  MAYO. 
Drexel  Hill;  ERNEST  L.  NOONE.  El- 
verson;  and  FRANK  O.  HEN- 
DERSON, Jupiter,  Florida. 

New  officers  have  been  installed  by 
the  Montgomery  County  Medical  Soci- 
ety, AURELIANO  RIVAS,  M.D., 
Wayne,  is  the  new  president;  SAMUEL 
S.  FARIS.  M.D..  Glenside,  president- 
elect; ULYSSES  E.  WATSON,  M.D., 
Philadelphia,  secretary;  and  JOSEPH 
L.  HUNSBERGER,  M.D..  Norris- 
town, is  treasurer. 

The  Delaware  County  Medical  Soci- 
ety has  installed  DAVID  L.  MU- 
DRICK,  M.D.,  Chester,  as  its  new  pres- 
ident. Other  officers  for  1972-73  are 
JOHN  L.  KELLY,  M.D..  Media, 
president-elect;  FURMAN  T. 
KEPLER,  Havertown,  vice-president; 
F.  PETER  KOHLER,  Media,  secre- 
tary; and  PHILIP  J.  ESGRO.  Spring- 
field,  treasurer. 

FREDERICK  R FRANKE.  M.D., 
has  resigned  as  medical  director  of  the 
Western  Pennsylvania  Hospital,  Pitts- 
burgh. He  will  remain  at  the  hospital  as 
chief  of  the  department  of  car- 
diovascular disease. 

PETER  F.  B1NNION,  M.D.,  Ph  D., 
chief  of  cardiology  and  cardiac 
research  at  Pennsylvania  Hospital  in 
Philadelphia,  spoke  at  an  international 
symposium  on  digitalis  in  Oslo, 
Norway,  in  February  on  the  results  of 
research  conducted  at  Pennsylvania 
Hospital  and  in  Belfast,  Ireland. 

PHILIP  A.  GIUNTA,  M.D., 
Plymouth  Meeting,  has  been  named  to 
the  senior  staff  at  Friends  Hospital, 
Philadelphia.  He  will  work  primarily  in 
the  geropsychiatric  unit. 

HOLBERT  J.  NIXON.  M.D., 
Uniontown  obstetrician,  was  honored 
on  the  occasion  of  his  retirement  with  a 
reception  at  the  Uniontown  Hospital. 
He  has  served  his  community  with  fifty- 
seven  years  of  medical  service. 
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Insurance  necessary  ingredient  in  success  formula 


LEIF  C.  BECK,  LL.B. 
Bala  Cynwyd 


Every  business  obviously  requires  a variety  of  insurance 
coverages.  In  surveying  medical  practices,  however,  I am 
often  surprised  at  the  gaps  the  doctors  have  left  in  their  pro- 
tection. Some  of  these  doctors  are  genuinely  surprised  at  the 
suggestion  of  certain  types  of  insurance  which  others  would 
consider  absolutely  essential. 

No  one  can  effectively  insure  himself  against  every  pos- 
sible risk.  Nevertheless,  we  all  should  follow  sound  insurance 
principles  by  seeking  out  those  risks  which  are  substantial 
enough  to  justify  the  payment  of  premiums  while  at  the  same 
time  being  willing  to  "self-insure”  other  risks.  The  latter  cate- 
gory includes  those  risks  which  are  not  so  serious  as  to  cause 
financial  or  other  hardship  if  they  occur,  and  those  which  can 
be  protected  against  by  effectively  following  what  some  ad- 
visors call  "risk  management.”  For  instance,  the  risk  of  loss 
of  a practice’s  accounts  receivable  records  by  fire  can  be  vir- 
tually eliminated  by  maintaining  a duplicate  set  of  records  at 
a separate  location — an  alternative  which  may  or  may  not  be 
preferable  to  the  purchase  of  additional  fire  insurance. 

I follow  a basic  proposition  that  a medical  practice  should 
insure  itself  against  those  risks  which  it  cannot  financially  af- 
ford to  occur.  For  instance,  1 am  not  concerned  that  a fairly 
wealthy  person  insure  himself  against  the  first  few  hundred 
dollars  of  damage  to  his  automobile  since  he  can  obviously 
afford  to  pay  that  amount  himself.  On  the  other  hand,  even  a 
reasonably  wealthy  person  cannot  easily  afford  the  liability 
or  expense  of  a disastrous  accident  which  may  measure  in  the 
hundreds  of  thousands  of  dollars.  The  first  risk  really  need 
not  be  insured,  while  the  second  risk  is  so  substantial  to  fami- 
ly welfare  that  it  requires  coverage. 

Bearing  this  principle  in  mind,  and  recognizing  that  the 
amount  of  premium  any  insurance  company  will  charge  must 
depend  on  the  mathematical  likelihood  of  its  having  to  pay 
out  benefits,  let  me  discuss  some  types  of  insurance  coverage 
which  a physician  should  clearly  maintain.  This  discussion  is 
not  intended  to  be  all-inclusive,  and  it  is  particularly  not 
addressed  to  the  more  personal  aspects  of  insurance — life  in- 
surance and  disability  income  insurance. 

Automobile  Insurance 

Rarely  do  we  find  a reasonably  educated  person  without 
substantial  automobile  insurance  coverage.  This  is  a sound 
principle  when  one  considers  the  potential  liability  which  can 
face  an  automobile  driver  involved  in  an  accident  which 
might  (though  might  not  have  been)  his  fault.  Judgments 
against  negligent  drivers  are  running  into  the  hundreds  of 
thousands  of  dollars,  and  occasionally  over  a million 
dollars.  Hence  a person  who  is  willing  to  drive  a car  at  all 
without  adequate  insurance  or  with  coverage  which  may 

Mr.  Beck  is  president  of  Management  Consulting  for 

Professionals,  Inc.  of  Bala  Cynwyd,  Pennsylvania. 


have  lapsed  is  probably  a fool.  As  to  liability,  I believe  that 
$100,000/5300,000  liability  coverage  is  an  absolute 
minimum  for  a doctor  to  carry.  This  coverage  would  pay  up 
to  $100,000  to  any  person  injured  in  an  accident  "caused” 
by  the  physician's  negligence,  and  it  would  pay  up  to 
$300,000  in  the  aggregate  to  all  persons  injured  in  the  ac- 
cident. 

Even  $100,000/5300,000  liability  coverage  is  obviously 
not  enough  in  view  of  my  previous  comments.  I therefore 
urge  every  doctor  to  have  substantial  additional  coverage  in 
the  form  of  an  “excess  liability”  or  "umbrella”  policy,  dis- 
cussed below. 

There  are  obviously  a number  of  other  elements  of  cover- 
age within  a standard  automobile  policy.  These  would 
include  provisions  to  pay  medical  expenses  of  persons  in- 
jured, insurance  for  damage  to  others’  property, 
"comprehensive  coverage”  (dealing  with  such  items  as  auto 
theft  or  damage),  collision  coverage,  etc.  Virtually  all  of 
these  types  of  coverage  are  provided  in  the  standard  au- 
tomobile policy,  and  I urge  that  a physician  obtain  most  or 
all  of  them  along  the  lines  recommended  by  his  automobile 
insurance  representative. 

Professional  Liability  Insurance 

While  malpractice  insurance  is  virtually  automatic  with 
every  physician,  I am  nevertheless  amazed  at  some  doctors’ 
failure  to  purchase  enough  of  it  for  themselves.  An  oc- 
casional doctor  has  argued  that  the  insurance  is  so  expen- 
sive that  he  will  not  obtain  additional  coverage,  but  this 
statement  is  inconsistent  since  the  first  dollars  of  coverage 
are  far  more  expensive  than  are  the  additional  dollars.  Fur- 
thermore, the  fact  of  increasing  premium  costs  is  merely 
proof  of  the  spiraling  judgments  against  physicians  and 
their  insurers — probably  the  strongest  piece  of  evidence 
that  the  doctor  needs  to  keep  this  insurance  at  an  extremely 
high  coverage.  Since  a single  malpractice  award  can  easily 
bankrupt  a doctor,  there  is  little  sense  in  not  having  enough 
coverage. 

I normally  advise  that  a physician  carry  basic  mal- 
practice insurance  of  either  $100,000/$  300,000  or 
$200,000/$600,000.  Which  of  these  two  coverages  he 
carries  is  not  particularly  significant  provided  he  has  a satis- 
factory excess  liability  or  umbrella  insurance  policy  picking 
up  the  liability  coverage  above  his  basic  amount. 

Doctors  should  also  be  extremely  careful  if  and  when 
they  change  malpractice  insurers.  Some  policies  provide 
coverage  for  only  a limited  period  of  time  after  the  policies 
are  dropped,  which  termination  applies  even  to  liability  for 
acts  occurring  while  the  policies  were  in  effect.  Although 
the  period  is  usually  longer  than  the  period  during  which  a 
law  suit  can  be  initiated,  there  are  enough  circumstances 
under  which  later  suits  are  allowed  that  a risk  is  involved.  If 
the  doctor  switches  policies  under  such  circumstances,  he 
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should  determine  if  his  new  policy  will  cover  the  open  risk, 
and  if  it  will  not  he  should  buy  a special  policy  to  cover  that 
risk. 

Office  Liability  Coverage 

Just  as  law  suits  and  large  dollar  judgments  result  from 
automobile  and  malpractice  situations,  they  can  also  easily 
arise  from  a variety  of  accidents  occurring  in  the  doctor’s 
own  office  but  unrelated  to  his  direct  rendering  of  medical 
services.  For  instance,  a patient  might  slip  on  a wet  spot  in 
the  stairway  leading  to  an  office  or  a delivery  man  might 
trip  over  a loosely  fixed  rug.  A visitor  to  the  office  can  be 
injured  in  a variety  of  absolutely  unpredictable  ways.  The 
physician  is  considered  a wealthy  member  of  the  communi- 
ty and  thus  subject  to  suits  arising  from  such  various  ac- 
cidents even  if  he  had  virtually  no  real  ability  to  protect 
himself  against  the  occurrence. 

Thus  office  liability  insurance  is  another  obvious  neces- 
sity which  is  so  inexpensive  that  it  need  not  be  debated. 
Regarding  both  automobile  and  professional  liability  cover- 
ages. excess  liability  insurance  should  cover  the  risk  of  lia- 
bility in  excess  of  whatever  basic  amount  is  actually  carried 
in  the  office  liability  policy. 

Umbrella  Coverage 

This  is  the  insurance  which  many  doctors  ignore  and  yet 
which  is  an  essential  ingredient  of  their  overall  insurance 
package.  An  umbrella  policy  simply  provides  additional  lia- 
bility protection  over  all  the  basic  liability  policy  coverages 
and  extends  it  to  the  stated  excess  amount.  A typical  policy 
provides  $1  million  extra  coverage,  but  it  can  also  be  ob- 
tained for  $2  million  or  even  $5  million  of  excess.  The  cost 
is  relatively  low  since  the  insurance  does  not  cover  the  base 
policy  amounts,  and  hence  failure  to  have  an  umbrella  poli- 
cy is  virtually  inexcusable. 

The  applicant  for  umbrella  insurance  will  have  to  provide 
specific  details  of  all  his  underlying  coverages.  These  details 
include  the  name  of  each  insuring  company,  each  policy 
number,  the  dollar  amount  of  each  coverage,  and  each  expi- 
ration date.  Since  a well-organized  practice  should  have  a 
single  up-to-date  list  of  these  details  with  respect  to  every 
policy,  this  requirement  should  not  be  a burden.  Neverthe- 
less, an  occasional  doctor  who  cannot  locate  his  policies  or 
the  needed  information  has  been  known  to  let  slide  comple- 
ting the  umbrella  insurance  application,  thus  leaving  him- 
self at  very  considerable  potential  risk. 

Fire  and  Theft  Insurance 

Since  carrying  fire  insurance  on  a person’s  home  is  auto- 
matic, it  is  normally  as  routine  for  any  office  building 
owned  by  a doctor  or  group  of  doctors.  Fire  and  other 
comprehensive  insurance  is  equally  important,  however,  if 
the  medical  office  is  leased,  for  there  is  still  a very  consider- 
able potential  loss  in  the  case  of  fire  and  theft.  For  instance, 
all  of  the  equipment  and  furniture  in  a doctor’s  office 
should  be  insured  whether  or  not  the  doctor  owns  the  build- 
ing. The  insurance  on  these  items  would  ordinarily  be  ex- 
tended by  a “physicians’  and  surgeons’  equipment  floater” 
added  to  the  basic  fire  and  theft  policy. 

In  the  same  manner,  the  doctor  has  a tremendous  finan- 


cial risk  of  lost  earnings  if  a fire  should  interfere  with  his 
ability  to  continue  his  practice.  Thus,  the  insurance  cover- 
age should  provide  funds  for  him  to  use  in  relocating  his  of- 
fice or  occupying  temporary  quarters  elsewhere  until  he  can 
get  entirely  re-established.  In  the  alternative,  such  insurance 
proceeds  would  provide  him  with  dollars  to  replace  his  lost 
earnings  if  he  cannot  find  another  place  to  work  for  the  in- 
terim period. 

Fire  insurance  may  also  be  extended  to  cover  a practice’s 
accounts  receivable,  for  the  information  as  to  what  patients 
(and  third  party  insurers)  owe  for  services  rendered  may  be 
the  most  valuable  asset  in  the  office.  In  some  higher  volume 
medical  specialties,  the  accounts  receivable  for  a two  or 
three  man  practice  can  easily  total  upwards  of  $100,000. 
Unless  there  is  some  duplicate  source  of  information  out- 
side the  office,  a fire  destroying  those  receivable  records 
would  render  collection  virtually  impossible.  Accounts  re- 
ceivable coverage  is  not  extremely  expensive,  being  valued 
essentially  just  as  any  other  fire  insurance,  and  hence  1 feel 
it  is  an  extremely  worthwhile  risk  to  be  covered. 

Employee  Fidelity  Bond 

Regardless  of  one’s  faith  in  his  employees'  basic  honesty, 
I believe  each  practice  should  routinely  purchase  a fidelity 
bond — insurance  against  embezzlement  or  theft  by  employ- 
ees. Some  doctors  protest  that  obtaining  such  a bond 
conveys  the  embarrassing  suggestion  that  their  aides  are  dis- 
honest. This  is  a weak  argument.  Carrying  auto  collision  in- 
surance hardly  reflects  on  his  confidence  in  his  driving  abili- 
ty. Most  employees  do  (or  should)  welcome  the  added  protec- 
tion the  bond  gives  to  a practice  when  the  proposition  is 
presented  properly  to  them. 

A fidelity  bond  may  be  obtained  to  cover  either  a 
specifically  named  employee  or  employees  or  a specified  of- 
fice position  or  positions  (i.e.,  bookkeeper,  cashier,  recep- 
tionist, etc.).  In  the  alternative,  the  bond  may  cover  all  em- 
ployees of  a practice.  While  this  latter  blanket  coverage  is 
more  expensive,  I normally  suggest  its  selection.  Most  of- 
fices involve  enough  interchanging  and  sharing  of  responsi- 
bilities that  the  more  limited  bonds  may  miss  the  person  or 
act  creating  the  loss.  This  may  be  the  nurse  who  replaces 
the  bookkeeper  on  a sick  or  vacation  day,  the  aide  newly 
hired  without  a yet-developed  job  designation,  etc. 

The  amount  of  insurance  to  be  obtained  will,  of  course, 
depend  on  the  individual  facts  and  circumstances.  The  vari- 
ations would  depend,  for  instance,  on  how  much  cash  passes 
through  the  office;  how  effective  are  the  office’s  safeguards 
against  possible  theft;  and  how  often  and  how  carefully  are 
the  underlying  records  (the  day  sheets,  ledger  cards,  bank 
deposit  slips,  cancelled  checks  and  the  like)  spot-checked  by 
an  outside  accountant  or  consultant.  A not  unusual  sugges- 
tion, however,  is  coverage  equal  to  one  month’s  gross  in- 
come for  a well-run  office  with  reasonable  safeguards. 

A fidelity  bond  is  not  a substitute  for  effective  audit  con- 
trols, for  the  bond  is  worthless  if  a loss  is  suspected  but 
cannot  be  proven.  Thus  a practice  must  have  an  effective 
bookkeeping  system  both  as  to  receipts  and  expenditures 
not  only  as  a matter  of  self-protection  against  loss  but  also 
to  enable  discovery  and  measurement  of  any  suspected  loss. 
Since  independent  audit  of  the  books,  an  often  very  time- 
consuming  and  costly  job,  is  normally  required  for  any  loss 

(Continued  on  next  page) 
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To  g ive  Cat  eg  o ry  I Credit 

Education  programs  offered  accreditation  guide 


A previous  article  entitled  "Physician  Continuing  Educa- 
tion Requirements  in  Pennsylvania,”  giving  the  origin  of 
the  Pennsylvania  Medical  Continuing  Education  Institute, 
was  published  in  the  March  issue  of  Pennsylvania  Medicine 
(Volume  76,  No.  3,  pp.  65-70).  In  that  article  the 
background  for  development  of  the  Institute,  its  proposed 
structure  and  functions,  and  its  purpose  were  described, 
together  with  the  continuing  education  requirements  for 
maintaining  membership  in  the  Pennsylvania  Medical  Soci- 
ety. The  main  purpose  of  the  Institute  is  to  improve  the 
quality  of  medical  care  given  in  the  community  hospital  and 
especially  by  the  family  (or  primary)  physician  both  in  and 


Insurance  necessary  ingredient 

(Continued  from  page  37) 

to  be  reimbursed  by  a bonding  company,  sound  basic  book- 
keeping procedures  will  save  the  doctor  considerable  time 
and  annoyance. 

Workmen’s  Compensation  Insurance 

Every  employer  of  one  or  more  persons  is  required  by 
state  law  to  provide  insurance  for  an  employee’s  occupa- 
tional accident  or  other  injury.  The  premium  rate  for  medi- 
cal practices  is  quite  low,  normally  being  considerably  less 
than  one  per  cent  of  the  payroll.  Except  for  the  physician 
practicing  entirely  without  aides  (a  psychiatrist,  for  in- 
stance), this  insurance  is  a necessity. 

When  a practice  incorporates,  the  workmen's  compensa- 
tion coverage  will  quite  naturally  increase  very  substantially 
because  the  physician-owners’  incomes  become  part  of  the 
practice’s  payroll.  Similarly,  the  psychiatrist  with  no  em- 
ployees must  obtain  the  insurance  when  he  incorporates.  In 
either  case,  however,  the  cost  of  the  insurance  is  minimal 
enough  to  justify  the  corporate  form  if  that  step  is  otherwise 
desirable. 

Conclusion 

All  of  these  described  coverages  tend  to  be  routine,  non- 
controversial  insurances  which  should  be  carried  regardless 
of  a doctor’s  personal  wealth  or  outlook.  They  differ  consid- 
erably from  the  life  insurance  and  disability  income  insur- 
ance programs  heavily  promoted  by  high-commission 
salesmen.  1 urge  my  clients,  therefore,  to  follow  a basic  rule 
of  placing  all  the  described  insurances  through  a single 
property  and  casualty  insurance  broker.  While  none  of 
these  policies  alone  carry  attractive  initial  commissions  to 
the  seller,  his  interest  should  be  in  serving  the  client  effec- 
tively over  the  years  in  much  more  of  a “service”  rela- 
tionship than  a “sales”  relationship.  Furthermore,  policies 
interrelate  enough  that  a single  person’s  control  of  the 
whole  package  will  save  the  doctor’s  time  and  bother. 

This  article  was  prepared  to  give  a basic  summary  of  the 
“nuts  and  bolts”  insurance  policies.  However,  I urge  each 
reader  to  retain  one  person  or  firm  specializing  in  property 
and  casualty  insurance  (to  the  total  or  near-total  exclusion 
of  life  insurance)  to  tie  all  these  policies  together  into  a 
sound  protection  package. 


out  of  the  hospital  by  encouraging  the  development  of  and 
participation  in  appropriate  educational  programs.  Accord- 
ingly much  of  its  activity  will  be  directed  toward  helping 
community  hospitals  to  determine  their  educational  needs 
and  establish  programs  of  continuing  education  designed  to 
meet  those  needs. 

In  order  to  ensure  that  these  programs  are  of  adequate 
quality,  the  Council  on  Education  and  Science  of  the  Penn- 
sylvania Medical  Society  has  set  forth  requirements  for 
accreditation  of  such  programs  and  developed  methods  for 
ascertaining  that  these  requirements  are  met.  The  adminis- 
trative policies  governing  accreditation  are  given  in  brief 
below.  These  are  followed  by  the  description  of  standards 
for  accreditation  and  the  interpretation  of  those  standards 
prepared  by  the  council. 

It  is  the  council’s  recommendation  that  each  community 
hospital  establish  an  education  committee  in  cooperation 
with  the  local  county  medical  society.  It  is  further  recom- 
mended that  the  effectiveness  of  the  educational  effort  be 
evaluated  by  a review  of  the  quality  of  medical  care  to  de- 
tect changes  in  medical  staff  performance.  The  Pennsyl- 
vania Medical  Society,  under  the  auspices  of  the  American 
Medical  Association,  will  survey  (through  questionnaires 
and  site  visits)  and  accredit  continuing  medical  education 
activities  for  community  hospitals  and  other  organizations 
seeking  accreditation.  The  criteria  to  be  used  by  the  survey 
teams  in  evaluating  the  quality  of  the  educational  efforts  are 
flexible  and  will  be  reviewed  periodically.  From  time  to 
time,  material  containing  practical  suggestions  for  deter- 
mining educational  needs  and  for  the  planning  and  evalua- 
tion of  programs  designed  to  meet  these  needs  will  be 
provided. 

John  H.  Moyer,  M.D.,  D.Sc. 

Part  I 

Administrative  Policies 

Survey  Eligibility 

To  be  eligible  for  an  accreditation  survey,  certain  stand- 
ards are  deemed  as  critically  important  aspects  of  a hospi- 
tal’s or  organization’s  commitment  to  improving  patient 
care  through  continuing  medical  education.  These  stand- 
ards cover  various  aspects  of  administration  of  the  educa- 
tional program,  its  financial  support,  teaching  staff  and  fa- 
cilities, the  design  of  the  program,  and  methods  for 
evaluating  its  effectiveness  as  described  in  the  section  on 
Standards  and  Interpretation  which  follows  this  section  on 
administrative  policies. 

Survey  Personnel 

A site  team  composed  of  three  persons  will  conduct  the 
surveys.  The  amount  of  time  spent  in  conducting  the  survey 

Dr.  Moyer,  who  prepared  the  introduction  for  this 
paper,  is  professor  of  medicine  at  Hahnemann  Medical 
College  and  Hospital,  Philadelphia,  and  is  a member  of 
the  Pennsylvania  Medical  Society’s  Council  on  Educa- 
tion and  Science. 
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of  each  institution  shall  be  determined  by  the  Council  on 
Education  and  Science,  but  in  general  it  is  expected  that 
each  site  visit  will  be  of  one  day’s  duration. 

Survey  Fees 

A survey  registration  fee  of  $50  will  be  charged  by  the 
Pennsylvania  Medical  Society  for  administrative  work  con- 
nected with  site  visits.  This  is  to  be  paid  in  advance  at  the 
time  the  presurvey  questionnaire  is  submitted.  If  the  institu- 
tion is  not  surveyed,  the  fee  will  be  refunded. 

The  expenses  of  the  site  visitors,  including  travel  and 
food,  will  be  covered  by  the  institution  requesting  accredita- 
tion. These  expenses,  based  on  actual  cost  as  determined 
after  the  site  visit,  will  be  paid  to  the  site  visitors  directly.  It 
is  anticipated  that  no  institution  will  have  to  pay  more  than 
$200  for  a site  visit,  in  addition  to  the  $50  paid  to  the  Penn- 
sylvania Medical  Society. 

Accreditation  and  Duration 

Each  institution  or  organization  that  has  been  surveyed 
will  be  notified  by  the  Council  on  Education  and  Science 
whether  or  not  they  have  been  accredited.  Accreditation  of 
the  institution  or  organization  may  be  (1)  Complete  and 
without  restrictions;  (2)  Contingent  upon  stipulated  changes 
in  the  program,  with  accreditation  to  be  granted  when  these 
changes  are  made;  (This  classification  applies  in  those  cases 
where  the  program  does  not  meet  the  requirements  for 
accreditation  but  seems  to  have  the  potential  for  doing  so.  It 
would  be  for  a limited  time  only,  and  a resurvey  would  be 
made  within  a stated  period  of  one  or  two  years.);  or  (3) 
Provisional  (This  type  of  accreditation  is  applicable  only  to 


newly  developing  programs  and  has  a time  limit  of  one  or  two 
years). 

In  cases  of  nonaccreditation  of  the  institution  or  organi- 
zation, reasons  for  the  recommendation  will  be  given. 
Accreditation  Decision  and  Appeal 

At  the  completion  of  the  survey  visit,  a site  team  will 
hold  a summation  conference  and  submit  its  recommen- 
dations to  the  Commission  on  Continuing  Medical  Educa- 
tion and  Accreditation.  On  the  basis  of  these  recommen- 
dations the  commission  will  make  a decision  on  accredita- 
tion, subject  to  the  approval  of  the  Council  on  Education 
and  Science. 

If  the  accreditation  commission  decides  that  accredita- 
tion should  be  denied  or  revoked  because  of  recommen- 
dations of  the  site  team,  the  institution  or  organization  shall 
be  entitled  to  provide  additional  information  and  further 
clarify  the  findings  pertaining  to  the  decision  of  the  accredi- 
tation committee.  Finally,  if  accreditation  is  denied,  an  ap- 
peal in  writing  may  be  submitted  to  the  Council  on  Educa- 
tion and  Science  with  supporting  information  and  data, 
questioning  the  recommendation  and  requesting  reconsid- 
eration. 

Public  Recognition 

An  institution  or  organization  that  is  granted  accredita- 
tion shall  be  given  a certificate  specifying  the  type  of 
accreditation  and  the  years  for  which  it  is  granted  and  shall 
be  entitled  to  indicate  on  continuing  education  programs  the 
type  of  accreditation  approved  for  their  institution  and  the 
category  in  which  it  is  given. 


Part  Two 
Standards 


To  be  eligible  for  an  accreditation  survey,  the  following 
standards  are  deemed  as  critically  important  aspects  of  a 
hospital's  or  organization's  commitment  to  improving  pa- 
tient care  through  continuing  medical  education. 

Standard  1:  Administration 

A.  There  shall  be  explicit  support  of  continuing  medical 
education  by  the  governing  body,  organized  medical 
staff,  and  administration  through  a continuing  medical 
education  committee  having  cross  membership  with  pa- 
tient care  review  committees  and  including  a wide  range 
of  subspecialties  and  departmental  representation. 

B.  There  shall  be  a responsible  educator-in-chief  with 
supporting  staff,  including  availability  and  use  of  expert 
knowledge  of  educational  methods  whenever  practical. 

C.  There  shall  be  evidence  of  coordination  and  coopera- 
tion with  other  educational  programs  in  the  area  in 
sharing  resources  and  evidence  of  efforts  to  meet  the  edu- 
cational needs  of  physicians  in  the  community. 

Standard  2:  Budget 

A.  There  shall  be  evidence  of  financial  support  through 
provisions  of  a budget  for  continuing  medical  education 
of  the  attending  staff. 

Standard  3:  Teaching  Staff 

A.  There  shall  be  evidence  of  a commitment  from 
physicians  of  proven  ability,  training  and  experience  with 
an  interest  in  and  dedication  to  the  development  of 
carefully  planned  educational  programs. 


Standard  4:  Curriculum 

A.  There  shall  be  a mechanism  of  need  assessment  as  de- 
veloped through  quality  of  patient  care  review  mecha- 
nisms. 

B.  There  shall  be  a method  of  preparing  clearly  defined 
objectives  for  each  educational  activity  based  upon  these 
need  assessment  procedures. 

Standard  5:  Facilities 

A.  There  shall  be  adequate  facilities  that  encourage  par- 
ticipative methods  of  education. 

Standard  6:  Educational  Methods 

A.  There  shall  be  planned  learning  experiences  designed 
to  bring  about  the  specific  objectives;  selecting  the  most 
effective  educational  method  for  the  particular  need; 
whether  knowledge,  skill,  attitudes  or  performance  are  to 
be  changed. 

Standard  7:  Methods  of  Evaluation 

A.  There  shall  be  evaluation  of  each  individual  educa- 
tional activity  of  the  entire  continuing  education  pro- 
gram of  the  institution  in  terms  of  impact  on  the  quality 
of  patient  care  through  review  procedures  similar  to 
those  followed  in  assessing  needs. 

Standard  8:  Physician's  Reward 

A.  Each  physician's  reward  for  participation  in  con- 
tinuing medical  education  should  be  his  improved  ability 
to  care  for  his  patients  and  the  stimulation  of  his  own 
spirit  of  intellectual  adventure. 
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editorials 

Ph  ase  Three— unsound,  unfair 


With  the  advent  of  Phase  3 and  the  government’s  new 
quasi-voluntary  policy,  three  industries  find  themselves  still 
under  Phase  2 controls.  They  are  food,  construction  and 
health.  It  has  been  charged  that  these  three  industries  have 
organizational  imperfections  which  create  inflationary  pres- 
sures. 

The  private  physician  has  been  blamed  for  the  rising  cost 
of  medical  care.  In  reality,  physicians  fees  rose  only  2.7  per- 
cent during  the  period  of  August  1971  to  November  1 972. 1 
In  1972,  average  wagq  increases  in  construction  and  manu- 
facturing rose  6.6  percent  in  spite  of  Phase  2 controls. 
Unions  are  planning  to  test  the  government’s  5.5  percent 
wage  guideline  of  Phase  3 this  year.  United  Rubber 
Workers  Union  president  says  a 5.5  percent  raise  will  not  be 
accepted.  The  Internationa!  Ladies  Garment  Workers 
Union  won  a first  year  raise  of  8 percent.  Other  unions  have 
openly  stated  that  they  will  seek  increased  wages  this  year.2 

The  restrictions  imposed  on  the  health  care  industry,  in  a 
relatively  uncontrolled  economy,  will  make  it  increasingly 
difficult  for  the  individual  physician  to  keep  his  head  above 
water.  Expenses  to  operate  an  office,  such  as  supplies  and 
rent,  will  be  allowed  to  rise  while  fees  will  remain  virtually 
the  same.  Competent  personnel,  necessary  for  the  quality 
delivery  of  health  care,  will  be  unwilling  to  work  under 
such  stringent  wage  controls  and  will  likely  be  lured  into 
more  lucrative  jobs. 

During  the  past  several  years  the  press  has  reported  that 
physicians  are  too  affluent.  Wage  increases  over  the  past 
few  years  have,  in  many  cases,  surpassed  increases  in 
doctor’s  fees.  Critics  who  accuse  doctors  of  blatant  profi- 
teering often  ignore  the  relationship  between  rising  prices 
and  rising  wages.  Computed  on  number  of  hours  of  work 
needed  to  pay  for  medical  services,  the  actual  cost  of  treat- 
ment has  in  many  instances  declined.  For  example,  in  1965 
it  cost  a construction  worker  47  hours  and  18  minutes  to 
pay  a surgeon’s  fee  for  an  appendectomy.  In  1970,  it  would 
have  cost  the  same  man  only  38  hours  and  19  minutes 
work.3 

In  order  to  correct  the  inequities  within  the  health  care 
system,  physicians  are  turning  to  the  concept  of  peer 
review.  Peer  review  consists  of  several  aspects  including 
utilization,  medical  audit,  and  claims  review.  Claims  review 
involves  the  cost  of  medical  care  by  examining  fees  for  serv- 
ices provided  by  physicians.  This  requires  first,  the  descrip- 
tion of  all  medical  services  with  definitions,  and  second,  the 
establishment  of  reasonable  charges  for  each  procedure  or 
service.  There  is  considerable  discussion  within  the  profes- 
sion regarding  descriptions  of  services  (e.g.  what  is  a house 
call?)  and  fee  schedules.  Of  decided  importance,  however,  is 
the  attempt  that  physicians  are  making  through  peer  review 
to  institute  some  cost  control  over  medical  care. 

Contrary  to  popular  opinion,  a physician  does  not  “size 
up”  a patient  financially  before  treating  him.  The 
physician’s  primary  concern  is  for  the  health  and  well-being 
of  his  patients.  No  other  professional  group  has  subjected  it- 
self to  such  rigorous  peer  review  in  an  effort  to  maintain 
quality  care  at  reasonable  cost  as  the  medical  profession. 


It  is  grossly  unfair  that  physicians  should  have  to  remain 
under  Phase  2 regulations  while  the  rest  of  the  economy 
forges  ahead.  It  not  only  jeopardizes  the  quality  of  medical 
care  but  it  chastizes  the  medical  profession  for  a defect  of 
the  entire  economy  of  which  they  are  only  a part.  Medi- 
cine’s record  of  cost  controls  in  Phase  2 neither  justifies  nor 
warrants  the  additional  burden  placed  upon  physicians  by 
Phase  3 

David  A.  Smith,  M.D. 

Medical  Editor 
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Who  pronounces  death? 

A patient  who  dies  in  a nursing  home  must  be  seen  by  a 
physician  before  the  body  is  removed  from  the  bed.  This 
order  is  spelled  out  in  Regulation  713.1  of  Rules  and  Regula- 
tions pertaining  to  Nursing  Homes,  but  there  have  been  in- 
dications that  it  is  being  violated  in  certain  institutions  which 
could  lose  their  licenses  and  approval  as  a result. 

The  PMS  Commission  on  Geriatrics  at  its  last  meeting 
considered  the  matter  and  determined  that  the  regulation  is 
valid.  The  commission  pointed  out  that  the  attending 
physician  must  sign  the  death  certificate  but  that  the  at- 
tending physician  need  not  be  the  one  who  pronounces  death. 
Any  physician  who  is  on  the  premises  or  who  arrives  first  fol- 
lowing death  can  examine  the  body  and  indicate  on  the  chart 
that  the  person  has  died.  Following  this  the  body  can  be 
removed  to  the  morgue.  The  primary  or  attending  physician 
should  sign  the  death  certificate.  In  no  case  should  a body  of 
a nursing  home  patient  be  removed  from  the  bed  until  a 
physician  has  examined  the  body  and  pronounced  death. 
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Importance  of  Human  Carrier 

Infections  in  Man  due  to  Pasteurella  Multocida 


HUMAN  infections  due  to  Pas- 
teurella  multocida  have  been  gen- 
erally regarded  as  sporadic  medical 
curiosities.  Nonetheless,  we  have  en- 
countered twenty-six  such  cases  at  a 
rural  Pennsylvania  hospital  in  the  past 
decade.  Since  proper  management 
depends  on  clinical  suspicion,  correct 
bacteriological  identification  and  un- 
usual antibiotic  therapy  of  a gram- 
negative infection,  we  have  reviewed 
these  cases  with  emphasis  on  the  wide 
spectrum  of  the  disease  process, 
epidemiology,  appropriate  laboratory 
procedures,  and  treatment.  We  have 
directed  particular  attention  to  the  role 
of  human  carriers. 

Pasteurella  multocida,  a nonmotile 
gram-negative  rod,  is  a widespread  vet- 
erinary pathogen.  Kitt,  in  1878,  was 
the  first  to  isolate  a bacterium  of  the 
genus  later  to  be  named  Pasteurella 
during  an  epidemic  among  wild  hogs. 
Two  years  later,  Pasteur  identified  the 
organism  responsible  for  fowl  cholera, 
and  soon  thereafter  bacteria  of  the 
same  cultural  chracteristics  were 
implicated  in  hemorrhagic  septicemia 
of  cattle,  swine  plague,  and  rabbit  sep- 
ticemia. Hueppe,  in  1886,  assigned  the 
name  Bacterium  septicemia  hemorrha- 
gica to  the  organism  and  applied  the 
term  "hemorrhagic  septicemia”  to  this 
group  of  epidemic  diseases  in  lower 
animals  characterized  by  widespread 
visceral  hemorrhages.  At  present  it  is 
the  custom  to  regard  all  nonhemolytic 
members  of  the  hemorrhagic  sep- 
ticemia group  as  members  of  the  same 
species.  This  has  been  named  Pas- 
teurella multocida  - a killer  of  many 
(species). 

Human  infections  have  been  re- 
ported with  increasing  frequency  since 
Brugnatelli1  first  described  a case  of 
puerperal  sepsis  in  1913.  Clinically, 
they  may  be  divided  into  three  types. 
The  most  common  is  that  of  local  in- 
fection following  animal  bites  or 
scratches.  The  second  is  a systemic 
form  which  includes  septicemia  and 
purulent  infections  of  various  tissues. 
Finally,  Pasteurella  multocida  appears 
in  chronic  suppurative  pulmonary  and 
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sinus  diseases  either  as  the  primary 
pathogen  or  in  association  with  other 
common  organisms. 

While  animal  contact  is  the  rule  in 
wound  infections  and  is  often  as- 
sociated with  chronic  respiratory  ill- 
nesses, only  about  one  half  of  those 
with  systemic  disease  described  in  the 
literature  have  given  such  a history.2 
Indeed,  the  source  of  the  organism  in 
systemically  infected  patients  without 
a history  of  trauma  or  recent  contact 
with  the  animal  reservoir  has  been  a 
mystery.  We  present  evidence  in  sup- 
port of  the  hypothesis  that  the  missing 
epidemiological  link  is  supplied  by  the 
occasional  presence  of  Pasteurella 
multocida  as  a saprophytic  component 
of  the  upper  respiratory  flora. 

Methods  and  Materials 

The  records  of  all  patients  seen  at 
Geisinger  Medical  Center  during  the 
decade  1961-1971  who  had  one  or 

Dr.  Jones  is  head  of  the  thoracic 
medicine  section  and  an  associate  in 
the  department  of  internal  medicine 
at  Geisinger  Medical  Center.  He  is 
certified  in  internal  medicine  and 
pulmonary  diseases  by  the  American 
Board  of  Internal  Medicine  and  is  a 
fellow  of  the  American  College  of 
Physicians  and  the  American 
College  of  Chest  Physicians,  and  a 
member  of  the  American  Thoracic 
Society.  Dr.  Smull  is  teaching  super- 
visor at  the  School  of  Medical  Tech- 
nology at  the  Geisinger  Medical 
Center  and  adjunct  assistant  pro- 
fessor of  microbiology  at  Pennsyl- 
vania State  University,  University 
Park.  She  is  an  affiliate  member  of 
the  American  Society  of  Clinical 
Pathologists,  a member  of  the  Amer- 
ican Society  of  Microbiology,  the 
American  Society  of  Medical  Tech- 
nologists, and  the  American  Associ- 
ation for  the  Advancement  of 
Science.  Research  for  this  paper  was 
supported  in  part  by  a grant  from  the 
Susquehanna  Valley  Tuberculosis 
and  Health  Society. 


more  positive  isolates  of  Pasteurella 
multocida  were  reviewed.  There  were 
twenty-six  such  patients. 

Uniform  bacteriological  methods 
were  employed  during  this  period. 
Sputum  and  swabs  of  wounds  and 
oropharynx  were  streaked  on  one  or 
two  blood  agar  plates  which  were  then 
incubated  at  37°  C aerobically  and  ex- 
amined after  twenty-four  and  forty- 
eight  hours.  Suspicious  colonies  were 
isolated  on  blood  agar  and  identified 
by  the  usual  methods  (See  Discussion). 
All  cultures  identified  as  Pasteurella 
multocida  were  confirmed  by  the  Penn- 
sylvania State  Laboratory. 

In  addition  to  the  twenty-six  pa- 
tients from  whom  positive  cultures 
were  obtained  in  the  course  of  clinical 
evaluation,  seventy-five  office  patients 
of  the  senior  author  and  100  animal 
handlers  underwent  swab  cultures  of 
the  oropharynx  as  a part  of  this  study. 

Clinical  Experience 

Patient  characteristics.  A summary 
of  the  twenty-six  patients  from  whom 
Pasteurella  multocida  was  isolated  in 
the  course  of  clinical  evaluation  is 
presented  in  Table  1 . 

There  were  fourteen  females  and 
twelve  males  who  ranged  in  age  from 
newborn  to  80  years.  Thirteen  patients 
had  infections  following  cat  or  dog 
bites  on  the  extremities  and  three  other 
individuals  were  involved  almost  daily 
with  cattle.  Hence,  there  was  a history 
of  animal  contact  in  sixteen  individu- 
als or  62  percent.  The  remaining  ten 
patients  either  had  no  such  contact  or 
this  information  was  not  recorded  in 
their  records.  Twelve  of  the  twenty-six 
patients  had  rural  addresses,  and  all 
but  four  lived  within  twenty  miles  of 
Geisinger  Medical  Center.  Eleven 
persons  required  hospitalization,  and 
four  of  them  died;  sepsis  due  to  Pas- 
teurella multocida  was  a major  or  con- 
tributing cause  of  death. 

Cutaneous  infections.  In  sixteen  pa- 
tients Pasteurella  multocida  was 
recovered  from  infected  lesions  of  the 
extremities.  These  were  secondary  to 
cat  bites  in  seven  and  to  dog  bites  in 
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TABLE  I 


Summary  of  Patients  from  whom  Pasteurella  Multocida  Was  Isolated 


CASESEXIAGE  CULTURE  SOURCE 


1 

F46 

Wound 

2 

M29 

Wound 

3 

F80 

Wound 

4 

F60 

Wound 

5 

F3 

Wound 

6 

F63 

Wound 

7 

F49 

Wound 

8 

M74 

Wound 

9 

F50 

Wound 

10 

F9 

Wound 

11 

M60 

Wound 

12 

M22 

Wound 

13 

M9 

Wound 

14 

F54 

Wound 

15 

M50 

Wound 

16 

F63 

Chronically  infected 
epithelioma 

17 

F2 

Peritoneal  pus 

18 

M67 

Joint  fluid 

19 

M-New- 

born 

Blood 

20 

F49 

Blood, 

Sputum 

21 

M60 

Sputum,  bronchial 
washings 

22 

F75 

Sputum 

23 

M76 

Sputum 

24 

M64 

Sputum 

25 

M65 

Maxillary  sinus 
washings 

26 

F10 

Maxillary  sinus 
washings 

six  persons.  Of  the  remaining  three  pa- 

tients,  two  had 

indolent  ulcerations  of 

the  extremities  which  had  become  sec- 
ondarily infected,  and  one  of  these  was 
a farmer’s  wife  (Case  16)  who  had  reg- 
ular contact  with  cattle.  The  wounds 
were  invariably  described  as  dirty  and 
necrotic,  and  almost  all  were  slow  to 
heal  (Figure  1).  Four  patients  required 
hospitalizations  for  periods  of  nine  to 


TYPE  OF  INFECTION 

ANIMAL  CONTACT 

Cellulitis 

Cat  bite 

Cellulitis 

Cat  bite 

Cellulitis;  abscess 

Cat  bite 

Cellulitis; 

Cat  bite 

lymphadenitis 

Cellulitis 

Cat  bite 

Cellulitis;  phlebitis 

Cat  bite 

Cellulitis 

Cat  bite 

Cellulitis; 

Dog  bite 

lymphadenitis 

Cellulitis 

Dog  bite 

Cellulitis 

Dog  bite 

Cellulitis 

Dog  bite 

Cellulitis 

Dog  bite 

Cellulitis 

Dog  bite 

Cellulitis;  pjantar  space 

Unknown 

infection;  osteomyelitis 

Cellulitis 

Ukno  wn 

Indolent  ulceration 

Cattle 

Appendiceal  abscess 

Unknown 

Pyogenic  arthritis, 

Cattle 

shoulder 

Septicemia 

None 

Pneumonia,  septicemia 

Unknown 

Pneumonia 

Cattle 

Pneumonia 

Unknown 

Pneumonia 

Unknown 

Chronic  bronchitis 

Unknown 

Hyperplastic  rhino- 
sinusitis 

Unknown 

Chronic  sinusitis 

Unknown 

eighteen  days  for  intensive  therapy 
including  incision  and  drainage, 
debridement,  immobilization,  warm 
soaks,  and  antibiotic  therapy.  One  of 
them,  an  elderly  woman  (Case  6),  de- 
veloped thrombophlebitis  adjacent  to 
an  infected  cat  bite  on  her  leg  and  sus- 
tained a pulmonary  embolism.  Anoth- 
er, a diabetic  woman  (Case  14)  with  a 
chronic  ulcer  of  her  foot,  developed 


COMMENTS 


l&D,  Debridement  required.  Hos- 
pitalized 15  days. 


Pulmonary  embolism.  Hospitalized 
21  days. 

Hospitalized  9 days.  Prolonged 
healing. 

Prolonged  healing. 

Prolonged  healing. 

Required  debridement. 

Required  debridement.  Prolonged 
healing. 

Prolonged  healing. 

Diabetic.  Chronic  foot  ulcer.  I&D 
and  debridement  required.  Hos- 
pitalized 14  days. 

Cut  finger  in  machine  shop. 

Farmer’s  wife.  Coagulase  + 

Staph,  also  isolated. 

Required  laparotomy,  drainage, 
antibiotic  therapy. 

Dairy  farmer.  Prior  history  of 
recurrent  periarthritis  of  shoulder. 

Premature  erythroblastotic  newborn. 
Lived  45  minutes.  Intrauterine 
transfusion  11  days  previously. 

Mother  well. 

Extensive  bronchiectasis.  Over- 
whelming pneumonia  with  shock 
and  respiratory  failure.  Died. 

Butcher.  Unresolved  pneumonia 
distal  to  bronchogenic  carcinoma. 
Bronchiectasis  and  pulmonary 
fibrosis.  Respiratory  failure. 

Died. 

Congestive  heart  failure  and 
pneumonia.  Coagulase  + Staph, 
and  Pseudomonas  also  isolated.  Died. 
Chronic  bronchitis;  no  acute 
illness.  Incidental  finding. 

Incidental  finding.  Had  un- 
complicated sinus  surgery. 

Incidental  finding.  Had  un- 
complicated sinus  surgery. 

cellulitis,  plantar  space  infection,  and 
osteomyelitis.  All  these  patients  even- 
tually recovered. 

Systemic  infections  other  than  respi- 
ratory. Three  patients  had  infections 
involving  tissues  outside  the  respira- 
tory tract.  A 2-year-old  girl  who  had 
been  previously  well  (Case  17)  had  an 
appendiceal  abscess  from  which  the 
organism  was  recovered  at  laparo- 
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Figure  1.  Typical  appearance  of  infected  animal  bite  wound. 


tomy.  A 67-year-old  dairy  farmer 
(Case  18)  abruptly  developed  septic  ar- 
thritis of  the  shoulder.  The  third  case 
(Case  19)  was  that  of  a severely 
erythroblastotic  newborn,  prematurely 
delivered  at  thirty  weeks  gestation, 
who  had  received  an  intrauterine 
transfusion  eleven  days  earlier.  The  in- 
fant died  forty-five  minutes  after  birth 
with  death  attributed  at  necropsy  to 
hydrops  fetalis.  A postmortem  blood 
culture,  however,  grew  out  Pasteurella 
multocida.  The  mother  remained  well 
both  before  and  after  delivery.  The  ob- 
stetrician who  performed  the  trans- 
fusion was  in  regular  contact  with  both 
horses  and  dogs. 

Respiratory  infections.  Pasteurella 
multocida  was  recovered  from  the 
sputum  of  four  patients  critically  ill 
with  pneumonia;  three  of  them  died.  A 
49-year-old  woman  (Case  20)  with  a 
history  of  severe  bronchiectasis  since 
childhood  abruptly  developed  over- 
whelming pneumonia  with  septicemia 
(Figure  2).  Pasteurella  multocida  was 
isolated  from  sputum  and  blood  cul- 
tures obtained  a few  hours  prior  to 
death.  Two  elderly  patients  (Cases  22 
and  23)  with  chronic  bronchitis  who 
died  of  penumonia  had  Pasteurella 
multocida  recovered  from  sputum  cul- 
tures in  association  with  other 
pathogens.  Hence  it  was  impossible  to 
determine  the  role,  if  any,  played  by 
this  organism  in  their  clinical  course. 
Persistent  lobar  pneumonia  caused  a 
butcher  and  meat  packer  (Case  21)  to 
be  hospitalized.  He  was  found  to  have 
an  obstructing  bronchogenic  car- 
cinoma, and  Pasteurella  multocida  was 
recovered  in  almost  pure  culture  on 
nine  separate  occasions  from  sputum 


Figure  2.  Chest  roentgenogram  showing 
extensive  bronchopneumonia  due  to 
Pasteurella  multocida  (Case  20). 


and  bronchial  washings.  His  pneumo- 
nia cleared  after  therapy  with  am- 
picillin.  In  only  one  of  these  patients 
was  animal  contact  known. 

Pasteurella  multocida  was  recovered 
from  three  other  individuals  without 
acute  illnesses  (Cases  24-26),  and  it  did 
not  appear  that  the  organism  was 
responsible  for  their  underlying  dis- 
eases. Positive  cultures  of  antral 
washings  were  obtained  from  two  pa- 
tients with  lengthy  histories  of  low- 
grade  chronic  maxillary  sinusitis.  Both 
underwent  surgery  uneventfully.  Peni- 
cillin was  routinely  administered  post- 
operatively.  One  patient  with  chronic 
bronchitis  had  Pasteurella  multocida 
in  his  sputum  when  he  was  hospital- 
ized for  prostatic  surgery.  He  tolerated 
this  without  incidence.  Animal  contact 
in  this  group  of  patients  was  unknown. 

Asymptomatic  carriers  (not  in- 
cluded in  Table  1).  Pasteurella  mul- 
tocida was  isolated  from  the  pharynx 
of  a 5-year-old  girl  with  a past  history 
of  recurrent  colds.  She  was  completely 
asymptomatic  and  had  a normal  physi- 
cal examination  at  the  time  the  culture 
was  taken.  Two  months  earlier  her  pet 
cat  had  scratched  her  eyelid  producing 
a noninfected  laceration  requiring  su- 
tures. 

Oropharyngeal  swab  cultures  were 
obtained  from  seventy-five  patients  not 
acutely  ill  who  were  seen  in  the  office 
practice  of  the  senior  author.  Forty- 
two  of  these  individuals  owned  house- 
hold pets,  horses  or  cows,  and  twenty- 
two  had  chronic  bronchitis  and/or 
sinusitis.  None  of  these  cultures 
yielded  Pasteurella  multocida. 

We  then  obtained  on-site  pharyn- 
geal cultures  from  100  animal 


handlers,  individuals  in  daily  contact 
with  one  or  more  species  of  farm,  lab- 
oratory or  wild  animals.  Of  this  group, 
two  individuals  were  found  to  be 
pharyngeal  carriers  of  Pasteurella  mul- 
tocida. 

Discussion 

Frequency  and  Distribution  of 
Human  Infections.  Human  infections 
due  to  Pasteurella  multocida  are  world- 
wide in  distribution,  having  been 
reported  from  Europe,  Africa,  the  Far 
East  and  North  America.  Reilly  and 
Tournier3  noted  162  cases  on 
reviewing  the  world's  literature  in 
1954,  and  since  that  time  numerous 
additional  cases  have  been  reported. 
Other  reviews  have  been  compiled  by 
Schippers,4  Branson  and  Bunkfeldt,5 
and  Henderson.6 

Types  of  Infections.  Almost  every 
part  of  the  body  has  been  reported  as  a 
site  of  infection  due  to  Pasteurella 
multocida  (Table  2).  Disease  may 
range  from  trivial  sepsis  at  the  site  of 
an  animal  bite  to  severe  purulent  infec- 
tions of  various  organs  to  fatal  sep- 
ticemia. A clear  majority  of  infections 
noted  by  others  as  well  as  by  us  are  in 
or  adjacent  to  wounds  inflicted  by 

TABLE  2 

Types  of  Pasteurella  Multocida  Infection 

Infected  Wound  Sinusitis 

Indolent  Cutaneous  Mastoiditis 

Ulcerations 

Pyogenic  Arthritis  Puerpural  Sepsis 

Meningitis  Bacteremia 

Brain  Abscess  Pyelonephritis 

Appendiceal  Abscess  Hepatic  Abscess 
Pneumonia  Conjunctivitis 

Empyema  Osteomyelitis 

Bronchiectasis  Urethritis 

Lung  Abscess 
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bites  of  domestic  pets.  Cellulitis,  tissue 
necrosis,  adenitis,  closed  space  infec- 
tion, osteomyelitis,  and  occasionally 
thrombophlebitis  complicate  these 
wounds  which  are  usually  slow  to  heal. 
Rarely,  indolent  ulcers  of  the  ex- 
tremities may  become  infected. 
Trauma  about  the  head  may  result  in 
meningitis.  Deep  respiratory  infections 
such  as  pneumonia  and  empyema 
occur,  primarily  in  those  with  a history 
of  chronic  bronchitis  and  bronchiec- 
tasis. Finally,  sepsis  of  apparently 
blood-borne  origin  may  abruptly  in- 
volve such  sites  as  the  appendix,  joints, 
meninges,  kidneys  and  liver.  In  many 
individuals  with  the  systemic  form  of 
disease  there  is  no  history  of  recent 
animal  contact,  trauma,  or  prior 
illness. 

Of  considerable  epidemiological  im- 
portance is  the  group  of  patients  with 
chronic  suppurative  diseases  of  the 
paranasal  sinuses  or  bronchi  wherein 
the  organism  apparently  exists  as  a 
commensal,  colonizing  but  not  in- 
vading previously  damaged  tissue.  The 
significance  of  the  carrier  state  in  these 
individuals  will  be  emphasized  below 
when  the  epidemiology  of  systemic  in- 
fections is  discussed. 

Therapy.  Although  Pasteurella  mul- 
tocida  is  a gram-negative  bacillus,  most 
strains  are  sensitive  to  penicillin.4'7 
Consequently  this  is  the  antibiotic  of 
current  choice.  Surgical  debridement 
and  drainage  - as  in  any  purulent  in- 
fection - are  frequently  important  in 
management. 

Animal  Reservoir.  Essentially  iden- 
tical organisms  have  been  isolated 
from  many  wild  and  domestic  animals8 
(Table  3).  Although  capable  of  causing 
devastating  epidemics  in  cattle,  swine, 
and  fowl  especially  during  transpor- 
tation ("shipping  fever”),  Pasteurella 
multocida  exists  primarily  as  a com- 
mensal in  the  upper  respiratory  tract 
of  healthy  animals.  There  is,  therefore, 
a vast  natural  reservoir.  The  preva- 
lence of  the  organism  has  been  deter- 
mined in  apparently  well  dogs  (54  per- 
cent,9) cats  (70-90  percent,9'10) 
Norway  rats  (14  percent,4)  pigs  (51 
percent,9)  and  even  buffaloes  (3.5  per- 
cent,9). Ironically,  however,  prior  to 
this  study  there  had  been  no  knowl- 
edge of  its  prevalence  in  healthy 
humans.  The  same  organism  has  been 
recovered  from  both  the  victim’s 
wound  and  the  mouth  of  the  biting 
animal.11/12  Pasteurella  multocida  will 


TABLE  3 


Animal  Hosts  of 
Pasteurella  Multocida 


Dog 

Rabbit 

Cat 

Lion 

Horse 

Panther 

Cow 

Buffalo 

Sheep 

Wild  Boar 

Pig 

Monkey 

Chicken 

Reindeer 

Duck 

Mice 

Deer 

Rat 

survive  in  soil  for  up  to  twenty-one 
days  and  has  been  isolated  from  the 
drinking  water  of  experimentally  in- 
fected ducks  13 

Bacteriology 

Pasteurella  multocida  is  a small, 
coccoid,  nonmotile,  gram-negative  rod 
which  frequently  shows  marked  bipolar 
staining.  It  grows  well  on  such  culture 
media  as  blood  agar  and  chocolate  agar, 
but  it  usually  does  not  grow  on  Mac- 
Conkey  agar  or  similar  media  con- 
taining bile  salts.  When  a gram-nega- 
tive rod  does  not  grow  on  MacConkey 
agar  but  does  grow  on  blood  agar,  the 
possibility  of  a Pasteurella  multocida 
should  be  considered.  Colonies  form  on 
an  appropriate  medium  after  eighteen 
to  twenty-four  hours  of  incubation 
aerobically  at  37°  C.  The  colonies  are 
usually  small,  gray,  translucent,  and 
nonhemolytic  and  have  a musty  odor. 
Sometimes  they  are  rather  large,  have 
a mucoid  appearance,  and  resemble 
colonies  of  enteric  gram-negative  rods. 
The  organism  forms  indole,  reduces 
nitrates  to  nitrites,  produces  catalase 
and  oxidase,  and  is  H2S  positive.  The 
methyl  red  test,  the  Voges-Proskauer 
reaction  and  the  test  for  gelatin  lique- 
faction are  negative.  Acid  is  regularly 
produced  in  glucose  and  sucrose  and 
usually  is  produced  in  mannitol, 
xylose,  and  sorbitol.  Lactose,  maltose, 
salicin,  and  adonitol  are  generally  not 
fermented.  Confusion  with  Hemo- 
philus influenzae,  Neisseria  in- 
tracellularis,  and  Mima  polymorpha 
can  be  avoided  by  careful  attention  to 
technique. 

Epidemiology 

The  source  of  wound  infections  in 
persons  bitten  by  animals  is  obvious. 
In  contrast,  the  origin  of  the  organism 
in  patients  with  respiratory  and  partic- 
ularly with  systemic  infections  due  to 
Pasteruella  multocida  has  not  been 
previously  clarified. 


There  is  evidence  that  Pasteurella 
multocida  may  exist  as  a commensal  in 
the  upper  respiratory  tracts  of  humans 
for  extended  periods  without  causing 
disease.  Wilson  and  Miles14  reported 
that  an  animal  house  attendant  carried 
Pasteurella  septica  (syn.  multocida)  in 
his  nose  for  several  months  while 
remaining  well.  Smith  isolated  two 
strains  from  the  throat  washings  of 
students.15  A veterinary  bacteriologist 
has  informed  us  that  he  has  isolated 
the  organism  from  his  pharynx  and 
that  of  his  secretary  when  both  were 
asymptomatic. 

It  is  clear  that  the  organism  may 
persist  for  long  periods  as  part  of  the 
mixed  respiratory  flora  in  patients 
with  chronic  rhinosinusitis  and  bron- 
chiectasis. Bartley  and  Hunter16 
recovered  Pasteurella  multocida  repea- 
peatedly  from  a farmer  with  purulent 
frontal  sinusitis.  Fourteen  years  after 
the  original  isolation,  the  organism 
was  still  present  despite  radical  sinus 
surgery.17  Mulder18  cultured  Pas- 
teurella multocida  from  the  sputum  of 
a boy  of  1 5 with  an  eleven-year  history 
of  bronchiectasis;  five  years  later  he 
was  still  able  to  isolate  the  organism.  A 
bronchiectatic  man  reported  by 
Cawson  and  Talbot19  had  the  organism 
in  his  sputum  on  repeated  cultures 
over  a four  month  period.  Patients 
with  chronic  bronchial  disease 
frequently  harbor  the  organism 
without  evident  acute  exacerbations. 
Of  thirty-seven  patients  with  positive 
isolates  reported  by  Olsen  and 
Needham,7  thirty  had  bronchiectasis. 
One  of  our  patients  (Case  24)  with 
chronic  bronchitis  had  the  organism  in 
his  sputum  without  appearing  ill,  and  | 
two  additional  patients  (Cases  25  and 
26)  with  chronic  sinusitis  had  positive 
isolates  from  material  obtained  at  the 
time  of  sinus  surgery.  Of  particular  in- 
terest was  our  finding  Pasteurella  mul- 
tocida in  the  pharynx  of  an  asymp- 
tomatic child  with  a pet  cat  and  in  two 
of  100  employed  and  apparently  well 
animal  handlers. 

Hence,  it  is  evident  that  Pasteurella 
multocida  may  exist  as  part  of  the 
flora  of  the  upper  respiratory  tract, 
lying  dormant  until  trauma,  infection 
or  some  other  disruption  of  the  host's 
natural  resistance  provides  damaged 
tissue  for  invasion  and  subsequently 
may  manifest  disease.  Meningitis  may 

(Continued  on  page  64) 
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PENNSYLVANIA  MEDICINE 


A DOUBLE-DUTY  DIURETIC 


Each  capsule  contains  50  mg.  of  Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 

GETS  THE  WATER  OUT 
IN  EDEMA 

BRINGS  DOWN  BLOOD  PRESSURE 

IN  HYPERTENSION* 

SPARES  POIASSIUM  IN  BOTH 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR. 

indications:  Edema  associated  with  congestive  heart  failure, 
cirrhosis  of  the  liver,  the  nephrotic  syndrome;  steroid-induced 
and  idiopathic  edema;  edema  resistant  to  other  diuretic 
therapy.  Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum  potassium. 
Hypersensitivity  to  either  component.  Continued  use  in  pro- 
gressive renal  or  hepatic  dysfunction  or  developing  hyper- 
kalemia. 

Warnings:  Do  not  use  dietary  potassium  supplements  or 
potassium  salts  unless  hypokalemia  develops  or  dietary 
potassium  intake  is  markedly  impaired.  Enteric-coated 
potassium  salts  may  cause  small  bowel  stenosis  with  or  with- 
out ulceration.  Hyperkalemia  (>  5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12%  of  patients 
over  60  years,  and  in  less  than  8%  of  patients  overall.  Rarely, 
cases  have  been  associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy,  particularly  in 
patients  with  suspected  or  confirmed  renal  insufficiency  (e.g., 
elderly  or  diabetics).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  concomitantly  with 
‘Dyazide!  check  serum  potassium  frequently  — both  can  cause 
potassium  retention  and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined  therapy  (in 
one,  recommended  dosage  was  exceeded;  in  the  other,  serum 
electrolytes  were  not  properly  monitored).  Observe  patients  on 
‘Dyazide’  regularly  for  possible  blood  dyscrasias,  liver  damage 
or  other  idiosyncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triamterene,  sk&f  ). 
Rarely,  leukopenia,  thrombocytopenia,  agranulocytosis,  and 
aplastic  anemia  have  been  reported  with  the  thiazides.  Watch 
for  signs  of  impending  coma  in  acutely  ill  cirrhotics.  Thiazides 


are  reported  to  cross  the  placental  barrier  and  appear  in  breast 
milk.  This  may  result  in  fetal  or  neonatal  hyperbilirubinemia, 
thrombocytopenia,  altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  occurred  in  the 
adult.  When  used  during  pregnancy  or  in  women  who  might 
bear  children,  weigh  potential  benefits  against  possible  haz- 
ards to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN  determi- 
nations. Do  periodic  hematologic  studies  in  cirrhotics  with 
splenomegaly.  Antihypertensive  effects  may  be  enhanced  in 
postsympathectomy  patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  retention,  de- 
creasing alkali  reserve  with  possible  metabolic  acidosis, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use  with  anti- 
hypertensive agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis;  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting  (may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances.  Rarely, 
necrotizing  vasculitis,  paresthesias,  icterus,  pancreatitis,  and 
xanthopsia  have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 


SK&F  CO. 

Carolina,  P.R.  00630 

a subsidiary  of  Smith  Kline  & French  Laboratories 


What’s  in  it 
for  her? 


All  steroid  molecules  are  not  the 
same. . . in  their  activity.  In  pre- 
scribing birth-control  pills,  estrogen/ 
progestogen  activity  is  more  impor- 
tant than  milligrams.  The  woman’s 
hormone  profile  often  indicates  the 
activity  best  for  her. 


ethinyl  estradiol/50  meg. 


mestranol/100  meg 


ethynodiol  diacetate/1  mg 


Typical  characteristics 
of  the  “balanced”  profile 

• normal  menses 
well-rounded  breasts 
clear  complexion 
normal  figure  with 
normal  secondary 
sex  characteristics 
normal  cytohormonal 
pattern 


Ovuleri 


This  “center  spectrum” 
pill  has  had  excellent 
user  acceptance  for  over 
seven  years. 


Available  in  20-,  21-  and  28-pill  schedules 

Each  white  tablet  contains:  ethynodiol 
diacetate  1 mg./mestranol  0 1 mg 
Each  pink  tablet  in  Ovulen-28®  is  a 
placebo  containing  no  active  ingredients 


for  the  majority  of  women . . . 
when  centrally  balanced 
activity  is  preferred 


ethyno 
diacetate/ 1 r 


Typical  characteristics 
of  the  slightly  hyper- 
estrogenic  profile 

heavy  flow 
large  breasts, 
sometimes  fibrotic; 
nipples  well  pigmented 

• very  feminine  appearance 
occasionally  short 

• premenstrual  syndrome, 
fluid  retention 

• tendency  to  uterine 
fibroids 

• high  pyknotic  index 


This  formulation,  which  ha 
less  estrogenic  activity  anc 
a moderate  progestogen 
dominance,  may  be  a good 
beginning. 


For  brief  summary  of  prescribing  information, 
please  see  next  page. 


norethynodrel/2.5  mg. 


mestranol/0.1  mg. 


Enovid-E 

Available  in  20-  and  21-pill  schedules 

Each  tablet  contains:  norethynodrel 
2 5 mg./mestranol  0 1 mg. 

a clear  choice  for  women 
when  estrogen  dominance 
and  no  androgenic  activity 
are  preferred 

"Of  a 1 1 the  progestogens,  norethynodrel 
most  resembles  the  molecular  structure  of 
the  estrogens.  It  has  the  weakest  proges- 
tational activity  of  any  progestogen  in  a 
combination  pill. 


Typical  characteristics 
of  the  hypoestrogenic 
or  androgenic  profile 

• scanty  menses 

• small  breasts 

• thin,  often  tall, 
sometimes  asthenic 

• possibly  masculine 
appearance 

• acne,  hirsutism 

• low  sexual  motivation 
•thin  vaginal  lining, 

tendency  to  vaginitis 
and  dyspareunia 

This  pill  has  a relatively 
weak  and  unique*  progestogen 
with  inherent  estrogenicity. 
Clinically,  just  as  in  animal 
studies,  it  appears  not  to 
possess  antiestrogenic  and 
androgenic  activity. 


hen  low  estrogenic  activity 
id  moderate  progestogen 
iminance  are  preferred 


ailable  in  21-  and  28-pill  schedules 

ch  white  tablet  contains:  ethynodiol 
icetate  1 mg  /ethinyl  estradiol  50  meg 
ch  pink  tablet  in  Demulen-28"  is  a 
icebo  containing  no  active  ingredients. 

ell  suited  to  most  women 


)emulen 


Ovulen  Demulerf 

Each  white  tablet  contains:  Each  white  tablet  contains: 

ethynodiol  diacetate  1 mg./mestranol  0.1  mg.  ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg. 

Each  pink  tablet  in  0vulen-28®  and  Demulen-28®  is  a placebo,  containing  no  active  ingredients. 


Actions— Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting 
the  output  of  gonadotropins  from  the  pituitary  gland.  Ovulen  and 
Demulen  depress  the  output  of  both  the  follicle-stimulating  hormone 
(FSH)  and  the  luteinizing  hormone  (LH). 

Special  note— Oral  contraceptives  have  been  marketed  in  the 
United  States  since  1960.  Reported  pregnancy  rates  vary  from  product 
to  product.  The  effectiveness  of  the  sequential  products  appears  to  be 
somewhat  lower  than  that  of  the  combination  products.  Both  types 
provide  almost  completely  effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the 
use  of  hormonal  contraceptives  has  now  been  shown  in  studies  con- 
ducted in  both  Great  Britain  and  the  United  States.  Other  risks,  such  as 
those  of  elevated  blood  pressure,  liver  disease  and  reduced  tolerance  to 
carbohydrates,  have  not  been  quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in 
subprimate  animal  species  in  multiples  of  the  human  dose  increases  the 
frequency  of  some  animal  carcinomas.  These  data  cannot  be  transposed 
directly  to  man.  The  possible  carcinogenicity  due  to  the  estrogens  can 
be  neither  affirmed  nor  refuted  at  this  time.  Close  clinical  surveillance  of 
all  women  taking  oral  contraceptives  must  be  continued. 

Indication— OvulenandDemulenareindicatedfororal  contraception. 

Contraindications  — Patients  with  thrombophlebitis,  thromboem- 
bolic disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions, 
markedly  impaired  liver  function,  known  or  suspected  carcinoma  of 
the  breast,  known  or  suspected  estrogen-dependent  neoplasia  and 
undiagnosed  abnormal  genital  bleeding. 

Warnings— The  physician  should  be  alert  to  the  earliest  manifesta- 
tions of  thrombotic  disorders  (thrombophlebitis,  cerebrovascular  dis- 
orders, pulmonary  embolism  and  retinal  thrombosis).  Should  any  of 
these  occu  r or  be  suspected  the  d rug  shou  Id  be  d isconti  n ued  i m med  iately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great 
Britain  and  studies  of  morbidity  in  the  United  States  have  shown  a 
statistically  significant  association  between  thrombophlebitis,  pulmo- 
nary embolism,  and  cerebral  thrombosis  and  embolism  and  the  use  of 
oral  contraceptives.  There  have  been  three  principal  studies  in  Britain13 
leading  to  this  conclusion,  and  one4  in  this  country.  The  estimate  of 
the  relative  risk  of  thromboembolism  in  the  study  by  Vessey  and  Doll3 
was  about  sevenfold,  while  Sartwell  and  associates4  in  the  United  States 
found  a relative  risk  of  4.4,  meaning  that  the  users  are  several  times  as 
likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  per- 
sist after  discontinuation  of  administration  and  that  it  was  not  enhanced 
by  long-continued  administration.  The  American  study  was  not  designed 
to  evaluate  a difference  between  products.  However,  the  study  sug- 
gested that  there  might  be  an  increased  risk  of  thromboembolic  dis- 
ease in  users  of  sequential  products.  This  risk  cannot  be  quantitated, 
and  further  studies  to  confirm  this  finding  are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  par- 
tial or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis, 
diplopia  or  migraine.  If  examination  reveals  papilledema  or  retinal 
vascular  lesions  medication  should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended  that  for  any  patient  who  has  missed 
two  consecutive  periods  pregnancy  should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen.  If  the  patient  has  not  adhered  to  the 
prescribed  schedule  the  possibility  of  pregnancy  should  be  considered 
at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long- 
range  effect  to  the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions -The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs, 
including  a Papanicolaou  smear  since  estrogens  have  been  known  to 
produce  tumors,  some  of  them  malignant,  in  five  species  of  subprimate 
animals.  Endocrine  and  possibly  liver  function  tests  may  be  affected  by 
treatment  with  Ovulen  or  Demulen.  Therefore,  if  such  tests  are  abnor- 
mal in  a patient  taking  Ovulen  or  Demulen,  it  is  recommended  that  they 
be  repeated  after  the  drug  has  been  withdrawn  for  two  months.  Under 
the  influence  of  progestogen-estrogen  preparations  pre-existing  uterine 
fibromyomas  may  increase  in  size.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions  which  might  be  influenced 
by  this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dys- 
function, require  careful  observation.  In  breakthrough  bleeding,  and 
in  all  cases  of  irregular  bleeding  per  vaginam,  nonfunctional  causes 
should  be  borne  in  mind.  In  undiagnosed  bleeding  per  vaginam  ade- 
quate diagnostic  measures  are  indicated.  Patients  with  a history  of 
psychic  depression  should  be  carefully  observed  and  the  drug  dis- 
continued if  the  depression  recurs  to  a serious  degree.  Any  possible 


influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian 
adrenal,  hepatic  or  uterine  function  awaits  further  study.  A decrease  ir 
glucose  tolerance  has  been  observed  in  a significant  percentage  o 
patients  on  oral  contraceptives.  The  mechanism  of  this  decrease  i: 
obscure.  For  this  reason,  diabetic  patients  should  be  carefully  observer 
while  receiving  Ovulen  or  Demulen  therapy.  The  age  of  the  patient  con 
stitutes  no  absolute  limiting  factor,  although  treatment  with  Ovulen  oi 
Demulen  may  mask  the  onset  of  the  climacteric.  The  pathologist  shoulc 
be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimen* 
are  submitted.  Susceptible  women  may  experience  an  increase  ir 
blood  pressure  following  administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  con 
traceptives  — A statistically  significant  association  has  been  demon 
strated  between  use  of  oral  contraceptives  and  the  following  seriou* 
adverse  reactions:  thrombophlebitis,  pulmonary  embolism  and  cere 
bral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a 
relationship  has  been  neither  confirmed  nor  refuted  for  the  following 
serious  adverse  reactions:  neuro-ocular  lesions,  e.g.,  retinal  throm 
bosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients; 
receiving  oral  contraceptives:  nausea,  vomiting,  gastrointestinal  symp 
toms  (such  as  abdominal  cramps  and  bloating),  breakthrough  bleeding 
spotting,  change  in  menstrual  flow,  amenorrhea  during  and  after  treat 
ment,  edema,  chloasma  or  melasma,  breast  changes  (tenderness' 
enlargement  and  secretion),  change  in  weight  (increase  or  decrease) 
changes  in  cervical  erosion  and  cervical  secretions,  suppression  o1[ 
lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals 
and  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  ir 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
firmed nor  refuted:  anovulation  post  treatment,  premenstrual-like 
syndrome,  changes  in  libido,  changes  in  appetite,  cystitis-like  syndrome, 
headache,  nervousness,  dizziness,  fatigue,  backache,  hirsutism,  lossol 
scalp  hair,  erythema  multiforme,  erythema  nodosum,  hemorrhagic1 
eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral 
contraceptives:  hepatic  function:  increased  sulfobromophthalein  reten 
tion  and  other  tests;  coagulation  tests:  increase  in  prothrombin,  Factors 
VII,  VIII,  IX  and  X;  thyroid  function:  increase  in  PBI  and  butanol  extract- 
able  protein  bound  iodine,  and  decrease  in  T3  uptake  values;  metyrapone 
test  and  pregnanediol  determination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Con- 
traception and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  13:267- 
279  (May)  1967.  2.  Inman,  W.  H.  W.,  and  Vessey,  M.  R-.  Investigation  ot 
Deaths  from  Pulmonary,  Coronary,  and  Cerebral  Thrombosis  ana 
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Ic-pari  p I Products  of  Searle  & Co. 
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with  estrogen- 

Enovid-E  isi™9'nic 

norethynodrel  2.5  mg./mestranol  0.1  mg. 

Actions  — Enovid-E  acts  to  prevent  ovulation  by  inhibiting  the  out 
put  of  gonadotropins  from  the  pituitary  gland.  Enovid-E  depresses  the 
output  of  both  the  follicle-stimulating  hormone  (FSH)  and  the  lutein 
izing  hormone  (LH). 

Indication  — Enovid-E  is  indicated  for  oral  contraception. 

The  Special  Note,  Contraindications,  Warnings,  Precautions  anc 
Adverse  Reactions  listed  above  for  Ovulen  and  Demulen  are  applicable 
to  Enovid-E  and  should  be  observed  when  prescribing  Enovid-E. 

Enovid-E 

brand  of  norethynodrel  with  mestranol 
Product  of  Searle  Laboratories 

Division  of  G.  D Searle  & Co. 

Box  5110,  Chicago,  Illinois  60680 

Where  “The  Pill"  Began 
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Maybe  the  patient’s  self-diagno- 
sis is  right.  He  could  have  hay 
fever.  But  that  bright  red  nasal 
mucosa,  along  with  the  thick  dis- 
charge and  excoriation  around 
the  nares,  strongly  suggests  that 
the  main  problem  is  a cold.  Hay 
fever  or  another  form  of  allergic 
rhinitis  may  or  may  not  he  an 
underlying  factor. 


If  a complete  history  and  ex- 
amination rule  out  allergic  rhini- 
tis, the  long-term  outlook  will  he 
a lot  more  favorable  than  his 
own  “diagnosis”  would  have  in- 
dicated. 

But  right  now,  whether  lie’s 
got  allergic  rhinitis  or  a cold,  lie’s 
suffering  from  the  same  irritat- 


ing symptoms  of  drip,  congestion 
and  stuffiness.  Try  Dimetapp 
Extentabs®.  They’re  formulated 
to  relieve  these  symptoms  with- 
out much  chance  of  causing 
drowsiness  or  overstimulation. 
Your  patients  will  appreciate  the 
24-hour  relief  they  can  get  from 
just  one  tablet  every  12  hours. 
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Whether  it's  a cold  or  an  allergy,  Dimetapp  Extentabs®  effectively  relieve  stuffiness,  drip  and  congestion. 


INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller- 
gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 
drip. 

CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  1 2 years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 


and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient's  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CNS  depressants 
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Dimetane®  (brompheniramine  maleate), 

12  mg.;  phenylephrine  HCI,  15  mg.; 
phenylpropanolamine  HCI,  15  mg. 


such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis, 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, Constipation,  and  epigastric  distress. 
® HOW  SUPPLIED:  Light  blue  Extentabs  in 
1 bottles  of  100  and  500. 
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A.  H.  Robins  Company,  Richmond,  Va.  23220 


when  pain  goes  on...  and  on...  and  on 
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For  the  patient  with  a terminal  illness,  PAIN  past, 
present,  and  future  can  dominate  his  thoughts 
until  it  becomes  almost  an  obsession.  The  more  he 
is  aware  of  the  pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  memory  of  yester- 
day’s pain,  and  to  allay  his  fearful  anticipation 
of  tomorrow’s  pain. 

Surely  the  last  thing  this  patient  needs  is  an 
analgesic  containing  caffeine  to  stimulate  the 
senses  and  heighten  pain  awareness.  A far  more 
logical  choice  is  Phenaphen  with  Codeine.  The 
sensible  formula  provides  V 4 grain  of  phenobarbital 
to  take  the  nervous  "edge”  off,  so  the  rest  of  the 
formula  can  help  control  the  pain  more  effectively. 
Don’t  you  agree,  Doctor,  that  psychic  distress 
is  an  important  factor  in  most  of  your  terminal 
and  long-term  convalescent  patients? 


the  analgesic  formula  that  calms  instead  of  caffeinates 

Phenaphen 
with  Codeine 


Phenaphen  with  Codeine  No.  2,  3.  or  4 contains  Phenobarbital  (’/«  gr ) , 16.2  mg.  (warning: 
may  be  habit  forming):  Aspirin  (2Vi  gr.) . 162.0  mg  : Phenacetin  (3  gr  ),  194,0  mg  ; Codeine 
phosphate.  'A  gr.  (No  2).  Vi  gr  (No.  3)  or  1 gr  (No.  4)  (warning  may  be  habit  forming) 
Indications:  Provides  relief  in  severer  grades  of  pain,  on  low  codeine  dosage, 
with  minimal  possibility  of  side  effects.  Its  use  frequently  makes  unnecessary 
the  use  of  addicting  narcotics.  Contraindications:  Hypersensitivity  to  any  of 
the  components.  Precautions:  As  with  all  phenacetin-containing  products, 
excessive  or  prolonged  use  should  be  avoided  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur.  Dosage: 
Phenaphen  No.  2 and  No.  3 — 1 or  2 capsules  every  3 to  4 hours  as  needed: 
Phenaphen  No.  4 — 1 capsule  every  3 to  4 hours  as  needed.  For  further  details 
see  product  literature. 

4|jj  Phenaphen  with  Codeine  is  now  classified  in  Schedule  III.  Controlled  Sub- 
>—  stances  Act  of  1970.  Available  on  written  or  oral  prescription  and  may  be 
refilled  5 times  within  6 months,  unless  restricted  by  state  law. 


A.  H Robins  Company,  Richmond.  Va. 
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ALSO  AVAILABLE  FOR  THE  TREATMENT  OF 

impotence 

due  to  androgenic  deficiency  in  the  American  male. 


Android 

Methyltestosterone  N.F.-5  mg. 

Android  1 10 

Methyltestosterone  N.F.-10  mg. 

Android!  25 

Methyltestosterone  N.F.  -25  mg. 


DESCRIPTION:  Methyltestosterone  is  17/:-Hydroxy-17  Methylandrost  4 en 
3-one. 

ACTIONS:  Methyltestosterone  ts  an  oil  soluble  androgenic  hormone 

INDICATIONS:  In  the  male  1 Eunuchoidism  and  eunuchism  ? Male 
climacteric  symptoms  when  these  are  seconlary  to  androgen  deficiency 
3 Impotence  due  to  androgenic  deficiency  4 Postpuberal  cryptor 
chidism  with  evidence  of  hypogonadism. 

Cholestatic  hepatitis  with  jaundice  and  altered  liver  function  tests,  such 
as  increased  BSP  retention  and  rises  in  SGOT  levels.  Lave  been  reported 
after  Methyltestosterone.  These  changes  appear  to  be  related  to 
dosage  of  the  drug.  Therefore,  in  the  presence  of  any  changes  m liver 
function  tests,  drug  should  be  discontinued 

PRECAUTIONS:  Prolonged  dosage  of  androgen  may  result  in  sodium  and 
fluid  retention.  This  may  present  a problem,  especially  in  patients 
with  compromised  cardiac  reserve  or  renal  disease  In  treating  males 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of  mcreas 
mg  the  nervous,  mental, ‘and  physical  activities  beyond  the  patient  s 
cardiovascular  capacity. 

CONTRAINDICATIONS:  Contraindicated  in  persons  with  known  or  s'us 
pected  carcinoma  of  the  prostate  and  in  carcinoma  of  the  male  breast 
Contraindicated  in  the  presence  of  severe  liver  damage 

WARNINGS:  If  priapism  or  other  signs  of  excessive  sexual  stimulation 
develop,  discontinue  therapy.  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular  function,  with 
resultant  oligospermia  and  decrease  in  ejaculatory  volume  Use  caut 
tously  m young  boys  to  avoid  premature  epiphyseal  closure  or  pre 
cocious  sexual  development.  Hypersensitivity  and  gynecomastia  may 
occur  rarely  PBI  may  be  decreased  in  patients  taking  androgens 
Hypercalcemia  may  occur,  particularly  during  therapy  for  metastu 
breast  carcinoma  If  this  occurs,  the  drug  should  be  discontinued 


AOVERSE  REACTIONS:  Cholestatic  Jaundice  • Oligospermia  and  d« 
creased  ejaculatory  volume  • Hypercalcemia  particularly  in  patients 
with  metastic  breast  carcinoma  This  usually  indicates  progression  of 
bone  metastases  • Sodium  and  water  retention  • Priapism  • Vinli 
/ation  in  female  patients  • Hypersensitivity  and  gynecomastia 


DOSAGE  ANO  ADMINISTRATION:  Dosage  must  be  stnciy  individualized 
as  patients  vary  widely  in  requirements  Daily  requirements  are  best 
administered  in  divided  doses  The  following  chart  is  suggested  as  an 
average  daily  dosage  guide 

INDICATION  Average  JJaHy^  Dosage 


10  to  40  mg 

10  to  40  mg 
30  mg 


In  the  male: 

Eunuchoidism  and  eunuchism 
Male  climacteric  symptoms  and  impotence 
due  to  androgen  deficiency 
Postpuberal  cryptorchism 


HOW  SUPPLIED:  5.  10  25  mg  m bottles  of  GO.  250 


Write  lor  Literature  and  Samples 
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THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  6th  Street.  Los  Angeles.  California  90057 
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PROFESSIONAL  LIABILITY  INSURANCE 

is  a marl?  op  distinction. 
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Professional  Protection  Exclusively  since  1899 
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EASTERN  PENNSYLVANIA  OFFICE: 

E.  L.  Edwards,  D.  R.  Lowe,  L.  R.  .Wilson,  Jr.,  and  S.  B.  Elston,  Jr.,  Representatives 
Suite  126-BC,  The  Benson,  Jenkintown  19046  Telephone:  215-887-6335 

WESTERN  PENNSYLVANIA  OFFICE:  N.  Wells  and  S.  T.  Ingram,  Representatives 
1074  Greentree  Road,  Pittsburgh  15220  Telephone:  412-531-4226 


GIVE  TO  EASTER  SEALS 


...and  help  work  miracles  like  this. 

March  1 — April  22 


The  Easter  Seal  Society — the  voluntary  health 
agency  to  help  the  disabled  across  the  state,  aids 
hundreds  of  thousands  of  handicapped  persons  an- 
nually. It  conducts  programs  designed  to  meet  the  re- 
habilitation needs  of  the  individual,  his  family,  and  the 
community — services  bearing  upon  the  health,  wel- 
fare, education,  recreation,  and  employment  of 
crippled  children  and  adults. 

Sometimes  it  requires  no  more  than  the 
strengthening  of  weakened  muscles  to  make  pos- 
sible a fuller  life.  Other  cases  often  require  some  form 
of  long-term  therapy  provided  by  competent  Easter 
Seal  personnel  or  by  qualified  physicians. 

To  help  an  individual  triumph  over  a handicap 
takes  encouragement,  understanding,  the  methods 
and  techniques  of  the  rehabilitation  process,  and 
operating  funds.  Each  of  us  has  a share  of  the  respon- 
sibility. 

Penn  State  Football  coach  Joe  Paterno,  1973 
Easter  Seal  chairman,  says,  “It  is  again  within  your 
power  to  turn  defeat  into  victory  through  the  rehabili- 
tation of  handicapped  children  and  adults.  Only  your 
creative  care  will  do  it.  Don’t  kick  the  habit.  Give  to 
Easter  Seals.  Your  satisfaction  is  guaranteed.” 


Easter  Seals: 

c/o  your  local  postmaster 


Indications:  Santyl  Ointment  is  indicated  for  decid- 
ing dermal  ulcers  and  severely  burned  areas.  In  other 
types  of  necrotic  skin  lesions  reports  on  the  use  of 
Santyl  Ointment  have  been  limited  to  clinical  observa- 
tions without  controls. 

Contraindications:  Application  is  contraindicated  in 
patients  who  have  shown  local  or  systemic  hypersen- 
sitivity to  Collagenase. 

Precautions:  The  enzyme's  optimal  pH  range  is  7 to 
8.  Lower  ph  conditions  have  a definite  adverse  effect 
on  the  enzyme's  activity,  and  appropriate  precautions 
should  be  taken. 

The  enzymatic  activity  is  also  adversely  affected  by 
detergents  and  hexachlorophene  and  heavy  metal  ions 
such  as  mercury  and  silver  which  are  used  in  some 
antiseptics.  When  it  is  suspected  such  materials  have 
been  used,  the  site  should  be  carefully  cleansed  by 
repeated  washings  with  normal  saline  before  Santyl 
Ointment  is  applied.  Soaks  containing  metal  ions  or 
acidic  solutions  such  as  Burow's  solution  should  be 
avoided  because  of  the  metal  ion  and  low  pH.  Cleans- 
ing materials  such  as  hydrogen  peroxide  or  Dakin's 
solution  do  not  interfere  with  the  activity  of  the  enzyme. 
Debilitated  patients  should  be  closely  monitored  for 
systemic  bacterial  infections  because  of  the  theoreti- 
cal possibility  that  debriding  enzymes  may  increase 
the  risk  of  bacteremia. 

The  ointment  should  be  confined  to  the  area  of  the 
lesion  in  order  to  avoid  the  risk  of  irritation  or  macer- 
ation of  normal  skin. 

A slight  erythema  has  been  noted  occasionally  in  the 
surrounding  tissue  particularly  when  the  enzyme  oint- 
ment was  not  confined  to  the  lesion.  This  can  be  read- 
ily controlled  by  protecting  the  healthy  skin  with  a 
material  such  as  Lassar's  paste. 

Since  the  enzyme  is  a protein,  sensitization  may  de- 
velop with  prolonged  use  although  none  has  been 
observed  to  date. 

Adverse  Reactions:  Adverse  reactions  to  Collagenase 
have  not  been  noted  when  used  as  directed. 

Dosage  & Administration:  Santyl  Ointment  should  be 
applied  once  daily  (or  once  every  other  day  in  the 
case  of  outpatients)  in  the  following  manner. 

(1)  Prior  to  application  the  lesions  should  be  gently 
cleansed  with  a gauze  pad  saturated  in  normal  saline, 
buffer  (pH  7. 0-7. 5)  or  hydrogen  peroxide  to  remove 
any  film  and  digested  material. 

(2)  Whenever  infection  is  present,  as  evidenced  by 
positive  cultures,  pus,  inflammation  or  odor,  it  is  de- 
sirable to  use  an  appropriate  topical  antibacterial  agent. 
Neomycin-Bacitracin-Polymyxin  B (Neosporin)  has 
been  found  compatible  with  Santyl  Ointment.  This 
antibiotic  should  be  applied  to  the  lesion  in  powder 
form  or  solution  prior  to  the  application  of  Santyl 
Ointment.  Should  the  infection  not  respond,  therapy 
with  Santyl  Ointment  should  be  discontinued  until 
remission  of  the  infection. 

(3)  Santyl  Ointment  should  be  applied  (using  a wooden 
tongue  depressor  or  spatula)  directly  to  deep  wounds, 
or,  when  dealing  with  shallow  wounds,  to  a sterile 
gauze  pad  which  is  then  applied  to  wound.  The  wound 
is  covered  with  sterile  gauze  pad  and  secured  with 
clear  tape  or  Kling  bandage. 

(4)  Crosshatching  thick  eschar  with  a #11  blade  is 
helpful.  It  is  also  desirable  to  remove  as  much  loos- 
ened detritus  as  can  be  done  readily  with  forceps  and 
scissors. 

(5)  All  excess  ointment  should  be  removed  each  time 
dressing  is  changed. 

(6)  Use  of  the  ointment  should  be  terminated  when 
sufficient  debridement  of  necrotic  tissue  has  taken 
place. 

Overdose:  Action  of  the  enzyme  may  be  stopped, 
should  this  be  desired,  by  the  application  of  Burow's 
solution  U.S.P.  (pH  3. 6-4. 4)  to  the  lesion. 

How  Supplied:  Santyl  Ointment  contains  250  units  of 
Collagenase  enzyme  per  gram  of  white  petrolatum 
U.S.P.  The  potency  assay  of  Collagenase  is  based  on 
the  digestion  of  undenatured  collagen  (from  bovine 
Achilles  tendon)  at  pH  7.2  and  37°  C.  for  24  hours. 
The  number  of  peptides  cleaved  are  measured  by 
reaction  with  ninhydrin.  Peptides  released  by  a tryp- 
sin digestion  control  are  subtracted.  One  net  Collage- 
nase unit  will  solubilize  ninhydrin  reactive  material 
equivalent  to  4 micromoles  of  Leucine. 


Knoll  Pharmaceutical  Co. 

30  North  Jefferson  Road 
Whippany,  New  Jersey  07981 


“...it  may  prove  to  be  the  drug 
of  choice  for  wound 
debridement.” 


Varma  A 0 el  a/:  Surg.  Gynec.  Obstet.  13 6:281, 
Feb.  1973. 


lo  permit  healing  like  this...you  want  to  start  like  this. 


Santyl™(collagenase)  for  dermal 

ulcers  and  burns: 

the  first  topical  enzyme 

t to  attack 

native  collagen,  a substance  that  is 
ordinarily  resistant  to  all  common 
topical  enzymes  used  in  wound  de- 
bridement 

► to  dissolve 

the  strands  of  tissue  that  “anchor" 
necrotic  debris  and  burn  eschar  to 
the  wound  surface 

t to  effectively  remove 

the  debris  that  hinders  healing ...  with 
simple,  once-a-day  application 


Artist’s  conception  of  decubitus  ulcer 


I treat  patients  with  dermal  ulcers  and  burns,  and  I would  like 
to  receive: 

□ clinical  reprints  and  scientific  information  on  Santyl. 

□ a free  in-service  training  program  on  the  use  of  Santyl. 


Name 


Nursing  home  or  hospital  affiliation 


Office  address 

I 

City  State  Zip  code 


SMALL  ROt 


Two  forms  of  Cordran 

cordrai  Flurandrenolide 

tape 


Additional  information  available 
to  the  profession  on  request. 


Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 

300060 


The  H y per  ref  rig  eration  S yndrome 

Air  Conditioning — Blessing  or  Curse? 


AIR  conditioning  in  its  original 
sense  dealt  primarily  with  heat 
control  and  body  temperature.  It  paid 
little  attention  to  humidity.  Its  major 
thrust  was  to  cool  the  air.  Presently  it 
involves  temperature,  air  flow,  ventila- 
tion, purification,  filtration,  and  hu- 
midity control.  The  ideal  machine 
embraces  all  these  and,  in  addition, 
must  have  flexibility  of  adjustment  to 
varying  work  loads  created  by  the  still 
unmeasured  human  body  factor.  At 
this  point,  the  problem  of  air  control 
begins. 

Today's  air  conditioning  fails  to 
meet  the  ideal.  It  works  theoretically 
until  the  human  body  moves  into  the 
area  it  services.  Then,  the  fixed 
mechanics  conflict  with  the  growing 
demands  of  the  multi-body  surfaces.  It 
ignores  or  is  unable  to  adapt  to  the 
physiology  of  nature's  body  heat  con- 
trol. It  ignores  one  of  the  major 
achievements  of  biological  evolution; 
that  is,  the  acquisition  by  birds  and 
mammals  of  the  power  of  maintaining 
a constant  body  temperature  some- 
where between  35°  C and  40°  C. 

Man-made  machines  for  climate 
control  have  been  tinkering  with  the 
equilibrium  of  these  built-in  physiolog- 
ical controls.  As  a result,  air  condi- 
tioning has  not  met  its  full  obligation  to 
the  human  body.  There  is  a machine- 
human  body  gap.  To  understand  the 
hazards  of  air  conditioning,  the  physi- 
cal and  engineering  principles  briefly 
need  consideration. 

It  is  well  established  in  experi- 
mentation that  the  effect  of  heat  and 
cold,  the  effect  of  drafts  and  moving 
air,  the  effect  of  humidity,  the  effect  of 
changing  from  chilling  temperature  to 
warm  temperature  or  hot  exterior  at- 
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mospheres,  are  measurable,  and  basic 
to  the  understanding  of  the  effects  of 
mechanically  altered  atmosphere. 

Rubner2  in  1896  estimated  that 
under  average  atmospheric  conditions 
44  percent  of  body  heat  is  lost  by  radi- 
ation to  cold  surfaces  surrounding  the 
body  and  32  percent  by  convection 
loss  to  air.  He  found  that  environ- 
mental temperature  affected  metabo- 
lism and  produced  valid  measurements 
comparable  to  today's  findings. 

In  this  classic  work,  he  established 
that  minimal  metabolism  is  registered 
between  20-25°  C.  Below  20°  C there 
is  a measurable  increase  in  metabo- 
lism. Above  25°  C there  is  a measura- 
ble secondary  rise  in  metabolism.2 

Basically  the  human  body  is  in  a 
state  of  equilibrium  with  its  thermal 
environment  and  produces  or  alters 
heat  by  its  metabolism.  It  loses  heat  by 
evaporation;  it  loses  or  gains  heat  by 
convection  plus  radiation,  depending 
on  environmental  conditions.  This 
whole  closed  system,  when  equilibrium 
exists,  may  be  expressed  by  the  follow- 
ing formula: 

M (metabolism)  minus  E ( evaporation ) 
± C (convection)  ± R (radiation)  = 0 

States  of  disequilibrium  or  tempo- 
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rarily  imperfect  adjustment  often  exist 
or  are  artifically  produced  by  condi- 
tioned air  so  that  E or  C or  R are  al- 
tered singly,  or  together,  so  that  the 
right  side  of  the  equation  is  not  0,  but 
rather  is  a plus  or  minus  value 
representing  actual  chilling  or  heating 
and/or  hydrating  or  dehydrating  of 
body  tissues. 

Body  heat  control  involves  other 
complicated  factors  such  as  air  veloci- 
ty. It  is  a basic  engineering  principle 
that  at  35.4°  C,  air  velocity  (A-V)  of 
15-20  ft/min.  produces  convection 
heat  loss  of  2 calories  per  square  meter 
of  body  surface.  At.  21.4  degrees  C 
with  air  velocity  of  70  ft/min.  the  con- 
vection loss  of  heat  is  100  calories  per 
square  meter  of  body  surface. 

Subsequent  to  these  studies,  thermo- 
integrators were  devised  to  record  an 
index  figure  which  would  indicate  a 
combined  influence  of  four  factors:  (1) 
Air  temperature,  (2)  air  movement,  (3) 
relative  humidity,  (4)  mean  radiant 
temperature. 

These  four  are  interdependent  com- 
ponents in  measuring  with  validity  the 
effect  of  climate  controlling  on  the 
human  body.  Numbers  (1)  and  (2) 
have  been  fully  developed  and 
exploited.  Number  (3)  has  been  treated 
inadequately,  and  number  (4)  is  a 
stepchild  in  air  conditioning. 

The  Dubois3  formula  and  the 
Burton  formula  are  practically  un- 
known or  have  been  lost  in  old  engi- 
neering manuals.  These  formulae 
reflect  heat  and  cold  changes  in  the 
human  body  and  are  basic  to  under- 
standing the  unsolved  problems  of 
convection,  radiation,  and  evaporation 
control  in  the  modern  units. 

Consistent  with  the  above,  Bazette'1 
points  out  that  we  have  a precise  deep 
tissue  temperature  control  in  the  body, 
but  the  temperature  of  the  body  as  a 
whole  is  not  so  precisely  controlled. 
This  means  that  surface  skin,  subcu- 
taneous fat,  and  muscle  tissue  tempera- 
tures vary  while  the  central  tempera- 
ture is  held  constant.  His  studies  vali- 
date the  following:  At  25°  C,  sweating 
of  the  human  body  begins.  The  back  of 
the  head  is  cooler  than  the  face.  The 
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back  of  the  hand  is  cooler  than  the 
arm  above.  The  feet  are  cooler  than 
the  trunk  of  the  body.  The  kidney  area 
is  cooler  than  the  shoulder  area.  The 
trunk  alone  is  stabilized. 

Further  studies  showed  that  the 
clothed  body  is  1.5  to  2°  C warmer 
than  the  nude  body.  Drafts  over  the 
feet  cooled  the  lower  extremities,  but 
the  mucous  membrane  temperatures  of 
the  head  increased  2°  to  3°  C.  Drafts 
over  the  head  caused  the  skin  of  face 
to  drop  4°  C and  the  mucous 
membrane  of  nose  to  drop  5°  and  the 
feet  1 ° . 

These  early  studies  offer  an  index  to 
the  clinical  reaction  to  altered  air.  The 
investigator  was  equally  aware  of  the 
humidity  factor.  Concerning  the  adap- 
tation to  humidity,  the  ratio  was  found 
to  be  as  follows:  At  32°  with  55  per- 
cent relative  humidity,  the  body 
adapts.  At  39°  with  20  percent  humid- 
ity, there  is  body  comfort.  At  43°  the 
humidity  must  be  3 percent  for  good 
adaptation. 

It  is  concluded  from  the  above  that 
the  human  body  adapts  with  comfort 
and  without  hazard  if  the  humidity  is 
controlled.  Human  sweating  is  the  key 
to  human  body  adjustment  to  heat.  At 
this  point  the  relative  humidity  (RH) 
becomes  the  critical  factor  in  air  con- 
ditioning. 

Misserand5  made  further  clinical 
observation.  There  is  measurable  reac- 
tion of  the  human  body  to  “cold  envi- 
ronment.’’ Prolonged  cooling  produces 
increased  metabolism  as  an  initial  and 
direct  response.  Vasoconstriction  is 
noted  with  a drop  in  the  skin  tempera- 
ture. The  evaporative  mechanism 
which  depends  on  increased  blood 
flow  is  definitely  slowed.  This  results 
in  the  reaching  of  a critical  point  of 
metabolism  and  well-being.  Measure- 
ments show  that  the  lowering  of  con- 
ductance by  vasoconstriction  results  in 
marked  cooling  of  the  body  tissues. 
This  marked  cooling  of  the  body 
tissues  cannot  continue  progressively 
for  any  extended  period  without 
serious  interference  of  bodily  func- 
tions. 

Conversely,  high  temperatures  have 
specific  effects  on  physiological  status 
of  the  body.  It  has  been  shown  that  the 
thermal  properties  in  our  atmospheric 
environment;  namely,  temperature, 
moisture,  and  air  movement  are  more 
significant  than  the  chemical  properties 
of  air. 
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For  example,  studies  at  70°  F,  80° 
F,  and  85°  F showed  that  the  rectal 
temperature  rises  in  proportion  to  the 
room  temperature.  At  90°  F measura- 
ble rise  in  rectal  temperature  was 
.006°  C;  while  in  a cool  room  (40°  F), 
temperature  dropped  rectally.  Immedi- 
ately after  moving  to  a warm  room, 
perceptible  change  was  noted  and  in 
a hot  room  it  rose  .5°.  The  same  was 
true  of  pulse  rate — at  90°  F,  the  pulse 
rose,  but  at  75°  F,  it  fell  slightly  to 
72. 6 

Misserand  has  correctly  pointed  out 
that  the  minimum  tolerable  environ- 
mental temperature  should  be  defined 
as  the  lowest  temperature  at  which  the 
body  can  maintain — for  an  indefinite 
period — its  interior  temperature  for  an 
optimum  metabolism.  This  optimum 
effective  temperature  is  between  60  to 
70°  F. 

He  further  considered  the  rela- 
tionship of  clothing  to  body  tempera- 
ture. The  real  hazards  are  heat  stress 
which,  in  turn,  produces  dehydration 
and  circulatory  exhaustion.  Modern 
man  dresses  for  outdoor  cold  or  heat, 
but  in  summer  he  exposes  himself  to 
winter  temperatures  in  air  controlled 
rooms.  Properly  he  should  wear  winter 
clothing  in  modern  air  conditioned 
areas.  We  are  in  that  equivocal  status 
of  cold  versus  heat  with  sudden  buf- 
feting between  the  two. 

The  old  “Glatzel  Mirror  Test”7 
gives  measurements  of  the  relationship 
of  temperature  change  to  health  and 
disease.  By  the  use  of  a polished  metal 
mirror  held  to  nostrils,  in  passing  from 
a cold  atmosphere  to  hot  atmosphere, 
he  registered  what  is  known  as  the 
Glatzel  Mirror  Recordings. 

Starting  at  20°  C (68°  F)  and  then 
going  to  a hot  atmosphere  of  27  0 C 
(80°  + F),  the  droplets  on  a mirror 
increased  from  small  or  minitype 
globules  to  megatype  droplets. 

It  seemed  clear  that  on  passing  from 
a normal  or  cold  atmosphere  to  a hot 
atmosphere,  there  was  a strong  tenden- 
cy for  swelling  of  the  inferior  tur- 
binates and  increased  redness  of  the 
mucous  membrances  with  increased 
moisture. 

Glatzel  further  showed  that  when  a 
strong  current  of  cold  air  was  directed 
against  the  face  of  the  subject  in  a cold 
atmosphere,  a significant  result  was 
commonly  noted.  Mucous  membranes 
became  anemic  and  showed  pallor; 
definite  swelling  occurred  and  nasal 


secretions  increased.  These  changes 
contributed  to  an  atopic  effect,  and  a 
condition  particularly  favorable  to 
bacterial  invasion  was  set-up. 

Mudd  and  co-workers7  went  still 
further  in  investigation.  Their  studies 
were  elaborate  in  the  effect  of  chilling 
upon  the  upper  respiratory  tract.  Pre- 
liminary work  was  done  by  observing 
rise  in  temperature  from  10°  C to 
30°  C (50°  F to  86°  F)  then  dropping 
temperature  from  the  high  to  the  origi- 
nal low.  This  produced  measurable 
results  in  skin  temperature.  This 
measured  a drop  from  90.5  0 to  86  ° F. 
In  these  studies,  a simple  electric  fan 
on  the  back  resulted  in  a reduction  of 
the  local  blood  supply  to  the 
oropharynx  and  soft  palate.  In  addi- 
tion, he  showed: 

Chilling  reduced  cell  respiration, 
produced  mucous  membrane  ischemia, 
and  retarded  the  removal  of  products 
of  cellular  metabolism. 

Chilling  increased  permeability  of 
epithelial  cells  to  bacteria  and 
decreased  the  local  supply  of  specific 
antibodies. 

Chilling  altered  the  media  in  ton- 
sillar crypts  and  altered  the  state  of 
colloids  of  protoplasm. 

Chilling  disturbed  the  equilibrium 
between  host  and  parasite  so  as  to  ex- 
cite or  encourage  infection. 

From  the  above,  it  is  clear  that  tem- 
peratures far  above  or  below  the  op- 
timum make  us  miserable,  inefficient, 
and  liable  to  hazards. 

Further,  “Comfort  Assays”  showed: 
Air  temperature  between  20°  C 
(68°  F)  and  24°  C (75°  F)  were  ideal 
comfort  points.  Variants  in  the  study 
were  18.5°C  (65  ° F)  to  22  °C 

(72°  F).  Prolonged  exposure  over 
hours  averaged  19°  C (67  ° F)  to 
28  ° C (82°  F).  This  was  interpreted 
that  the  ideal  air  conditioning  temper- 
ature lies  between  65  ° F and  80°  F. 
These  studies  were  related  to  the  spe- 
cific criteria  of  air  movement  and  re- 
placement. 

In  the  assays,  it  required  10  cu. 
ft. /min.  per  occupant  in  mildy  warm 
atmospheres  of  70°  to  80°  F;  15  cu. 
ft/min.  per  occupant  in  warm  atmos- 
pheres of  80°  to  90°  F;  20  cu.  ft./min. 
per  occupant  in  hot  atmospheres  of  90 
to  100°  F;  and  it  proved  that  air 
movement  alone  can  produce  comfort 
with  minimal  physiological  change. 
From  the  above  it  has  been  shown  that 
air  replacement  and  temperature  dif- 
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ferential  (outside-inside)  are  pertinent 
indices.  Accordingly,  with  the  outside 
temperature  of  95°  F,  the  indoor  tem- 
perature should  be  no  lower  than 
80°  F.  At  90°  F outside,  the  differen- 
tial should  be  12  degrees;  and  at  80°  F 
outside,  inside  should  be  5 degrees 
lower.  This  is  based  on  Huntington's 
tests  which  show  that  human  health  is 
best  and  human  energy  highest  at  a 
mean  24-hour  temperature  of  65  0 F 
and  mean  relative  humidity  of  80.  Na- 
ture also  supports  this  theory.  In  the 
natural  non-mechanical  climate,  the 
isotherm  of  70°  F passes  through  all 
the  geographical  centers  of  civiliza- 
tion. 

Presently  there  is  too  sharp  a con- 
trast between  inside  and  outside  tem- 
peratures. The  chill  experienced  on  en- 
tering a very  cold  building  and  the 
shock  experienced  in  passing  from 
such  a low  to  a hot  street  are  both  un- 
pleasant and  dangerous.  There  is  the 
ever-present  threat  to  health.  We  live 
in  air  conditioning,  drive  cars  that  are 
air  conditioned,  work  in  air  condi- 
tioned buildings,  eat  in  restaurants, 
and  attend  theatres  all  air  conditioned; 
in  fact,  air  conditioning  is  a way  of 
life.  It  is  an  environmental  paradox, 
laced  with  assets  and  liabilities. 

Clinical  Aspects 

The  main  purpose  of  air  condi- 
tioning is  comfort.  The  American  So- 
ciety of  Heating  and  Ventilating  Engi- 
neers has  constructed  an  elaborate 
comfort  chart.  This  gives  the  most  ac- 
ceptable temperature  and  humidity 
standards  for  different  circumstances. 
The  ideal  varies  from  12°  to  78°  F 
and  from  40  to  45  percent  humidity 
with  air  at  a velocity  of  20  ft/min.  for 
resting  persons.12 

In  this  format,  the  air  engineers 
specifically  assume  a “design"  inside 
temperature,  this  being  the  projected 
lowest  temperature  at  which  the  air  in 
the  enclosure  is  to  be  cooled  as  well  as 
a "design"  outside  temperature,  this 
being  usually  given  as  a maximum  of 
95  ° F.  The  total  heat  load  is  estimated 
in  British  Thermal  Units  (BTU)  which 
must  be  absorbed  by  the  air  condi- 
tioner and  is  called  the  cooling  load. 
Such  a unit  (window  type)  may  run 
from  6000  BTU  to  12,000  BTU  for  a 
home  installation.  Most  of  these  units 
are  designed  to  cool  air  15  to  25 
degrees  lower  than  the  outside.  Some- 


where between  the  two  lies  the  com- 
fort point.13 

Medical  Benefits 

A number  of  medical  assets  are 
derived  from  the  use  of  air  condi- 
tioning. Cardiac  patients  may  be 
benefited.  High  environmental  temper- 
ature and  high  humidity  result  in 
increased  metabolism  by  the  body  and 
increased  work  by  the  heart. 

Berenson  and  Burch17  observed  a 
number  of  patients  with  congestive 
ventricular  failure  and  found  that  hot 
and  humid  surroundings  precipitated 
attacks  of  left  ventricular  failure. 
Burch  et.  al.  noted  that  in  patients  with 
poor  cardiac  reserve,  blood  pressure, 
pulse,  and  respiration  rates  became 
stable  when  environmental  tempera- 
tures remained  at  72°  F.  In  their  ar- 
ticle, "Warm  Heart  and  Cold  Heart," 
they  showed: 

(a)  Air  conditioning  has  been  found 
to  be  of  value  in  the  prevention  of  heat 
stroke  and  heat  exhaustion  in  older 
and  debilitated  people. 

(b)  Air  conditioning  has  proved  a 
boon  for  hay  fever  and  asthma 
sufferers.  Much  of  this  can  be  at- 
tributed to  the  filter  which  is  a part  of 
the  majority  of  room  units  and  which 
screens  out  pollen  and  other  impu- 
rities. 

(c)  Hospitals  have  benefited  in  two 
ways.  Individual  air  units  can  be 
manually  run  by  patients  (under  super- 
vision), and  large  spaces  such  as 
operating  rooms  with  central  units 
provide  an  optimum  temperature  for 
patient  and  surgeon. 

(d)  Presently  the  only  control  of  air 
pollution  is  the  air  conditioning  filter. 

Health  Hazards 

On  the  negative  side  are  the  health 
hazards.  These  outweigh  the  advan- 
tages. Air  conditioning  becomes  a 
menace  to  health  when  the  tempera- 
ture is  either  lowered  too  far  so  that 
the  person  at  rest  becomes  chilled  or 
when  a person  is  exposed  to  a strong 
blast  of  cold  air  on  the  face,  head,  or 
feet.  This  is  most  likely  to  happen  in  a 
theatre,  office,  or  factory  where  there 
is  an  automatic  setting  of  a central  air 
conditioner. 14 

These  same  individuals  emerging 
from  cold  atmospheres — office, 
theatre,  shop,  factories — into  the 
warm  outside,  are  subjected  to  a 


thermal  shock. 

As  for  the  smaller  manually  con- 
trolled room  units,  the  great  threat  is 
the  failure  of  the  designers  to  eliminate 
the  draft  which  is  a by-product  of  all 
window  units.  It  should  hardly  be  nec- 
essary to  devote  emphasis  to  the  ill  ef- 
fect of  a steady,  strong  stream  of  cold 
air,  60°  F or  less,  upon  exposed  skin 
whose  temperature  is  86  ° F to  91  ° F. 
Clinically,  it  has  been  shown  and 
documented  that  chilling  of  this  type 
has  produced  annoying  and  dangerous 
illness. 

The  following  entities  have  been 
documented.  Acute  rhinitis  is  the  most 
common  reaction.  Sinusitis  is  the  next 
in  frequency.  Upper  respiratory  infec- 
tions are  a strong  third  with  recurrent 
pleurisy  the  presenting  symptom. 
Rheumatic  reactions  are  a fourth  and 
the  arthritides  are  fifth  in  incidence.  In 
the  literature.  Noun15  reports  two 
striking  cases. 

In  allergy,  when  specific  pollen  and 
extrinsic  allergina  are  not  evident,  look 
for  physical  contaminant  factors.15 

Case  I:  A 38-year-old  woman  had 
incurred  a disabling  cough,  wheezing 
and  dyspnea  of  four  years.  She  had  had 
no  previous  attacks.  Her  attacks 
started  in  spring  of  each  year  and  ter- 
minated in  the  fall.  They  stopped  with 
the  advent  of  cold  weather.  In  exhaus- 
tive survey,  all  tests  were  negative,  ex- 
cept for  recurrent  bronchitis  and 
sinusitis.  Finally,  it  was  determined 
that  her  symptoms  appeared  at  the 
time  when  air  conditioning  was  started 
in  the  store  where  she  worked. 

Case  2:  A young  woman  who  was  a 
bank  messenger  developed  asthma 
when  she  started  working  during  the 
summer  at  a bank.  She  had  been  in 
normal  health.  She  complained  of 
dyspnea  and  tightness  of  the  chest.  She 
had  morning  cough  and  headache,  and 
evening  temperature  elevation.  These 
occurred  after  working  for  two  weeks 
in  an  air  conditioned  bank  with  ex- 
posure to  outside  heat  as  a messenger. 
The  symptoms  disappeared  when  she 
changed  jobs. 

The  cardiovascular  reactions  are 
even  more  lethal.  In  the  work  "Warm 
Heart  and  Cold  Heart"17  it  was  shown 
a humid  environment,  hot  or  cold,  af- 
fects the  cardiac  patient.  Cold 
produces  a thermal  stress.  Cold  is  a 
stress  whether  natural  or  machine 
produced  and  results  in  high  metabolic 
rate  and  high  cardiac  output. 
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In  a study  of  522  patients  with  acute 
myocardial  infarction,  Eishon  and 
Kariv16  demonstrated  an  increased  in- 
cidence of  infarction  following  periods 
of  extremely  high  or  low  temperatures. 

Author’s  Cases 

Case  1 : The  author’s  first  interest  in 
air  conditioning  hazards  was  the  result 
of  a case  of  rheumatic  fever.  J.K.B..  age 
30.  was  exposed  to  extreme  air  condi- 
tioning in  a leading  New  York  theatre 
for  four  hours.  She  developed  a general- 
ized rheumatic  reaction  the  following 
day  with  sore  throat,  chills,  and  fever, 
later  progressing  to  a severe  case  of 
iritis  with  subsequent  loss  of  vision  of 
the  left  eye.  The  patient  was  partly  bed- 
ridden for  eight  months  and  gradually 
recovered.  Documentation  established 
that  the  etiological  factor  in  this  case 
was  extremely  low  temperature  with 
high  humidity  and  sudden  removal  to 
an  outside  temperature  of  95°  F.  The 
result  was  tissue  reaction,  collagen 
response,  and  immune  globulin  alter- 
ation. 

Case  2.  S.W.D.M.,  a physician,  age 
38,  worked  in  an  operating  room  in 
low  temperature.  Subsequently  he 
worked  in  warm  to  hot  halls  and  wards 
and  then  was  exposed  to  an  outside 
heat  wave.  He  developed  acute  bilater- 
al frontal  sinusitis  with  empyema 
requiring  trephining.  He  recovered 
with  a residual  effect  of  recurrent 
headaches  in  air  conditioned  rooms. 

Case  3.  M.R.F.,  age  38,  had  recur- 
rent pleurisy.  The  patient  worked  in  a 
bank  and  was  exposed  constantly  to  a 
draft  of  cold  air  over  the  head  and 
back.  The  patient  developed  inter- 
costal neuralgia  and  pleurisy  and  was 
intermittently  house-confined  during 
the  summer  months.  She  was  free  of 
pleuritic  reactions  during  winter 
months. 

Case  4.  K.H.F.,  age  40,  had  mitral 
stenosis,  effected  by  air  conditioning. 
The  patient  developed  circulatory 
collapse  on  a hot  day  after  working  in 
a local  department  store  near  the  vent 
of  a central  air  conditioning  system. 
After  changing  jobs  the  patient 
became  symptom  free. 

Case  5.  J.F.,  age  80,  had  chronic  os- 
teoarthritis. The  patient  was  ambula- 
tory until  a recent  three-hour  musical 
session  in  a high  school.  Following  it, 
the  patient  could  not  get  up  without 
great  difficulty  and  was  able  to  walk 
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only  haltingly.  Subsequently  the  pa- 
tient was  partially  bed-ridden  for  three 
weeks  with  exacerbation  of  multiple 
joint  pains.  The  patient  was  exposed 
First  to  a cold,  humid  draft  in  the  audi- 
torium and  then  to  extreme  heat  of 
95°  F.  The  result  was  a partial 
ankylosis  of  the  knees. 

Case  6.  C.S.M.,  age  50,  was  an  in- 
surance salesman  who  worked  in  an 
air  conditioned  office  and  then  went 
out  into  the  heat  of  the  outdoors.  The 
patient  suffered  severe  chest  pain  after 
chilling.  He  was  hospitalized  for  an- 
gina, coronary  insufficiency,  and 
myocardial  infarction  in  sequence. 
The  chest  pain,  weakness,  and  exhaus- 
tion were  evident  at  night  after  work- 
ing. 

Additional  Dangers 

Growth  of  bacteria  has  been  noted 
on  direct  expansion  air  conditioning 
coils.  For  two  decades  surgeons  have 
been  interested  in  operating  room 
asepsis  and  have  been  concerned  with 
the  problem  of  bacterial  growth  within 
air  conditioners  and  related  airborn  in- 
fection. The  problem  has  not  been  fully 
settled. 

Cole,  Bernard,  and  Dunn9  experi- 
mented with  ten  units  and  found  a 
variance  of  previous  findings.  The 
question  is  still  debatable  because  of 
variable  and  changing  temperatures 
when  the  operating  room  air  condi- 
tioner is  not  operating.  The  observa- 
tions were  made  when  the  air  condi- 
tioner was  running. 

Warner  and  Doherty,10  in  their 
study  of  the  bacteriology  of  air  condi- 
tioning ducts  with  special  reference  to 
the  operating  room,  showed  that  sur- 
gical wound  infections  may  occur 
from  the  air  or  from  unsterile  air  con- 
ditioners. The  number  of  bacteria  in 
the  air  was  between  three  and  four  per 
cu.  ft.  They  also  found  a fairly  wide- 
spread distribution  of  Clostridium 
Welchii  and  detected  the  presence  of 
Staphylococcus  Pyogenes  associated 
with  air  conditioning  apparatus.  Fur- 
ther studies  are  being  conducted. 

Conclusions 

Air  Conditioning  is  a two-edged 
sword.  It  is  a health  hazard  in  its 
present  form.  It  can  create  disabling 
problems.  Our  ubiquitous  air  condi- 
tioner must  be  regulated  and  con- 
trolled. 

Although  mechanical  refrigeration 


was  originated  by  a physician  (John 
Gorrie,  M.D.,  Apalachicola,  Fla., 
1851)  and  although  it  has  important 
medical  aspects,  it  is  curious  that  the 
medical  profession  has  had  no  voice 
whatsoever  in  its  guidelines. 

Recommendations 

There  should  never  be  more  than  a 
10°  F.  differential  between  outdoor 
and  indoor  temperatures  while  air  con- 
ditioning is  in  use.  The  unit  or  the  vent 
from  the  centrally  located  unit  should 
be  so  positioned  as  to  minimize  direct 
drafts  on  the  exposed  surface  of  the  in- 
dividual. 

The  unit  or  vent  should  be  in  a 
room  opposite  or  adjacent"  to  a pa- 
tient's room;  never  directly  in  it.  It 
should  not  be  run  throughout  the 
night;  or  if  it  is,  the  patient  should  take 
precautions  to  avoid  chilling  or  drafts. 

A wrap,  jacket,  or  sweater  should 
always  be  taken  on  trips  to  air  condi- 
tioned shopping  centers,  movies,  res- 
taurants, offices,  and  homes  of  friends. 
Drafts  should  be  avoided  at  all  times. 

Humidity  should  be  controlled 
within  a 50-60  percent  range.  Filter 
control  with  bacterial  antisepsis  and 
screen  sterilization  should  be  utilized. 
Rapid  cooling  and  direct  drafts  must 
be  avoided  always.  □ 
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The  Value  of  Histologic  Identification  of 
Mediastinal  Masses  in  Children 

ROBERT  G.  PONTIUS,  M.D. 

Pittsburgh 


Histologic  identification  of  mediastinal  tumors  in  children 
is  essential  in  nearly  every  case.  In  the  clinical  evaluation  of  a 
child  with  a mediastinal  tumor,  the  possibility  of  a malignant 
neoplasm  must  receive  prime  consideration.  Most  of  these 
tumors,  however,  prove  to  be  benign  when  a histologic  diag- 
nosis is  made.  A thoracotomy  with  removal  of  the  tumor  for 
histologic  examination,  therefore,  is  the  rational  approach 
for  establishing  a diagnosis.  The  value  of  this  approach  is 
illustrated  by  the  following  case. 

A 1 2-year-old  boy  presented  with  a three-month  history  of 
recurrent  chest  pain,  bloody  pleural  effusion,  and  a mass  on 
the  left  side  of  his  chest.  On  physical  examination,  his  trachea 
was  deviated  to  the  right  and  no  breath  sounds  were  heard  on 
the  left  side  of  his  chest.  There  was  no  enlargement  of  his 
liver,  spleen,  or  lymph  nodes.  During  the  thoracotomy,  two 
tumors  were  found  within  his  chest.  This  observation  sug- 
gested the  possibility  of  a metastatic  malignant  neoplasm. 
The  larger  mass  was  a 12  cm  tumor  located  in  the  anterior 
mediastinum.  This  tumor  involved  both  the  thymus  and  left 
phrenic  nerve.  The  entire  mass  was  removed.  On  gross 
inspection,  cystic  areas  within  this  tumor  also  suggested 
malignant  neoplasm,  but  microscopic  examination  es- 
tablished the  tumor  as  a benign  cystic  teratoma.  The  smaller 
tumor  was  located  posterior  to  the  origin  of  the  left 
subclavian  artery.  This  tumor  was  also  removed.  It  was  well- 
circumscribed  and  averaged  6 cm  in  diameter.  Microscop- 
ically, this  tumor  was  a ganglioneuroma.  The  boy's  post- 
operative course  was  uneventful  and  his  growth  and  devel- 
opment were  normal.  Ten  years  later,  he  was  living  and  well. 
The  occurrence  of  these  two  separate  and  distinct  medias- 
tinal tumors  in  this  boy  was  most  unusual.  This  case 
emphasizes  the  value  of  establishing  a microscopic  diagnosis 
of  mediastinal  tumors.  Clinically,  a malignant  neoplasm  was 
the  most  likely  diagnosis.  With  removal  of  the  tumors,  the  be- 
nign nature  of  these  lesions  was  established  and  the  mental 
anxiety  of  the  family  was  alleviated. 

In  the  clinical  approach  to  a child  with  a mediastinal  mass, 
it  is  important  to  determine  that  the  mass  is  not  a manifesta- 
tion of  systemic  disease  such  as  a neoplasm,  tuberculosis,  or 
fungal  infection.  When  the  mass  is  located  in  the  anterior 
portion  of  the  mediastinum,  hyperplasia  of  the  thymus  gland 
must  be  considered.  This  latter  diagnostic  possibility  can  be 
evaluated  with  a short  course  of  steroid  therapy.  Prompt 
reduction  in  the  size  of  the  mass  suggests  that  the  lesion  is  a 


hyperplastic  thymus  gland.  In  such  a clinical  setting,  a con- 
servative approach  is  recommended.  A similar  approach  may 
be  taken  when  an  asymptomatic  mediastinal  mass  is  located 
at  the  right  anterior  diaphragmatic  region  of  the  pericardium 
because  a pericardial  cyst  is  the  most  likely  diagnosis. 
Pericardial  cysts,  however,  can  be  readily  removed  with 
minimal  risk  to  the  child. 

When  the  precise  nature  of  the  mediastinal  tumor  cannot 
be  determined,  surgical  exploration  of  the  chest  with  removal 
of  the  tumor  is  indicated.  Certain  tumors  have  a predilection 
for  specific  areas  of  the  mediastinum.  Knowledge  of  this 
localization  of  mediastinal  tumors  is  helpful  in  the  preopera- 
tive evaluation  of  the  child.  For  example,  the  anterior 
mediastinum  will  harbor  dermoid  and  teratomatous  cysts, 
lymphangiomas,  hemangiomas,  and  thymic  tumors.  All  of 
these  lesions  are  best  treated  by  surgical  excision. 
Bronchogenic  cysts  which  are  also  treated  by  surgical  ex- 
cision occur  in  both  the  superior  and  middle  mediastinum. 
Localized  Hodgkin's  Disease,  lymphosarcoma  and  Letterer- 
Siwe's  Disease  involve  the  middle  mediastinum. 

A variety  of  tumors  arise  in  the  posterior  mediastinum,  but 
most  of  these  tumors  are  of  neurogenic  origin  and  benign. 
Such  tumors  include  neurofibromas,  neurilemomas,  and 
ganglioneuromas.  Neuroblastomas,  in  contrast,  are  malig- 
nant neoplasms  of  neurogenic  origin  that  arise  in  the  posteri- 
or mediastinum.  It  is  clinically  significant  that  children  with 
localized  neuroblastomas  of  the  mediastinum  have  a more  fa- 
vorable prognosis  than  children  with  neuroblastomas  of  the 
retroperitoneum.  Gastroenteric  cysts  occur  primarily  in  the 
posterior  mediastinum  and  these  cysts  are  best  treated  by 
resection.  A number  of  poorly  differentiated  sarcomas  have  a 
predilection  for  the  posterior  mediastinum.  Unfortunately, 
these  sarcomas  respond  poorly  to  therapy,  but  it  is  important 
nevertheless  to  establish  a histologic  diagnosis  so  as  to  afford 
the  patient  the  best  opportunity  for  survival. 

Mediastinal  masses  in  children  present  a diagnostic 
challenge  to  the  physician.  These  masses,  in  most  cases,  are 
best  treated  by  excision  so  that  a definitive  histologic  diag- 
nosis can  be  established.  In  many  cases  the  fear  of  a malig- 
nant neoplasm  can  be  alleviated  when  the  tumor  is  es- 
tablished as  benign.  In  those  cases  in  which  a malignant 
neoplasm  is  present,  an  accurate  diagnosis  will  provide  a 
sound  basis  for  a rational  therapeutic  approach. 


Dr.  Pontius  is  associated  with 
Children's  Hospital  of  Pittsburgh. 


CANCER  FORUM  — presented  cooperatively  by  the  PMS  Council  on  Education  and  Science,  the  Pennsylvania  and  Philadelphia 
Divisions  of  the  American  Cancer  Society,  and  the  Cancer  Control  Section,  Pennsylvania  Department  of  Health.  The  Cancer 
Forum  is  edited  by  Roland  A.  Loeb,  M.D.,  Lancaster. 
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Venous  Disease  and  Thromboembolism 


David  Naide,  M.D.  and  Meyer  Naide, 
M.D.,  Division  of  Vascular  Disease, 
Graduate  Hospital  of  the  University  of 
Pennsylvania,  Philadelphia,  Pennsyl- 
vania, are  questioned  by  William  G. 
Leaman,  Jr.,  M.D. 

What  is  the  place  of  fibrinolytic  therapy 
(streptokinase  or  urokinase)  in  the  man- 
agement of  pulmonary  embolism? 

These  drugs  appear  to  be  very 
beneficial  in  producing  lysis  of  the 
thrombi  both  in  the  pulmonary  arteries 
and  peripheral  vessels.  However,  the 
drugs  are  not  clinically  available  at 
present  and  are  used  only  in  clinical 
research  trials. 

Has  impedance  plethysmography 
proved  of  value  in  the  diagnosis  of 
thrombophlebitis? 

No.  There  are  too  many  false  posi- 
tives and  false  negatives. 

Of  what  value  is  the  Doppler  Ul- 
trasound study  in  the  venous  system? 

The  Doppler  Ultrasound  is  very 
helpful  in  determining  patence  of  the 
deep  veins  as  well  as  valvular  compe- 
tence or  incompetence.  It  gives  some 
information  in  helping  to  establish  a 
diagnosis  of  thrombophlebitis;  but,  like 
many  other  methods,  it  is  not  absolute. 

What  are  some  of  the  more  subtle  signs 
of  pulmonary  embolism  in  a case  that  is 
not  clear-cut? 

If  the  clinical  picture  is  equivocal, 
findings  such  as  a low-grade  fever  or 
slight  tachycardia  not  otherwise 
explained,  transient  weakness  or 
dyspnea  may  point  to  pulmonary 
embolism.  A lung  scan  may  confirm  the 
diagnosis. 

When  do  you  recommend  inferior  vena 
cava  interruption? 

If  a patient  has  recurrent  pulmonary 
emboli  in  spite  of  adequate  anticoagula- 
tion, the  procedure  is  indicated.  We 
prefer  plication  to  ligation  since  there  is 
much  less  back  pressure  and  therefore 
less  peripheral  edema,  fewer  postphle- 
bitic  problems  and  fewer  large  collater- 
al venous  channels,  which  often  de- 
velop after  ligation. 

What  dose  of  heparin  should  be  used 
for  treatment  of  thromboembolism? 


This  is  an  often-asked  question.  The 
answer  is  “enough.”  We  prefer  the  in- 
termittent IV  method,  using  a heparin 
block.  In  treating  deep  throm- 
bophlebitis, we  would  aim  for 
prolonging  the  PTT  or  LWCT  to  one 
and  one-half  to  two  times  the  control 
when  measured  one  hour  before  the 
next  dose  of  heparin.  Six  thousand  to 
7500  U every  sixth  hour  might  be  an 
average  dose.  For  a patient  with  pulmo- 
nary emboli,  perhaps  the  heparin 
should  be  administered  every  fourth 
hour.  For  a small  superficial  phlebitis, 
if  anticoagulants  are  used,  smaller  than 
usual  doses  of  heparin  are  used.  The 
same  would  be  true  of  “prophylactic” 
heparin. 

Are  vein  ligation  and  stripping  in- 
dicated for  the  usual  stasis  ulcerations? 

Most  stasis  ulcers  are  related  to  past 
thrombophlebitis  with  blocking  or  in- 
competence of  deep  veins  of  the  legs. 
Therefore,  removing  superficial  veins  is 
usually  not  indicated.  However,  if  it 
can  be  shown  (e.g.  by  venogram)  that 
an  incompetent  superficial  vein  is 
allowing  back  flow  into  the  region  of 
stasis  ulcer,  then  improvement  might  be 
anticipated  by  removing  this  vein. 

In  treating  superficial  throm- 
bophlebitis, when  do  you  use  an  anti- 
inflammatory drug  such  as  phenylbu- 
tazone and  when  an  anticoagulant  such 
as  heparin? 

When  limited  to  the  leg  or  lower 
thigh  and  not  extensive,  phenylbu- 
tazone is  used.  When  superficial  throm- 
bophlebitis involves  the  upper  thigh 


near  or  at  the  groin,  then  the  danger  of 
the  clot  extending  into  the  femoral  vein 
requires  the  immediate  use  of  heparin 
to  prevent  edema  of  the  entire  extremi- 
ty and  pulmonary  embolism.  Also 
heparin  is  indicated  when  superficial 
thrombophlebitis  extends  while  being 
treated  with  an  anti-inflammatory 
drug. 

How  many  patients  die  of  pulmonary 
embolism  in  this  country  each  year? 

The  estimates  vary  from  50,000  to 
100,000.  How  these  estimates  are  ar- 
rived at  is  usually  not  given. 

What  do  you  tell  a surgeon  or  gynecol- 
ogist who  is  to  operate  on  or  deliver  a 
patient  with  a history  of  previous 
thrombophlebitis? 

We  send  the  following  instructions  to 
the  surgeon  or  gynecologist:  Elastic 
stockings  should  be  worn  during  the 
stay  in  the  hospital.  Legs  should  be 
elevated  in  bed.  (Elevation  of  the  legs  to 
15  degrees  or  more  prevents  stasis  in 
the  veins).  Measure  the  ankles  and 
calves  on  admission.  Palpate  the  calves 
daily.  Look  daily  for  early  edema  or  fill- 
ing out  behind  the  internal  malleoli. 
Look  for  elevation  in  temperature,  even 
if  slight,  after  the  initial  rise  following 
surgery. 

This  Brief  is  edited  by  William  G. 
Leaman,  Jr.,  M.D.,  Fellow,  Council  on 
Clinical  Cardiology  of  the  American 
Heart  Association,  for  the  Council  on 
Education  and  Science  in  cooperation 
with  the  Pennsylvania  Affiliate  of  the 
American  Heart  Association. 


1973  EDUCATIONAL  AND  SCIENTIFIC  ASSEMBLY 

October  10-13  (Wednesday-Saturday)  Host  Inn,  Harrisburg 

Theme:  “Science  and  Education  for  the  Provision  of  Medical  Care  / The 
Humanistic  Medical  Team” 

Two  Courses — on  Heart  and  Lung — three  consecutive  mornings 
14  Specialty  Society  Programs 

A day  and  a half  conference  for  medical  educators,  medical  resource 
personnel,  and  allied  health  professionals 
One  day  seminars  for  nurses 

Sponsors: 

Keystone  State  Medical  Society 
Pennsylvania  Medical  Society 
Pennsylvania  Osteopathic  Medical  Association 
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Hours  of  attendance  at  any  of  the  courses  included  in  this  listing  may.be  reported  to  meet  the  continuing  medical  education 
membership  requirement  of  PMS.  Courses  coded  AMA  may  be  reported  in  Category  1 on  the  application  for  the  AMA  Physician’s 
Recognition  Award.  All  other  courses  may  be  reported  in  Category  2. 


INTERMITTENT  COURSES 
Listed  below  are  courses  of  continuing  medi- 
cal education  which  include  a series  of  two  or 
more  sessions  on  various  subjects.  To  deter- 
mine the  specific  topic  on  any  given  day,  con- 
tact the  director  at  the  address  given  in  the 
course  listing. 


CARDIOVASCULAR  DISEASE 
Sayre:  September  1,  1972;  August  31.  1973 
AMA — Cardiology;  at  Robert  Packer  Hosp.;  by 
Hahnemann;  1 hr.  per  day;  - 1 day  per  mo.;  12 
days  total;  no  fee.  Contact  Paul  C.  Royce,  M.D., 
Ph  D.,  Dir.  of  Med.  Educ  Robert  Packer  Hosp., 
Sayre  18840. 


DERMATOLOGY 

Sayre;  September  1,  1972  - August  31,  1973 
AMA — Dermatology;  at  Robert  Packer  Hosp.;  by 
Hahnemann;  1 hr.  per  day;  1 day  every  other  mo.; 
5 days  total;  no  fee  Contact  Paul  C.  Royce,  M.D  . 
Ph  D.,  Direc.  of  Med.  Educ.,  Robert  Packer  Hosp., 
Sayre  18840. 


EMERGENCY  MEDICINE 
Sayre;  September  1,  1972  - August  31.  1973 
AMA — Emergency  Medicine;  at  Robert  Packer 
Hosp.;  by  Hahnemann;  1 hr.  per  day;  1 day  per 
week;  16  days  total;  no  fee.  Contact  Paul  C. 
Royce,  M.D.,  Ph  D.,  Dir.  of  Med.  Educ.,  Robert 
Packer  Hosp.,  Sayre  18840. 


CODE  KEY 

S — Designed  lor  full-time  specialists 

AAFP — American  Academy  ol  Family  Physi- 
cians 

ACGP — American  College  of  General  Practi- 
tioners in  Osteopathic  Medicine  and  Sur- 
gery 

AMA—AMA  Accredited  Educational  Institution 
(Eligible  for  AMA  Physician's  Recognition 
Award  Credit) 

PMS — Pennsylvania  Medical  Society 

Hahnemann — Hahnemann  Medical  College 

and  Hospital 

M.S.  Hershey — Pennsylvania  State  University 
College  of  Medicine,  Milton  S Hershey 
Medical  Center 

Jefferson — Jefferson  Medical  College  of 
Philadelphia 

Pitt — University  of  Pittsburgh  School  of  Medi- 
cine 

Penn  State — Pennsylvania  Stale  University 

Temple — Temple  University  School  of  Medi- 
cine 

U.  of  Pa. — University  of  Pennsylvania  School 
of  Medicine 

MCP — The  Medical  College  of  Pennsylvania 


Mem.  Hosp.;  1 hr.  per  day;  1 day  per  week;  48 
weeks;  AAFP  credit  requested.  Contact  Paul  W 
Dishart,  M.D  . D.M.E.,  St.  Margaret  Mem.  Hosp., 
265-46th  St..  Pittsburgh  15201 


Wilkes-Barre  18703. 

Bethlehem;  September  21,  1972  - May  17,  1973 
AMA — Postgraduate  Seminars  for  Physicians;  at 
St.  Luke's  Hosp.;  by  Jefferson  and  Penn  State;  3 
hrs.  per  day;  1 day  per  mo.  (except  December);  24 
hrs.  AAFP  credit  approved.  Contact  John  H. 
Killough,  Ph.D  , M.D.,  Assoc.  Dean,  Jefferson, 
1025  Walnut  St.,  Philadelphia  19107. 


Bradford  Hospital;  September  1,  1972  - June  30, 
1973 

Telephone  Lecture  Network  Regional  Medical 
Program  of  Western  New  York;  1 hr.  per  day;  80 
days;  AAFP  credit  approved.  Contact  Howard  S. 
Miller,  M.D.,  Chrm.  Educ.  Cmte..  Bradford  Hosp., 
Interstate  Parkway,  Bradford  16701. 


Bradford  Hospital;  September  1,  1972  - June  30. 
1973 

Network  for  Continuing  Medical  Education — 
Television  Tapes;  1 hr.  per  day;  1 day  per  week; 
40  weeks.  Contact  Howard  S.  Miller,  M.D.,  Chrm  , 
Educ.  Cmte  , Bradford  Hosp.,  Interstate  Parkway, 
Bradford  16701. 


Chester;  September  12,  1972  - May  29,  1973 
AMA — Continuing  Education  Program;  by  Hah- 
nemann; at  Crozer  - Chester  Medical  Center;  2 
hrs.  per  day;  1 day  per  week;  74  hrs  AAFP  credit 
requested.  Contact  Frederick  K.  Heath,  M.D., 
Assoc. .Dean,  Sch.  of  Cont  Educ.,  Hahnemann, 
230  N.  Broad  St..  Philadelphia  19102. 


ENDOCRINOLOGY 

Sayre;  September  1,  1972  - August  31,  1973 

AMA — Endocrinology;  at  Robert  Packer  Hosp.; 
by  Hahnemann;  1 hr.  per  day;  1 day  per  mo.;  11 
mos.;  no  fee.  Contact  Paul  C.  Royce,  M.D.,  Ph  D., 
Dir.  of  Med.  Educ.,  Robert  Packer  Hosp.,  Sayre 
18840. 


FAMILY  MEDICINE 

Franklin  Hospital;  January  15  - April  16,  1973 
AMA — Continuing  Education  for  Physicians;  two 
of  8 sessions  in  a program  planned  by  Pitt,  and 
sponsored  by  the  Venango  Co.  Med.  Soc.  (see  Oil 
City  and  Titusville  listings  for  other  sessions);  16 
hrs.  AAFP  credit  requested.  Contact  Helen  S. 
Griffen,  M.D.,  Franklin  Hospital,  Franklin  16323. 


Johnstown;  December  19,  1972  - May  15,  1973 
AMA — Continuing  Education  for  Physicians;  at 
Lee  Hospital;  by  Pitt;  2 hrs.  ea.  day,  1 day  ea.  mo. 
(except  January  and  March);  8 hrs.  AAFP  credit 
requested.  Contact  Edward  W.  Gertz,  M.D.,  Lee 
Hospital,  Johnstown  15901. 


Lock  Haven  Hospital;  December  6,  1972  - May  2, 
1973 

A Program  of  Continuing  Medical  Education;  by 
Clinton  County  Medical  Soc.  and  Susquehanna 
Valley  RMP;  first  and  third  Wed.  ea.  mo.  (except 
third  week  in  Jan  );  3 hrs.  ea.  day;  9 sessions;  27 
hrs.  AAFP  credit-requested.  Contact  W.C  Long, 
M.D.,  53  W.  Main  St.,  Lock  Haven  17745. 


Oil  City  Hospital;  November  20,  1972,  February  19 
and  May  21,  1973 

AMA — Continuing  Education  for  Physicians; 
three  of  8 sessions  in  a program  planned  by  Pitt, 
and  sponsored  by  the  Venango  Co.  Med.  Soc.  (see 
Franklin  and  Titusville  listings  for  other  sessions); 
16  hrs.  AAFP  credit  requested.  Contact  Robert  M. 
Pilewski,  M.D.,  9 Glenview  Ave.,  Oil  City  16301 


Pittsburgh;  June,  1972  - May,  1973 

Family  Practice  Journal  Club  and  Mortality  Con- 
ference; at  St.  Margaret  Memorial  Hospital;  2 hrs. 
per  day;  first  Fri  ea.  mo.;  12  mos.;  24  hrs.  AAFP 
and  ACGP  credit  requested.  Contact  Paul  W. 
Dishart.  M D.,  D.M.E.,  St.  Margaret  Memorial  Hos- 
pital, 265-46th  St.,  Pittsburgh  15201. 


Pittsburgh;  July  19,  1972  - June  13.  1973 

Post  Graduate  Family  Practice  Lectures;  at 
Family  Health  Center  Conf.  Rm,  St.  Margaret 


Pittsburgh;  September  11,  1972  - May  8,  1973 
AMA — Family  Medical  Practice  Training 
Course;  by  Pitt:  at  Shadyside  Hosp..  1 hr.  per  day; 
1 day  per  mo.;  10  days  total;  no  fee.  Contact 
William  Garner  Dir.,  Family  Practice  Residency, 
Shadyside  Hosp.,  5230  Center  Ave.,  Pittsburgh 
51232. 


Titusville  Hospital:  December  18,  1972,  March  19 
and  June  18,  1973 

AMA — Continuing  Education  for  Physicians; 
three  of  8 sessions  in  a program  planned  by  Pitt, 
and  sponsored  by  the  Venango  Co.  Med.  Soc.  (see 
Franklin  and  Oil  City  listings  for  other  sessions). 
16  hrs.  AAFP  credit  requested.  Contact  Joseph  P. 
Dunn,  M.D.,  407  Third  Street,  Titusville  16354 


GASTROENTEROLOGY 
Bradford;  October  24,  1972  - May  15,  1973 

AMA-Continuing  Education  for  Physicians;  at 
Penn  Hills  Club;  by  McKean  County  Med  Soc.  and 
Pitt;  third  Tues.  ea.  mo.  except  Dec.  and  Jan.;  3 
hrs.  ea.  day;  18  hrs.  AAFP  credit  requested; 
fee  = $25  ($5  single  sess.).  Contact  Elizabeth 
Cleland,  M.D  , 106  S.  Fraley  St..  Kane  16735. 


GENERAL  MEDICINE 

Altoona  Hospital;  October  5,  1972  - May  17,  1973 
AMA — A Program  of  Continuing  Medical  Educa- 
tion by  Jefferson  and  Penn  State;  2 hrs.  per  day; 
first  and  third  Thurs.  of  ea.  month;  32  hrs.  AAFP 
credit  approved;  fee  =$50  ($5  per  seminar).  Con- 
tact Philip  W.  Hoovler,  M.D  , Dir.  of  Med.  Educ., 
Altoona  Hosp.,  Howard  Ave.  Altoona  16603 


Beaver  County;  September  20,  1972  - May  16, 
1973. 

AMA — Continuing  Education  for  Physicians;  at 
either  Beaver  County  Hosp.  or  Aliquippa  Hosp.;  by 
Pitt;  3 hrs.  per  day;  1 day  ea.  mo;  21  hrs.  AAFP 
credit  requested;  fee  = $50  for  all,  $10  ea  Con- 
tact Mrs.  Thalia  Frick,  Exec.  Secy.,  Beaver  Co, 
Med.  Soc.,  312-314  Federal  Title  and  Trust  Bldg  . 
Beaver  Falls  15010 


Berwick;  September  20,  1972  - May  16,  1973 

AMA — Columbia  County  Medical  Society's  con- 
tinuing Medical  Education  Program;  by  Greater 
Delaware  Valley  RMP  and  the  Institute;  at  Briar 
Heights  Lodge;  Third  Wed.  ea  Mo  except  Dec.;  7 
- 10  P.M.;  Fee  = $40.  AAFP  credit  approved.  Con- 
tact R.N.  Shoemaker,  Ph.D.,  Coord.  Med.  Educ. 
G.D.V.R.M.P.,  VA  Hosp.,  1111  East  End  Blvd. 


Coatesville;  September,  1972  - June  1973 

AMA — Neuropharmacology  Course;  at  V A Hos- 
pital; by  Jefferson;  IV2  hrs.  ea  mo.;  third  Mon.  ea 
mo.;  15  hrs.  elective  AAFP  credit  approved  Con- 
tact J.  Clifford  Scott,  M.D.,  Dir.,  Prof.  Educ..  VA. 
Hosp.,  Coatesville  19320 


Drexel  Hill;  January  6 - June  30,  1973 

AMA — Saturday  Conference;  at  Delaware 
County  Memorial  Hospital;  co-sponsored  by  Dela- 
ware County  A A F P.;  24  hrs.  "prescribed"  AAFP 
credit  approved  Contact  Robert  Mitterling.  M.D  , 
Dir.  of  Med.,  Delaware  Co.  Mem.  Hosp.,  Lans- 
downe  & Keystone  Ave.,  Drexel  Hill  19026. 

Easton;  September  20.  1972  - June  20.  1973 

AMA — Continuing  Education  Program;  by  Hah- 
nemann; at  Easton  Hosp  ; 1%  hrs.  per  day;  1 day 
per  mo.;  12  hrs.  AAFP  credit  requested.  Contact 
Frederick  K.  Heath,  M.D.,  Assoc.  Dean,  Sch.  of 
Cont.  Educ  . Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Erie,  September  21 , 1972  - May  25,  1973 

AMA — A Program  of  Continuing  Medical  Educa- 
tion; at  St.  Vincent  Hosp.  by  Jefferson  and  Penn 
State;  3 hrs.  per  day;  1 day  per  mo.;  36  hrs  AAFP 
credit  approved.  Contact  John  H.  Killough,  Ph.D., 
M.D  , Assoc.  Dean.  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Greensburg;  September  12,  1972  - August  14,  1973 
AMA — Continuing  Education  for  Physicians;  at 
Westmoreland  Hosp.;  by  Pitt.;  2 hrs.  per  day;  2nd 
Tues.  ea.  mo.;  24  hrs.  AAFP  credit  requested. 
Contact  F.D  Edgar.  Jr.,  M.D  , Med.  Dir.,  West- 
moreland Hosp.  532  W.  Pittsburgh  St..  Greensburg 
1 5601 . 


Hazleton  State  Gen.  Hosp.;  September  21.  1972  - 
May  30,  1973 

AMA — Continuing  Medical  Education,  by  U.  of 
Pa.  School  of  Grad.  Med  . Hazleton  Branch  of 
Luzerne  Co.  Med  Soc..  St.  Joseph  Hosp.  and 
Hazleton  State  Gen.  Hosp  ; ea  Thurs.,  36  weeks; 
54  hrs.  AAFP  credit  requested.  Contact  Robert 
Gunderson,  M.D.,  DME,  Hazleton  State  Gen 
Hosp..  Hazleton  18201 


Johnstown;  September  26,  1972  - April  24,  1973 
AMA — A Program  of  Continuing  Medical  Educa- 
tion; at  Conemaugh  Valley  Mem.  Hosp.;  by  Jef- 
ferson and  Penn  State;  2 hrs.  per  day;  1 day  per 
mo.  (except  December  and  February);  12  hrs. 
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AAFP  credit  approved.  Contact  John  H.  Killough. 
Ph  D..  M.D  . Assoc.  Dean,  Jefferson,  1025  Walnut 
St.,  Philadelphia  19107. 


Kittanning;  October  7,  1972  - June  2,  1973 

AMA — Continuing  Education  for  Physicians;  at 
Armstrong  Co.  Mem.  Hosp.;  by  Pitt;  2 hrs.  per  day; 
every  other  Saturday  morning;  32  hrs.  AAFP  credit 
requested.  Contact  Roderick  R McLeod.  M.D.,  137 
S.  Jefferson  St.,  Box  150,  Kittanning,  16201. 


Lancaster  General  Hospital;  September  12,  1972  - 
May  29  1973 

Program  in  Continuing  Medical  Education;  3 
hrs.  per  day;  1 day  per  week;  28  weeks;  84  hrs. 
AAFP  credit  requested.  Contact  John  H.  Es- 
benshade,  Jr..  M.D.  Dir.  of  Med.  Educ..  Lancaster 
General  Hosp.,  555  N.  Duke  St..  Lancaster  17604, 


Lebanon.  November  7,  1972-May  1,  1973 

AMA — A continuing  Medical  Education  Pro- 
gram; at  Quentin  Riding  Academy;  by  Jefferson, 
Penn  State  and  Lebanon  Co.  Med.  Soc  ; 2 hrs.  per 
day;  1 day  per  mo.;  4 months;  8 hrs.  AAFP  credit 
approved.  Contact  John  H Killough,  Ph.D.,  M D . 
Assoc  Dean,  Jefferson,  1025  Walnut  St.. 
Philadephia  19107. 


Lehighton;  September  18,  1972  - May  21.  1973. 

Carbon  County  Medical  Society  Continuing 
Medical  Education  Program;  at  Gnaden-Huetten 
Hospital;  by  Greater  Delaware  Valley  RMP;  third 
Monday,  ea.  mo.  except  Dec.;  7 - 10  p.m.;  no  fee; 
AAFP  credit  approved.  Contact  R N Shoemaker, 
Ph.D.,  Coord.  Med  Educ.,  G.D  V.R.M.P.,  VA 
Hosp..  1111  East  End  Blvd.,  Wilkes-Barre,  Pa. 
18703. 


Lewistown  Hospital;  February  7 - April  11,  1973 
Current  Medical  and  Surgical  Concepts;  by 
Susquehanna  Valley  RMP,  PMS  and  Mifflin- 
Juniata  County  Medical  Society;  2 hrs.  ea. 
Wednesday  afternoon;  10  weeks;  20  hrs.  AAFP 
credit  requested;  fee  = $35  ($5  ea  week).  Contact 
Donald  E.  Basom.  M.D..  East  Mam  Street,  McAlis- 
terville  1 7045. 


McKeesport  Hospital;  February  7,  June  20,  1973 
AMA — Continuing  Education  for  Physicians;  by 
Pitt.,  every  other  Wed.  eve.;  2 hrs.  ea.  day;  20  hrs. 
AAFP  credit  requested.  Contact  William  M.  Coo- 
per. M.D.  Dir..  Div.  of  Cont.  Educ.,  Pitt.,  1022-H 
Scaife  Hall,  Pittsburgh  15213. 


Meadville  City  Hospital;  October  4,  1972  - June  6, 
1973 

Practical  Pharmacology/A  Continuing  Education 
Program  for  Physicians;  by  Crawford  County  Medi- 
cal Society  and  Gannon  College  (Erie);  first  Wed. 
ea  mo  , 2 hrs  ea.  day;  18  hrs.  AAFP  credit 
requested,  fee  = $50  ($7.50)  single  sess),  Centact 
Robert  C.  Challener,  M.D..  Meadville  City  Hosp., 
Liberty  St.,  Meadville  16335. 

New  Kensington;  February  6 - November  27,  1973 

AMA — Continuing  Education  for  Physicians;  at 
Citizens  General  Hospital;  by  Pitt;  1 day  ea.  mo.;  1 
hr  ea  day;  8 hrs  AAFP  credit  requested.  Contact 
Walter  N.  Zuck,  M.D.,  Citizens  Gen.  Hosp.,  New 
Kensington  15068. 


Philadelphia;  September  8.  1972  - June,  1973 
Continuing  Education  for  Physicians;  at  Frank- 
ford  Hosp  ; 1 hr.  per  day;  1 day  per  week;  40 
weeks;  40  hrs  AAFP  credit  requested.  Contact 
Ronald  E.  Cohn,  M.D.,  Med.  Dir.,  Frankford  Hosp., 
Frankford  Ave.  & Wakelmg  St  , Philadelphia 
19124 


Pittsburgh;  July  20.  1972  - June  14.  1973 

Post  Graduate  Medical  Education  Lectures;  at 
St  Margaret  Memorial  Hosp  ; 30  weeks;  1 hr.  per 
day;  1 day  per  week — first,  second  and  third 
Thurs.  ea  mo.,  30  hrs.  AAFP  credit  requested. 
Contact  Paul  W.  Dishart,  M.D.,  D.M.E.,  St.  Mar- 
garet Mem.  Hosp.,  265-46th  St.,  Pittsburgh  15201. 


Pittsburgh,  September  6,  1972-May  10,  1973. 

AMA — Seminars  for  the  Practicing  Physicians; 
by  Pitt;  at  Scaife  Hall;  2'/2  hrs  per  day  1 day  per 
week;  32  hrs.  AAFP  credit  requested;  one  series 
to  be  held  Wednesday  afternoons — the  other  on 
Thursday  evenings;  fee  = $150  ($10  per  session). 
Contact  William  M.  Cooper,  M.D,  Dir.,  Div.  of 


Cont.  Educa..  Pitt.,  1022-H  Scaife  Hall,  Pittsburgh 
15123. 


Pittsburgh;  September  19,  1972-May  15.  1973 
AMA — Continuing  Education  for  Physicians;  at 
Shadyside  Hosp  ; by  Pitt;  1 hr  per  day;  1 day  per 
week;  9 weeks;  9 hrs.  AAFP  credit  requested;  no 
fee.  Contact  Franklin  Johnson,  M.D.,  Shadyside 
Hosp.,  5230  Centre  Ave.,  Pittsburgh  15232. 


Pittsburgh;  September  21,  1972  - April  19,  1973 
AMA — Continuing  Education  for  Physicians;  by 
Pitt;  at  West  Penn  Hospital;  third  Thurs.  ea  mo  ; 1 
hr.  ea.  mo.;  8 mos.;  8 hrs.  AAFP  credit  requested. 
Contact  Charles  R.  Wilson,  Jr.,  M.D.  Chief,  Div.  of 
Med.,  West  Penn  Hosp.,  4800  Friendship  Ave., 
Pittsburgh,  Pa.  15213. 


Pittsburgh;  September  28,  1972  - May  24,  1973 
AMA — Continuing  Education  for  Physicians;  at 
North  Hills  Passavant  Hosp.;  by  Pitt.;  2 hrs.  per 
day;  1 day  per  mo.;  8 mos.;  16  hrs  AAFP  credit 
requested;  no  fee.  Contact  H.H,  Anderson,  M.D., 
North  Hills  Passavant  Hosp.,  9100  Babcock  Blvd., 
Pittsburgh  15219 


Pittsburgh;  October  25,  1972  - June  13,  1973 

AMA — Continuing  Education  for  Physicians,  at 
St.  John's  General  Hosp.  and  Suburban  General 
Hosp.;  by  Pitt;  2 hrs.  per  day;  one  Wed.  ea.  mo.; 
18  hrs.  AAFP  credit  requested.  Contact  Raymond 
J.  Wojciak.  DO,  275  Silver  Lane.  McKees  Rocks 
15136. 


Pottsville  Hospital,  September  7,  1972  - June  7, 
1973 

AMA — A Program  of  Continuing  Medical  Educa- 
tion; by  Jefferson  and  Penn  State;  2 hrs.  per  day;  1 
day  per  mo.  for  10  months;  20  hrs  AAFP  credit 
approved.  Contact  John  H Killough,  Ph.D.,  M.D.. 
Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Pottsville;  September  28.  1972  - May  31.  1973 
AMA — Continuing  Education  Program;  by  Hah- 
nemann, at  Good  Samaritan  Hosp  ; 2 hrs.  per  day; 
1 day  per  mo  ; 18  hrs.  AAFP  credit  requested. 
Contact  Frederick  K Heath,  M.D  . Assoc  Dean, 
Sch  of  Cont  Educ  , Hahnemann,  230  N Broad  St., 
Philadelphia  19102. 


Reading.  September  26,  1972  - May  22.  1973. 

Continuing  Medical  Education;  at  St.  Joseph's 
Hosp.,  1 hr.  per  day;  1 day  per  mo.;  8 hrs.  AAFP 
credit  requested.  Contact  Kenneth  M.  Schreck, 
M.D  . Med.  Dir.,  St  Joseph's  Hosp  . 215  N.  12th 
St.,  Reading  19601 


Scranton;  Fourth  Wednesday  of  each  month  (ex- 
cept November.  December  & June) 

A Program  of  Continuing  Medical  Education;  at 
Casey  Inn,  by  Lackawanna  Co.  Med.  Society  and 
Greater  Delaware  Valley  RMP;  3 hrs.  ea  evening 
AAFP  credit  requested.  Contact  R N Shoemaker, 
Ph.D.,  Coordinator  of  Med  Educ.,  VA  Hosp.,  1111 
E End  Blvd  . Wilkes-Barre  18703. 


Scranton;  September  20,  1972  - May  16,  1973 
AMA — Continuing  Education  Program;  by  Hah- 
nemann; at  Mercy  Hosp.;  2'/2  hrs.  per  day;  1 day 
ea.  mo.;  22>/2  hrs.  AAFP  credit  requested.  Contact 
Frederick  K Heath,  M.D..  Assoc.  Dean,  Sch.  of 
Cont.  Educ  . Hahnemann,  230  N Broad  St.. 
Philadelphia  19102. 


Scranton;  September  27,  1972  - May  25,  1973 
Lackawanna  County  Medical  Society  Continuing 
Medical  Education  Program;  at  Casey  Inn;  by 
Greater  Delaware  Valley  RMP;  Fourth  Wed.  ea. 
mo  except  Nov  . Dec  and  Feb  ; 7-10  PM;  No 
fee;  AAFP  credit  approved  Contact  R N Shoe- 
maker, Ph  D.,  Coord.  Med.  Educ.,  G.D.V.R  M.P., 
VA  Hosp.,  1111  East  End  Blvd.,  Wilkes-Barre 
18703 


St,  Marys;  October  22,  1972  - April  22,  1973 
AMA — Continuing  Education  for  Physicians;  at 
Andrew  Kaul  Mem.  Hosp.;  by  Pitt;  3 hrs.  per  day; 
every  other  Sunday  afternoon;  24  hrs  AAFP  credit 
requested.  Contact  Bernard  L.  Coppolo,  M.D.,  121 
E.  Arch  St..  St.  Marys  15857. 


Sunbury  Community  Hospital;  February  14 
November  28,  1973 

AMA — Continuing  Education  Program;  by  Hah- 


nemann; 2nd  and  4th  Wed.  afternoon  ea.  mo.  (ex- 
cept June.  July  & Aug.);  3 hrs.  ea  day;  AAFP 
credit  requested.  Contact  Willard  W.  Christman, 
M.D.,  Community  Hosp.,  Sunbury  17801 


Tunkahannock;  September  15,  1972-May  9,  1973. 

Wyoming  County  Medical  Society  Continuing 
Medical  Education  Program;  at  Tyler  Memorial 
Hosp.;  by  Greater  Delaware  Valley  RMP;  second 
Wed.  ea.  mo,  except  Dec.;  9 a m.  - 12  noon;  no 
fee;  AAFP  credit  approved.  Contact  R.N  Shoe- 
maker, Ph.D.,  Coord. 


Umontown  Hospital;  September  27,  1972  - May  23, 
1973 

AMA  - Continuing  Education  for  Physicians;  by 
Fayette  County  Medical  Soc.  and  Pitt.;  one  Wed. 
ea.  mo  (except  Dec.);  3 hrs.  ea  day;  24  hrs.  AAFP 
credit  requested;  fee  = $50  ($7.50  single  sess.) 
Contact  Mr.  Walter  Lion,  Exec.  Secy.,  Fayette  Co. 
Med.  Soc.,  30  Delaware  Ave.,  Umontown  15401. 


Upland;  September  12.  1972  - May  29,  1973 

AMA — Continuing  Medical  Education  Program; 
at  Crozer-Chester  Med.  Center;  by  Hahnemann;  2 
hrs.  per  day;  1 day  per  week;  37  weeks;  74  hrs. 
AAFP  credit  requested;  no  fee.  Contact  Frederick 
K.  Heath,  M.D  , Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N Broad  St..  Philadelphia  19102. 


Wellsboro;  October  18,  1972  - May  16,  1973 

Program  of  Continuing  Medical  Education  for 
Physicians;  at  Soldiers  & Sailors  Memorial  Hosp  ; 
by  PMS  and  Susquehanna  Valley  RMP;  3 hrs.  per 
day;  third  Wed.,  ea.  mo.  except  Dec.  and  Feb.; 
AAFP  credit  requested;  fee  = $5  ea.  session. 
Contact  Ralph  C.  Antrim,  Jr.,  Administrator,  Sol- 
diers & Sailors.  Mem.  Hosp.,  Wellsboro  16901. 


Wilkes-Barre;  September  13,  1972  - May  23,  1973 
AMA- — Continuing  Education  Program;  by  Hah- 
nemann; at  Wyoming  Valley  Hosp  ; 3 hrs.  per  day; 
1 day  every  other  week;  57  hrs.  AAFP  credit 
requested  Contact  Frederick  K Heath,  M.D  . 
Assoc.  Dean,  Sch.  of  Cont.  Educ.,  Hahnemann, 
230  N.  Broad  St.,  Philadelphia  19102. 


Wilkes-Barre;  September  15,  1972  - May  9,  1973. 

Luzerne  County  Medical  Society  Continuing 
Medical  Education  Program;  at  130  S.  Franklin 
St.,;  by  Greater  Delaware  Valley  RMP;  second 
Wed.  ea  mo.  except  Dec.;  7-10  p.m.;  no  fee; 
AAFP  credit  approved  Contact  R.N,  Shoemaker, 
Ph.D.,  Coord.  Med.  Educ.,  G.D.V.R.M.P.,  V.A 
Hosp.,  1111  East  End  Blvd.,  Wilkes-Barre  18703. 


York  Hospital;  September  14.  1972  - April  26,  1973 
AMA — Continuing  Medical  Education  for 

Physicians;  by  Jefferson  and  Penn  State;  3 hrs.  ea. 
day;  Thurs.  ea.  week;  AAFP  credit  approved; 
fee  = $50  Contact  Merle  S.  Bacastow,  M.D  , Vice 
President-Med  Affairs,  York  Hosp.,  York  17405. 


HEMATOLOGY 

Sayre;  September  1,  1972  - August  31,  1973 

AMA — Hematology;  at  Robert  Packer  Hosp.;  by 
Hahnemann;  1 hr  per  day;  1 day  per  mo.  13  days 
total  no  fee.  Contact  Paul  C.  Royce,  M.D  , Ph.D., 
Dir.  of  Med  Educ.,  Robert  Packer  Hosp..  Sayre 
18840. 


INTERNAL  MEDICINE 

Altoona  Hospital;  October  5,  1972  - May  17,  1973 
AMA — Postgraduate  Seminars  for  Physicians; 
by  Jefferson  and  Penn  State;  Thurs.  morning  every 
other  week;  16  sessions;  32  hrs.  AAFP  credit 
approved  - Category  1;  fee  = $50  complete,  $5 
each.  Contact  Philip  W.  Hoovler,  M.D.,  D.M.E..  Al- 
toona Hosp.,  Howard  Ave.  and  7th  St.,  Altoona 
16603. 


October  4,  1972  - April  18.  1973;  Philadelphia 
AMA — Internal  Medicine  Reviews;  at  Hah- 
nemann; 3 hrs.  per  day;  1 day  per  week;  27  weeks; 
81  hrs.  total;  fee  = $175.  Contact  Frederick  K. 
Heath,  M.D  , Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia, 
19102. 


MALIGNANT  DISEASE 
Reading;  Fourth  Tuesday  ea.  month 
Tumor  Conference;  at  Community  General  Hos- 
pital. Contact  Harold  I.  Farber,  M.D.,  Dir.,  Tumor 
Clinic,  Community  Gen.  Hosp  , 145  N.  Sixth  St., 
Reading  19601 . 
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PENNSYLVANIA  MEDICINE 


NEPHROLOGY 

Sayre;  September  1,  1972  - August  31,  1973 
AMA — Urology-Nephrology;  at  Robert  Packer 
Hosp.;  by  Hahnemann;  1 hr.  per  day;  1 day  per  mo; 
9 days  total;  no  fee.  Contact  Paul  C.  Royce.  M.D  , 
PhD..  Dir.  of  Med.  Educ.,  Robert  Packer  Hosp., 
Sayre  18840. 


NEUROLOGY 

Sayre;  September  1,  1972  - August  31.  1973 
AMA — Neurology;  at  Robert  Packer  Hosp.;  by 
Hai.  iemann;  1 hr.  per  day;  1 day  a mo;  7 days 
total;  no  fee.  Contact  Paul  C.  Royce,  M.D.,  Ph.D., 
Dir.  of  Med.  Educ.,  Robert  Packer  Hosp.,  Sayre 
18840. 


OTOLARYNGOLOGY 

Pittsburgh;  September  11,  1972  - May  21,  1973 
AMA — Continuing  Education  Program  in  Oto- 
laryngology; by  Pitt;  at  Eye  and  Ear  Hosp.;  2 hrs. 
per  day;  every  other  Monday;  44  hrs.  AAFP  credit 
requested.  Contact  William  M.  Cooper,  M.D.,  Dir., 
Div.  of  Cont.  Educ.,  Pitt.,  1022  Scaife  Hall,  Pitts- 
burgh 15213. 


PATHOLOGY 

Norristown;  October  11,  1972  - May  9,  1973 
S — Suburban  Pathology  Slide  Seminars;  by 
Suburban  Pathology  Soc.  of  Phila.  and  Mont- 
gomery Co.  Med.  Soc.;  at  Montgomery  Co.  Med. 
Society;  3 hrs.  per  day,  1 day  per  mo.;  fee  = $5. 
Contact  John  J.  McGraw,  Jr.,  M.D.,  Secy., 
Suburban  Pathology  Soc.  of  Phila.,  Bryn  Mawr 
Hosp.,  Bryn  Mawr  19010. 


PSYCHIATRY 

Abington  Memorial  Hospital;  January  8 - June  25, 
1973 

AMA/S — Seminars  in  Psychiatry;  by  The  Insti- 
tute of  Pa.  Hosp.;  2 hrs.  per  day;  1 day  approx, 
every  3 weeks;  total  = 16  hrs.;  fee  =$75.  Contact 
John  D.  Pruitt,  M.D.,  Coordinator  of  C.M.E.,  Ab- 
ington Mem.  Hosp.,  Abington  19001. 


Easton  Hospital,  September  25,  1972  - June  25, 
1973 

AMA — Psychiatry  in  Medical  Practice;  by  Dept, 
of  Mental  Health  Sciences  of  Hahnemann;  IV2  hrs. 
per  day;  1 day  per  mo.;  13’/2  hrs.  AAFP  and  ACGP 
credit  requested.  Contact  Paul  J.  Fink,  M.D.  Dir.  of 
Educ.  and  Training,  Hahnemann,  230  N.  Broad 
St.,  Philadelphia  19102. 


Harrisburg;  October  6.  1972  - April  20,  1973 
AMA — Psychiatric  Problems  in  Medical  Prac- 
tice; by  Hahnemann;  at  Polyclinic  Hosp.,  1 hr.  per 
day;  1 day  per  week;  20  weeks;  AAFP  and  ACGP 
credit  requested.  Contact  Paul  J.  Fink,  M.D.,  Dir. 
Educ.  and  Training,  Hahnemann,  230  N.  Broad  St., 
Philadephia  19102. 


Norristown  State  Hospital;  Sept.  8,  1972  - April  13, 
1973 

AMA/S — Intensive  Review  of  Psychiatry;  1 Vi 
hrs.  per  day;  1 day  per  week;  30  weeks;  371/2  hrs. 
total;  fee  = $100.  Contact  John  D.  Pruitt,  M.D.. 
Dir.  Cont.  Med.  Educ.,  Norristown  State  Hosp. 
Stanbridge  & Sterigere  Sts.,  Norristown,  19401. 


Philadelphia;  September  5,  1972  - June  5.  1973 
AMA/S — Recent  Advances  in  Psychiatry  and  the 
Behavioral  Sciences;  by  U.  of  Pa.,  Dept,  of  Psychi- 
atry; at  the  Institute  of  Pa.  Hosp.;  1 hr.  per  day;  1 
day  per  mo.;  10  months;  fee  = $50.  Contact  Peter 
B Bloom,  M.D.,  Coordinator,  Institute  of  Pa. 
Hosp.,  Ill  N 49th  St.,  Philadelphia  19139. 


Philadelphia;  September  20,  1972  - May  9,  1973 
AMA — Psychological  Pediatrics  Conference;  by 
Hahnemann;  at  Dept,  of  Mental  Health  Sciences; 
IV2  hrs.  per  day;  1 day  per  week;  40'/2  hrs.  AAFP 
and  ACGP  credit  requested;  fee  =$75.  Contact 
Paul  J.  Fink,  M.D.,  Dir.  Educ.  and  Training,  Dept, 
of  Mental  Health  Sciences,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


Pittsburgh;  September  7,  1972  - June  14,  1973 
Psychiatry  Seminars  in  Family  Practice;  at  St. 
Margaret  Mem.  Hosp.;  2 hrs.  per  day;  1 day  per 
week;  30  weeks;  60  hrs.  AAFP  credit  requested; 
fee  = $50  for  each  10-week  series.  Contact  Paul  W. 
Dishart,  M.D.,  Dir.  of  Med.  Educ.,  St.  Margaret 
Mem.  Hosp.,  265-46th  St.,  Pittsburgh  15201. 


SURGERY 

Pittsburgh;  January  9 - May  31,  1973 

AMA — Continuing  Education  in  Surgery;  at  Pitt  ; 
by  Dept,  of  Surgery;  21  weeks;  Tues.  and  Thurs. 
evenings;  3 hrs.  ea  evening;  126  hrs.  AAFP  credit 
requested;  fee  = $500  ($15  single  session).  Con- 
tact William  M.  Cooper.  M.D..  Dir.,  Div.  of  Cont. 
Educ.,  Pitt,  1022-H  Scaife  Hall,  Pittsburgh  15213. 


OTHER  COURSES 
code 

C — Continuous  (Consecutive  Days) 
O — One  Day  or  Less 
PG — Postgraduate  Traineeship 
M — Multiple  Sites  (Circuit) 


ALLERGY 

Continuous  (May  7 - June  29,  1973);  Philadelphia 
(repeat  September  3 - October  26,  1973) 

AMA/PG — Clinical  Immunology  Tutorial  Course; 
at  Hahnemann;  7-8  hrs.  per  day;  40  days; 
fee  = $500  Contact  Frederick  K.  Heath,  M.D. 
Assoc.  Dean,  Sch.  of  Cont.  Educ.,  Hahnemann, 
230  N.  Broad  St.,  Philadelphia  19102. 


ARTHRITIS  AND  RHEUMATISM 
Continuous  (September  1972  - June  1973); 

Philadelphia 

AMA/PG — Rheumatology  Tutorial  Course;  at 
Hahnemann;  6-7  hrs.  per  day;  2 days  per  week;  4 
weeks  total;  fee  = $150  Contact  Frederick  K 
Heath,  M.D.,  Assoc.  Dean.  Sch  of  Cont.  Educ., 
Hahnemann.  230  N.  Broad  St.,  Philadelphia  19102 


CARDIOVASCULAR  DISEASE 
Continuous  (September  1972  - June  1973); 

Philadelphia 

AMA/PG — Tutorial  Courses  (10  days  in  each 
sub-specialty — Hypertension,  clinical  and  labora- 
tory; fluid  and  electrolyte  metabolism;  dialysis);  at 
Hahnemann;  8 hrs.  per  day;  fee  = $300  per  course 
Contact  Frederick  K.  Heath,  M.D.,  Assoc.  Dean, 
Sch.  of  Cont  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Continuous  (October  2.  1972  - June  22,  1973); 
Philadelphia 

AMA/PG — Tutorial  Courses  (15  days  in  each 
sub-specialty;  clinical  cardiology  and  car- 
diovascular surgery,  clinical  cardiology- 

physiology  and  phono-echo,  electrophysiology, 
cardio-hemodynamics,  cardiac  care  unit);  at  Hah- 
nemann; 6-9  hrs.  per  day;  15  days  each  course; 
fee  = $300  each  course.  Contact  Frederick  K. 
Heath,  M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N Broad  St..  Philadelphia  19102. 


April  9,  1973  - Pittsburgh 
April  12  - 13.  1973  - Philadelphia 

M — Instructors'  Training  Courses  in  Cardiopul- 
monary Resuscitation;  by  Pa  Heart  Assoc.,  Emer- 
gency Care  Research  Inst.,  Milton  S.  Hershey 
Med.  Center  and  Pitt;  AAFP  Elective  Credit 
Requested;  Fee  = $40  for  two  days;  $20  for  one. 
Contact  American  Heart  Assoc.,  Pa  Affiliate,  P O 
Box  2435  - Harrisburg,  17105  or  your  local  Heart 
Assoc. 


April  25-26,  1973;  Cleveland 
AMA/C — Peripheral  Vascular  Disease;  at  Cleve- 
land Clinic  Educational  Foundation;  12  hrs  ; 
fee  = $60.  Contact  Celveland  Clinic  Educ.  Founda- 
tion, 9500  Euclid  Ave.,  Cleveland,  Ohio  44106 


May  3-4,  1973;  Hershey 

AMA/C — Assessment  of  Patient  Risk  in 

Coronary  Artery  Disease;  by  Amer.  Heart  Assn. 
(Pa.  Affiliate)  and  M S.  Hershey;  at  M S.  Hershey; 
8 hrs.  per  day;  16  hrs.  AAFP  credit  approved  ; 
fee  = $40.  Contact  Royce  J.  Britton,  Prgm.  Dir  , 
American  Heart  Assn.,  Pa.  Affiliate,  P.0  Box 
2435,  Harrisburg,  Pa.  17105. 


May  23-24,  1973;  Philadelphia 
C/AMA — The  Clinical  Manifestations  of  Congen- 
ital Heart  Disease  from  Birth  through  Adulthood; 
by  Amer.  Coll,  of  Cardiology;  fee  = $70  ($90  for 
non-members  of  ACCard.).  Contact  Miss  Mary 
Anne  Mclnerny,  Dir..  Dept,  of  Cont.  Educ..  Amer. 
Coll,  of  Cardiology.  9650  Rockville  Pike, 


Bethesda,  Md.  20014 


July  16  - 18,  1973;  Philadelphia 

AMA/C — Bedside  Diagnosis  of  Heart  Disease; 
by  Hahnemann;  7 hrs.  per  day;  3 days;  21  hrs. 
AAFP  credit  requested;  fee  = $125.  Contact 
Frederick  K.  Heath,  M.D.  Exec  Dir.,  Sch.  of  Cont. 
Educ.,  Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102 


September  10-12,  1973;  Philadelphia 

AMA/S/C — Mechanisms  and  Therapy  of  Cardiac 
Arrhythmias;  by  Hahnemann  and  American  Coll,  of 
Cardiology;  at  Hahnemann;  8 hrs.  per  day;  3 days; 
fee  = $150.  Contact  Leonard  S.  Dreifus,  M.D., 
Dept,  of  Cardiology;  Hahnemann,  230  N.  Broad 
St.,  Phila.  19102. 


CHEST  DISEASES 

Continuous  (September,  1972  - December  1973); 
Philadelphia 

AMA/PG — Tutorial  Courses  (20  days  in  each 
sub-specialty;  respiratory  inhalation  therapy;  res- 
piratory intensive  care;  pulmonary  physiology; 
clinical  pulmonary  disease);  at  Hahnemann;  8-9 
hrs.  per  day;  fee  = $350  per  course.  Contact 
Frederick  K.  Heath,  M.D..  Assoc.  Dean,  Sch  of 
Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


EMERGENCY  MEDICINE 
April  30-May  18,  1973;  Philadelphia 

AMA/C — Emergency  Physician's  Refresher 

Course;  at  Temple;  by  Temple,  MCP  and  PMS;  150 
hrs.  AAFP  credit  requested;  fee  = $600.  Contact 
William  F.  Bouzarth,  M.D.,  Chrm.,  Cmsn.  on 
Emerg.  Med.  Serv.,  PMS,  20  Erford  Rd.,  Lemoyne 
17043 


May  7-10,  1973;  Philadelphia 
AMA/PG — Emergency  Room  and  Critical  Care 
Medicine  Tutorial  Course,  at  Hahnemann;  8 hrs. 
per  day;  11  days;  fee  = $400.  Contact  Frederick 
K.  Heath,  M D.  Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia  19102- 


May  10-12,  1973;  Pittsburgh 
AMA/C— The  7th  Annual  Symposium  on  Critical 
Care  Medicine;  by  Pitt.,  Amer.  Coll,  of  Chest 
Phys.,  Amer.  Coll,  of  Emergency  Phys  and  Soc  of 
Critical  Care  Med.;  5'/2  hrs.  per  day;  17  hrs.  AAFP 
credit  requested;  fee  = $125.  Contact  William  M. 
Cooper,  M.D  , Dir.,  Div.  of  Cont.  Educ.,  Pitt  . 1022- 
H Scaife  Hall,  Pittsburgh  15213. 


ENDOCRINOLOGY 

Continuous  (September  3-28,  1973)  Philadelphia 

AMA/PG — Diabetes  Tutorial  Course;  at  Hah- 
nemann; 7-8  hrs.  per  day,  20  days;  fee  = $350. 
Contact  Frederick  K.  Heath,  M.D.,  Assoc.  Dean, 
Sch.  of  Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


May  7 - 11,  1973;  Philadelphia 

C/AMA — Current  Advances  in  Endocrinology 
and  Diabetes  (30th  Hahnemann  Symposium);  by 
Hahnemann;  at  Marriott  Motor  Hotel;  6 hrs.  per 
day;  4'/2  days;  fee  =$175.  Contact  Frederick  K. 
Heath,  M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia  19102. 


FAMILY  IVJEDICINE 

April  12,  1973;  Harrisburg  Polyclinic  Hosp. 

AMA/O — Surgery  for  the  Family  Practitioner;  by 
Hahnemann,  Harrisburg  Hosp.  and  Polyclinic 
Hosp;  7 hrs.  AAFP  credit  requested.  Contact 
Thomas  F.  Fletcher,  M.D.,  Director  of  Med.  Af- 
fairs, Harrisburg  Hosp.,  Harrisburg  17101. 


GENERAL  MEDICINE 
Late  Winter;  Philadelphia 

C/PG — Retraining  Program;  at  M.C.P.;  6 weeks;  7 
hrs.  per  day;  no  fee.  Contact  Ethel  Weinberg, 
M.D.,  Assoc.'  Dean,  MCP,  3300  Henry  Ave., 
Philadelphia  19129. 


As  Arranged;  Philadelphia 

PG — Preceptorship  for  Practicing  Physicians;  at 
M.C.P.;  may  be  arranged  as  1 day  per  week  in  16- 
week  block  @ $200-$300,  2 weeks  @ $250,  3 
weeks  @ $375  or  1 month  @$500;  programs  avail- 
able in  Int.  Med.,  Ob.  & Gyn.,  Pediatrics,  Psychia- 
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try,  Radiology  and  Surgery.  Contact  Geratd  H.  Es- 
covitz,  M.D.,  Dir.  Regional  Medical  Program  Activ- 
ities. M.C.P.,  3300  Henry  Ave.,  Philadelphia  19129. 


Continuous  (September  11,  1972  - June  22,  1973), 
Philadelphia 

AMA/PG — Basic  Tutorial  Course;  at  Hah- 
nemann; 7-8  hrs.  per  day;  60  days;  fee=  $700. 
Contact  Frederick  K.  Heath,  M.D.,  Assoc.  Dean, 
Sch.  of  Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


April  23-27,  1973;  Eagleville  (repeat  June  11-15; 
October  1-5  and  December  3-7,  1973) 

C — Alcoholism  Training  Program  for  Mental 
Health  Professionals;  at  Eagleville  Hosp.  and  Re- 
habilitation Center;  by  Natl.  Inst,  of  Alcohol  and 
Natl.  Inst,  of  Mental  Health;  one  week  session  of 
workshops  with  one-day  follow-up  and  problem- 
solving sessions  at  four  and  eight-month  intervals. 
Contact  Barry  Vernick,  Proj.  Dir.,  Eagleville  Hosp., 
Eagleville  19408. 


May  3-5,  1973;  St.  Davids 
C — Current  Concepts  in  Medicine  for  the  Prac- 
ticing Physician  (Annual  Main  Line  Conference); 
by  Bryn  Mawr  Hosp.  and  Montg.  Co.  Chapt.  Amer. 
Acad,  of  Family  Phys.;  at  Treadway  Inn;  18  hrs. 
AAFP  credit  approved;  fee  = $40.  Contact  Harold 
J.  Robinson,  M.D.,  Chrm..  Main  Line  Conf.,  Bryn 
Mawr  Hosp.,  Bryn  Mawr  19010. 


INTERNAL  MEDICINE 

April  24-27,  1973;  Philadelphia 
C/AMA — Pulmonary  Disease;  by  Amer.  Coll,  of 
Physicians;  at  U.  of  Pa.;  Director  = Alfred 
Fishman,  M.D.;  fee  = $80  for  members  of  A.C.P. 
(others  on  request).  Contact  Amer.  Coll,  of 
Physicians,  4200  Pine  St.,  Philadelphia  19104. 


MALIGNANT  DISEASE 

Continuous  (October  2,  1972  - April  27,  1973); 
Philadelphia 

AMA/PG — Hematology  and  Medical  Oncology 
Tutorial  Course;  at  Hahnemann  8-9  hrs.  per  day  20 
days  ea.  course;  fee  = $400.  Contact  Frederick  K. 
Heath,  M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Educ., 


Hahnemann,  230  N Broad  St.,  Philadelphia  19102. 


NEUROLOGY 

Continuous  (October  2,  1972  - June  22,  1973); 
Philadelphia 

AMA/PG — Tutorial  Courses  (60  days  in  each 
sub-specialty — adult  neurology,  neuropathology, 
pediatric  neurology);  at  Hahnemann;  5-6  hrs.  per 
day;  310  hrs.  total  ea.  course;  fee  = $1,000  per 
course.  Contact  Frederick  K.  Heath,  M.D.,  Assoc. 
Dean,  Sch.  of  Cont.  Educ..  Hahnemann,  230  N 
Broad  St.,  Philadelphia  19102. 


OPHTHALMOLOGY 

May  10  and  11,  1973;  Philadelphia 
C/S — Pediatric  Ophthalmology;  by  Wills  Eye 
Hosp.;  at  Philadelphia  Co.  Medical  Society;  8 hrs. 
per  day;  2 days.  Contact  R.D  Harley,  M.D.,  Dir. 
Pediatric  Ophthalmology,  St.  Christopher's  Hosp. 
for  Children,  2600  N.  Lawrence  St.,  Philadelphia 
19133. 


OPHTHALMOLOGY  & OTOLARYNGOLOGY 
April  23-25,  1973;  Pittsburgh 

AMA/S/C — Strabismus;  by  Pitt;  at  Eye  and  Ear 
Hosp,;  Course  Director  = Davjd  A.  Hiles,  M.D.; 
fee  = $200.  Contact  William  M.  Cooper,  M.D.,  Dir., 
Div.  of  Cont.  Educ.,  Pitt.,  1022-H  Scaife  Hall,  Pitts- 
burgh 15213. 


May  4-5,  1973;  Pittsburgh 
AMA/S/C — Pediatric  Otolaryngology;  by  Pitt;  at 
Eye  and  Ear  Hosp.;  Course  Director-Herman 
Felder,  M.D.;  fee  = $100.  Contact  William  M.  Coo- 
per, M.D.,  Dir.,  Div,  of  Cont.  Educ.,  Pitt.,  1022-H 
Scaife  Hall,  Pittsburgh  15213. 


May  9-11,  1973;  Pittsburgh 
AMA/S/C — Ophthalmic  Micro-Surgery;  by  Pitt;  at 
Eye  and  Ear  Hosp.;  Course  Director-Jay  G.  Linn, 
Jr.,  M D ; fee  = $400.  Cohtact  William  M.  Cooper, 
M.D.,  Dir.,  Div.  of  Cont.  Educ.,  Pitt.,  1022-H  Scaife 
Hall,  Pittsburgh  15213. 


August  6-10,  1973;  Pittsburgh 
AMA/S/C — The  Management  of  Retinal  Detach- 
ment; by  Pitt;  at  Eye  and  Ear  Hosp.;  Course 


Director-William  G.  Everett,  M.D.;  fee  = $325.  Con- 
tact William  M.  Cooper,  M.D  Dir..  Div.  of  Cont. 
Educ.,  Pitt.,  1022-H  Scaife  Hall,  Pittsburgh  15213. 


ORTHOPEDICS 
April  11-12,  1973;  Cleveland 

AMA/C— Orthopaedics:  Childhood  Disorders  / 
Trauma;  at  Cleveland  Clinic  Educational  Founda- 
tion; 7V2  hrs.  ea.  day;  fee  = $60.  Contact  Cleveland 
Clinic  Educ.  Foundation,  9500  Euclid  Ave.,  Cleve- 
land, Ohio  44106. 


PEDIATRICS 

May  8-11,  1973;  Philadelphia 

AMA/C — Twenty-second  Seminar  in  Pediatrics; 
by  Temple;  at  St.  Christopher's  Hosp.;  7 hrs.  per 
day;  4 days;  28  hrs.  AAFP  credit  requested; 
fee  = $100.  Contact  John  B.  Bartram,  M.D.,  St. 
Christopher's  Hosp.  for  Children,  2600  N. 
Lawrence  St.,  Philadelphia  19133. 


May  21-25,  1973;  Philadelphia 

C — Refresher  Course  in  Pediatrics  for  Pediatri- 
cians and  General  Practitioners;  by  Children's 
Hosp.  and  U.  of  Pa.;  at  Warwick  Hotel;  5'/2  hrs. 
per  day;  5 days;  27  hrs.  AAFP  credit  approved; 
fee  = $200.  Contact  Frederick  B.  Becker,  M.D., 
Assoc.  Dir.  Med.,  Children’s  Hos.,  1740 
Bainbridge  S'.,  Philadelphia  19146. 


RADIOLOGY 

Continuous  (October,  1972  - June,  1973); 

Philadelphia 

AMA/PG — Tutorial  Course/Cardiac  Radiology 
and  Angiography;  at  Hahnemann;  8 hrs.  per  day, 
15  days;  fee  = $300.  Contact  Frederick  K.  Heath, 
M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Educ.,  Hah- 
nemann, 230  N Broad  St.,  Philadelphia  19102. 


SURGERY 

April  14,  1973;  Philadelphia 

O — Medical  Management  of  the  Surgical  Pa- 
tient; at  Northeast  Community  Mental  Health 
Center;  by  Frankford  Hospital;  3 hrs.  AAFP  credit 
requested.  Contact  Ronald  E.  Cohn,  M.D.,  Med. 
Dir.,  Frankford  Hosp.,  Frankford  Ava,-  & Wakeling 
St.,  Philadelphia  19124. 


Infections  in  Man  Due  to  Pasteurella  Multocida 


(Continued  from  page  44) 
result  from  access  of  the  organism  to 
the  central  nervous  system  under  such 
circumstances — probably  via  pre-ex- 
isting rich  vascular  commu- 
nications— from  previously  sapro- 
phytic colonization  of  the  pharynx  or 
sinuses.  Pneumonia,  lung  abcess  and 
empyema  most  probably  arise  from 
organisms  present  as  part  of  the  mixed 
flora  of  the  upper  or  lower  respiratory 
tract.  (Debre20  isolated  the  same 
organism  from  both  the  pharynx  and 
the  pleural  space  in  a case  of  empyema 
due  to  Pasteurella  multocida.)  Such 
remote  sites  as  the  appendix,  joints, 
and  liver  are  obviously  infected  hema- 
togenously,  most  probably  from  organ- 
isms chronically  present  in  the  nose  or 
phayrnx.  Infections  of  distant  tissues 
by  this  mechanism  have  been  long 
recognized  as  occurring  with  pneumo- 
coccus, group  A streptococcus,  and 
Hemophilus  influenzae — common  res- 
idents in  the  upper  respiratory  tract. 
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PHYSICIANS  WANTED 

Internist,  orthopedic  surgeon,  derma- 
tologist, psychiatrist — Board  Certified 
or  Board  Eligible.  To  join  small  group 
with  modern  offices  in  beautiful,  rapid- 
| ly  growing  community  with  full  hospi- 
tal privileges  available.  Write:  Ralph  J. 
Miller,  M.D.,  Heatherbrae  Square,  In- 
diana, Pennsylvania  15701. 

Orthopedic  Surgeon  wanted — As- 

sociate for  well  established  clinic  in 
Eastern  Pennsylvania.  Under  36  years. 
Partnership  after  Wi  years.  No  invest- 
ment needed.  Board  eligibility 
required.  Write  Department  612,  Penn- 
sylvania Medicine,  20  Erford  Rd., 
Lenioyne,  Pa.  17043. 

Psychiatrists  and  Physicians — 

Accredited  Hospital:  Affiliated  with 
approved  general  hospital  for  all  medi- 
cal and  surgical  treatments  as  required. 
$20,629  to  $30,540;  Limited  housing 
possible.  Pennsylvania  license  required. 
Robert  L.  Gatski,  M.D.,  Director,  State 
Hospital,  Danville,  Pa.  17821. 

Physical  Medicine  and  Rehabilitation. 

Staff  physiatrist  for  an  active, 
comprehensive  Rehabilitation  Center. 
Latest  facilities  and  equipment.  Quali- 
fied supportive  staff.  Favorable  geo- 
graphic area.  Extensive  educational, 
religious,  and  recreational  facilities 
available.  Write:  Sister  Margaret  Ann, 
Assistant  Administrator,  St.  Vincent 
Hospital,  Box  740,  Erie,  Pa.  16512. 

Full-Time  Accident  Ward  Physician 
Wanted:  for  Delaware  County  Memo- 
rial Hospital,  Drexel  Hill,  Pa.  Pennsyl- 
vania licensed.  Liberal  income  guaran- 
tee. Call  or  write:  President,  Delaware 
County  Memorial  Hospital,  Lans- 
downe  and  Keystone  Aves.,  Drexel 
Hill,  Pa.  19026.  Telephone:  (215)  259- 
3800. 

University  Health  Service  needs  a gen- 
eral practice  physician;  has  congenial, 
active  staff;  many  fringe  benefits;  sala- 
ry negotiable,  depending  on  qualifica- 
tions and  experience.  Reply  with 
complete  curriculum  vitae  to:  P.L. 
Kreider,  M.D.,  Lehigh  University 
Health  Service,  Bethlehem,  Pa.  18015. 
An  equal  opportunity  employer  M/F. 


Urologist — Needed  in  College  Town 
with  drawing  population  of  20,000. 
Located  at  intersection  of  1-79  and  1- 
80.  Growing  area,  clean  air,  good 
schools  in  Western  Pennsylvania. 
Guarantee  negotiable — Contact  Mr. 
J.A.  Colaizzi,  Administrator,  Grove 
City  Hospital,  Grove  City,  Pa.  16127. 

Ophthalmologist — Needed  in  College 
Town  with  drawing  population  of 

20.000.  Located  at  intersection  of  1-79 
and  1-80.  Growing  area,  clean  air, 
good  schools  in  Western  Pennsylvania. 
Guarantee  negotiable — Contact  Mr. 
J.A.  Colaizzi,  Administrator,  Grove 
City  Hospital,  Grove  City,  Pa.  16127. 

Psychiatrist — Community  oriented — 
for  base  service  unit  of  County  Mental 
Health-Mental  Retardation  Program — 
minimum  of  half  time.  Potential  for 
university  affiliation  or  private  practice 
in  prosperous,  urban-rural  county  of 

100.000.  Must  be  Board  eligible  or  cer- 
tified. Pennsylvania  State  licensed  or  el- 
igible. Salary  commensurate  with  quali- 
fication, experience  and  hours  worked. 
Contact  Mrs.  Elinor  Westerfeld,  Exec- 
utive Director,  The  Counseling  Service, 
Inc.,  441  North  Spring  Street, 
Bellefonte,  Pa.  16823.  Telephone: 
(814) 355-5541. 

Hospital  Superintendents  $26,697- 
$35,391 — Major  new  directions  in 
programming  for  the  mentally  ill  in 
Pennsylvania  have  moved  our  inpatient 
services  toward  a more  modern  treat- 
ment base  in  conjunction  with  an  ex- 
panding community  mental  health 
system.  Seven  of  our  mental  hospitals 
across  the  state  are  seeking  superin- 
tendents. Candidates  should  have  a 
Pennsylvania  Medical  License  and  six 
years  of  clinical  experience  in  the  care 
and  treatment  of  the  mentally  ill  or 
mentally  retarded  including  four  years 
in  an  administrative  or  supervisory  ca- 
pacity and  Board  Certification  or  eligi- 
bility for  certification  as  either  a pedia- 
trician, psychiatrist,  neurologist  or  in- 
ternist. Qualified  applicants  should 
address  inquiries  to  Dr.  William  Beach, 
Jr.,  Deputy  Secretary  for  MH/MR, 
Room  308,  Health  and  Welfare  Build- 
ing, Harrisburg,  Pa.  17120. 


Rapidly  expanding  300-bed  hospital  in 

central  Pennsylvania,  with  most 
specialties  represented,  seeking  a 
Director  of  Pathology  and  Laboratories 
in  a new  building.  Prefer  young 
pathologist  who  has  Anatomical  and 
Clinical  Boards  with  some  experience. 
However,  individuals  recently  comple- 
ting residency  training  will  be  consid- 
ered. Contact  Administrator,  Lewis- 
town  Hospital,  Lewistown,  Pa.  17044. 

Wanted:  Established  seven-man  emer- 
gency room  physicians’  group  desires 
expansion  to  staff  Emergency  Room 
for  progressive  600-bed  medical  center. 
Averages  43,000  outpatients  per 
annum.  Population  145,000.  Ideal 
year-round  climate.  Excellent  compen- 
sation and  working  conditions.  Ade- 
quate leisure  time.  Send  complete 
resume  to:  Damon  D.  King,  Adminis- 
trator; Medical  Center  of  Central 
Georgia;  P.O.  Box  6000;  777  Hemlock 
St.,  Macon,  Georgia  3 1 208. 

Wanted — Interns  and  residents  with 
health  professions  loans  to  investigate 
the  many  attractive  practice  opportuni- 
ties in  the  twenty-one  Pennsylvania 
counties  declared  shortage  areas,  per- 
mitting cancellation  of  50  percent  of 
loan.  For  further  details  contact  The 
Educational  and  Scientific  Trust,  20 
Erford  Rd.,  Lenioyne,  Pa.  17043. 

Emergency  Room  Physician  to  join 
five-man  group.  325  bed  hospital. 
Northeastern  Pennsylvania.  Excellent 
compensation  and  benefits.  Flexible 
hours.  Apply  to  Box  616,  Pennsyl- 
vania Medicine,  20  Erford  Rd., 
Lenioyne,  Pa.  17043. 

Physician  needed  for  part-time  employ- 
ment in  unusual  neighborhood  pro- 
gram. For  full  information  please  con- 
tact Ms.  Karen  McGuire,  Community 
Human  Services  Corporation,  374 
Lawn  Street,  Pittsburgh,  Pa.  15213,  or 
call  (412)  621-4706. 

POSITION  W ANTED 
Anesthesiologist — Board  eligible — fif- 
teen years  experience  as  associate  and 
head  Prefer  full  time.  Pittsburgh  area 
or  nearby.  Please  reply  to  Box  617, 
Pennsylvania  Medicine,  20  Erford  Rd., 
Lemoyne,  Pa.  17043. 
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• Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 


• Anthony  C.  Brancato,  Philadel- 
phia; Temple  University  School  of 
Medicine,  1932;  age  66;  died  February 
6,  1973.  Survivors  include  his  wife,  a 
daughter,  two  sons,  and  three  sisters. 

• John  W.  Bransfiehl,  Philadel- 
phia; University  of  Pennsylvania 
School  of  Medicine,  1913;  age  85; 
died  February  3,  1973.  He  was  emeri- 
tus professor  of  oral  surgery  at  the 
Graduate  School  of  Medicine  of  the 
University  of  Pennsylvania,  former 
chief  of  oral  surgery  at  University 
Hospital,  and  chief  of  surgery  at  St. 
Agnes,  St.  Vincent's,  Doctor's  and 
American  Oncologic  Hospitals.  Dr. 
Bransfield  was  a fellow  of  the  Ameri- 
can College  of  Surgeons,  the  Philadel- 
phia Academy  of  Surgery,  the 
Philadelphia  College  of  Physicians, 
and  a board  member  of  the  American 
Board  of  Surgery  and  the  American 
Board  of  Plastic  Surgeons.  He  is  sur- 
vived by  his  wife,  three  sisters,  and  a 
brother. 

• Albert  E.  Deutsch,  Jenkintown; 
Hahnemann  Medical  College,  1934; 
age  65;  died  January  11,  1973.  Infor- 
mation regarding  survivors  has  not 
been  made  available. 

• Arthur  Finkelstein,  Philadelphia; 

University  of  Pennsylvania  School  of 
Medicine,  1931;  age  66;  died  January 
25,  1973.  Dr.  Finkelstein  was 

professor  of  radiology  at  the  Universi- 
ty of  Pennsylvania  School  of  Medicine 
and  former  chairman  of  the  depart- 
ment of  radiology  at  the  university's 
Graduate  School  of  Medicine.  He  was 
a fellow  of  the  American  Roentgen 
Ray  Society,  the  Radiological  Society 
of  North  America,  the  American 
College  of  Radiology,  and  the 
Philadelphia  College  of  Physicians.  He 
was  a past-president  of  the  Philadel- 
phia Roentgen  Ray  Society  and  was 
certified  by  the  American  Board  of 
Radiology.  He  is  survived  by  his  wife, 
Leah  Shore  Finkelstein,  M.D.,  Merion 
Station;  a son,  Daniel  K.  Finkelstein, 
M.D..  U.S.  Public  Health  Service;  a 
daughter;  and  his  father. 

• Jesse  G.  Hafer,  Sr.,  Pottstown; 
Hahnemann  Medical  College,  1935; 
age  63;  died  January  26,  1973.  He  was 
a fellow  of  the  American  College  of 
Cardiology.  In  addition  to  his  wife,  a 


son,  Jesse  G.  Hafer,  Jr.,  M.D.,  Spring- 
field,  Mass,  survives  him. 

• Clarence  E.  Holm,  Allentown; 
University  of  Iowa  College  of  Medi- 
cine, 1925;  age  76;  died  January  20, 
1973.  He  was  a surgeon  until  his  re- 
tirement five  years  ago.  He  is  survived 
by  his  wife. 

• Arthur  E.  Holmes,  Lancaster; 
Jefferson  Medical  College,  1933;  age 
66;  died  January  26,  1973.  He  was 
chief  of  the  arthritis  clinic  at  Lancaster 
General  Hospital  and  was  medical  ad- 
visory chairman  and  medical  director 
of  the  Lancaster  County  Arthritis- 
Rheumatism  Foundation.  Survivors 
include  his  wife  and  two  daughters. 

• John  ML  Johnston,  Pittsburgh; 
University  of  Pennsylvania  School  of 
Medicine,  1926;  age  71;  died  January 
18,  1973.  Until  1964,  he  was  head  of 
the  department  of  medicine  at  Mercy 
Hospital,  Pittsburgh.  He  was  a fellow 
of  the  American  College  of  Physicians 
and  a past-president  of  the  Pittsburgh 
Academy  of  Medicine  and  of  the 
Clinical  Pathological  Society  of  Pitts- 
burgh. His  wife,  two  sons,  and  a 
daughter  survive  him. 

• Leon  Kacher,  Philadelphia;  Uni- 
versity of  Pennsylvania  School  of 
Medicine,  1936;  age  60;  died  January 
18,  1973.  He  was  a fellow  of  the 
American  College  of  Surgeons,  the  In- 
ternational College  of  Surgeons,  The 
American  College  of  Obstetricians  and 
Gynecologists,  and  was  a founding 
member  of  the  Philadelphia  College  of 
Physicians.  His  wife  and  a daughter 
survive  him. 

• Edward  C.  kottcamp,  Jr.,  Eagles 
Mere;  Jefferson  Medical  College, 
1936;  age  63;  died  January  24,  1973. 
He  had  practiced  medicine  in  Marietta 
for  thirty-five  years  prior  to  his  1972 
retirement.  His  wife,  a son,  a daughter, 
and  a brother  survive  him. 

• Robert  H.  Leeper,  West  Chester; 
Hahnemann  Medical  College,  1943; 
age  56;  died  January  25,  1973.  Sur- 
vivors include  his  wife,  a son,  a daugh- 
ter, and  two  sisters. 

• Richard  C.  Marker,  Penndel; 
University  of  Pennsylvania  School  of 
Medicine,  1938;  age  61;  died  October 
26,  1972.  Information  regarding  sur- 
vivors is  not  available. 


• Leo  F.  McAndrews,  Philadel- 
phia; Yale  University  School  of  Medi- 
cine, 1924;  age  76;  died  September  1, 

1972.  He  was  certified  by  the  Ameri- 
can Board  of  Ophthalmology.  Infor- 
mation regarding  survivors  is  not 
available. 

• Lewis  Merklin,  Bala  Cynwyd; 
Temple  University  School  of  Medi- 
cine, 1931;  age  67;  died  January  27, 

1973.  He  was  a diplomate  of  the 
American  Board  of  Otolaryngology. 
Survivors  include  his  wife;  a son, 
Lewis  Merklin,  Jr.,  M.D..  U.S.  Public 
Health  Service;  a daughter;  a sister; 
and  his  mother. 

• Sam  Poller,  Pittsburgh;  Universi- 
ty of  Vienna,  Austria;  age  64;  died 
January  30,  1973.  Survivors  include 
his  wife  and  a son,  William  Poller, 
M.D..  Bronx,  New  York. 

• Frederick  R.  Robbins,  Bryn 

Mawr;  University  of  Pennsylvania 
School  of  Medicine,  1921;  age  75; 
died  January  13,  1973.  He  was 

director  of  surgery  at  Bryn  Mawr  Hos- 
pital until  1962.  attending  surgeon  at 
Pennsylvania  Hospital,  and  was  as- 
sociate professor  of  surgery  at  the 
Graduate  School  of  the  University  of 
Pennsylvania.  He  was  certified  by  the 
American  Board  of  Surgery,  a fellow 
of  the  American  College  of  Surgeons, 
the  Philadelphia  College  of  Physicians, 
and  the  Philadelphia  Academy  of  Sur- 
gery. Survivors  include  his  wife,  a son, 
two  sisters,  and  a brother. 

• Frank  J.  Rose,  Philadelphia; 
Temple  University  School  of  Medi- 
cine, 1925;  age  74;  died  November  20, 
1973.  Information  regarding  survivors 
is  unavailable. 

• Benjamin  Shortkroff,  Wyn- 
newood;  Tufts  School  of  Medicine, 
1924;  age  73;  died  January  5,  1973. 
He  is  survived  by  his  wife. 

• Max  B.  Walkow,  Allentown; 
Eclectic  Medical  College,  Cincinnati, 
Ohio,  1924;  age  75;  died  January  10, 
1973.  Dr.  Walkow  was  one  of  the  orig- 
inal fellows  of  the  American  Ar- 
teriosclerotic Society  and  was  a fellow 
of  the  American  College  of  Car- 
diology. Survivors  include  his  wife,  j 
two  sons,  two  sisters,  and  a brother. 
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Sally's  back  in  sew  biz! 
After  an  arthritic  flare-up. 


Int  Note  This  drug  is  not  a simple  analgesic.  Do 
linister  casually.  Carefully  evaluate  patients  be- 
'ting  treatment  and  keep  them  under  close  su- 
n Obtain  a detailed  history,  and  complete 
and  laboratory  examination  (complete  hemo- 
irinalysis,  etc.)  before  prescribing  and  at  fre- 
tervals  thereafter  Carefully  select  patients, 

I)  those  responsive  to  routine  measures,  contra- 
d patients  or  those  who  cannot  be  observed  fre- 
Warn  patients  not  to  exceed  recommended 
Short-term  relief  of  severe  symptoms  with  the 
possible  dosage  is  the  goal  of  therapy  Dosage 
)e  taken  with  meals  or  a full  glass  of  milk.  Sub- 
I Ika  capsules  for  tablets  if  dyspeptic  symptoms 
I ’atients  should  discontinue  the  drug  and  report 
istely  any  sign  of:  fever,  sore  throat,  oral  lesions 
3ms  of  blood  dyscrasia);  dyspepsia,  epigastric 
mptoms  of  anemia,  black  or  tarry  stools  or  other 
:e  of  intestinal  ulceration  or  hemorrhage,  skin  re- 
, significant  weight  gain  or  edema.  A one-week 
iod  is  adequate  Discontinue  in  the  absence  of  a 
>le  response  Restrict  treatment  periods  to  one 
i patients  over  sixty 

ons:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
itoid  spondylitis 

ndications : Children  14  years  or  less;  senile  pa- 
listory  or  symptoms  of  G I inflammation  or  ul- 
[n  including  severe,  recurrent  or  persistent  dys- 
history  or  presence  of  drug  allergy;  blood 
;ias,  renal,  hepatic  or  cardiac  dysfunction;  hy- 
kion;  thyroid  disease;  systemic  edema; 
fitis  and  salivary  gland  enlargement  due  to  the 
’Olymyalgia  rheumatica  and  temporal  arteritis; 
s receiving  other  potent  chemotherapeutic 
or  long-term  anticoagulant  therapy 
ugs:  Age,  weight,  dosage,  duration  of  therapy,  ex- 
of  concomitant  diseases,  and  concurrent  potent 
therapy  affect  incidence  of  toxic  reactions  Care- 
struct  and  observe  the  individual  patient,  espe- 
te  aging  (forty  years  and  over)  who  have 
<ed  susceptibility  to  the  toxicity  of  the  drug.  Use 
effective  dosage  Weigh  initially  unpredictable 
> against  potential  risk  of  severe,  even  fatal,  re- 
The  disease  condition  itself  is  unaltered  by  the 
)se  with  caution  in  first  trimester  of  pregnancy 
lursing  mothers.  Drug  may  appear  in  cord  blood 
last  milk  Serious,  even  fatal,  blood  dyscrasias. 


ButazolkJirt  alka  Gcigy 

Each  capsule  contains: 

100  mg  phenylbutazone  USP 

100  mg  dried  aluminum  hydroxide  gel  USP 

150  mg  magnesium  trisilicate  USP 

If  it  doesn't  work  in  a week,  forget  it. 


including  aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest  days  or 
weeks  after  cessation  of  drug  Any  significant  change 
in  total  white  count,  relative  decrease  in  granulocytes, 
appearance  of  immature  forms,  or  fall  in  hematocrit 
should  signal  immediate  cessation  of  tHferapy  and  com- 
plete hematologic  investigation.  Unexplained  bleeding 
involving  CNS.  adrenals,  and  G.l.  tract  has  occurred 
The  drug  may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents  Carefully  observe  patients 
taking  these  agents  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces  iodine 
uptake  by  the  thyroid)  Blurred  vision  can  be  a signifi- 
cant toxic  symptom  worthy  of  a complete  ophthalmo- 
logical  examination  Swelling  of  ankles  or  face  in  patients 
under  sixty  may  be  prevented  by  reducing  dosage  If 
edema  occurs  in  patients  over  sixty,  discontinue  drug. 
Precautions:  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of  adverse 
reactions;  complete  physical  examination  including 
check  of  patient's  weight;  complete  weekly  (especially 
for  the  aging)  or  an  every  two  week  blood  check;  perti- 
nent laboratory  studies  Caution  patients  about  partic- 
ipating in  activity  requiring  alertness  and  coordination, 
as  driving  a car,  etc.  Cases  of  leukemia  have  been  re- 
ported in  patients  with  a history  of  short-  and  long-term 
therapy  The  majority  of  these  patients  were  over  forty 
Remember  that  arthritic-type  pains  can  be  the  present- 
ing symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse  can 
lead  to  serious  results  Review  detailed  information  be- 
fore beginning  therapy.  Ulcerative  esophagitis,  acute 
and  reactivated  gastric  and  duodenal  ulcer  with  per- 
foration and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia,  gastritis. 


epigastric  pain,  hematemesis,  dyspepsia,  nausea,  vomit- 
ing and  diarrhea,  abdominal  distention,  agranulocytosis, 
aplastic  anemia,  hemolytic  anemia,  anemia  due  to  blood 
loss  including  occult  G.l.  bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone  marrow  de- 
pression, sodium  and  chloride  retention,  water  reten- 
tion and  edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepatitis  (choles- 
tasis may  or  may  not  be  prominent),  petechiae.  purpura 
without  thrombocytopenia,  toxic  pruritus,  erythema 
nodosum,  erythema  multiforme.  Stevens-Johnson  syn- 
drome, Lyell's  syndrome  (toxic  necrotizing  epidermol- 
ysis), exfoliative  dermatitis,  serum  sickness, 
hypersensitivity  angiitis  (polyarteritis),  anaphylactic 
shock,  urticaria,  arthralgia,  fever,  rashes  (all  allergic  re- 
actions require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria,  anuria,  renal 
failure  with  azotemia,  glomerulonephritis,  acute  tubular 
necrosis,  nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug,  impaired 
renal  function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  muscle 
necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheumat- 
ica, optic  neuritis,  blurred  vision,  retinal  hemorrhage, 
toxic  amblyopia,  retinal  detachment,  hearing  loss,  hy- 
perglycemia, thyroid  hyperplasia,  toxic  goiter,  associa- 
tion of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  confusional 
states,  lethargy;  CNS  reactions  associated  with  over- 
dosage, including  convulsions,  euphoria,  psychosis,  de- 
pression, headaches,  hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia;  ulcerative  stomatitis, 
salivary  gland  enlargement  (B)98-1 46-070-G 

Serious  side  effects  do  occur.  Select  patients 
carefully  (particularly  the  elderly)  and  follow  them 
closely  in  line  with  the  drug's  precautions, 
warnings,  contraindications  and  adverse  reactions. 

For  complete  details,  including  dosage,  please  see  full 
prescribing  information 

GEIGY  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporation 
Ardsley.  New  York  10502 
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What  should  a 


medication  for  sleep 


be  expected 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insom- 
nia characterized  by  difficulty  in  falling 
asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor 
sleeping  habits;  and  in  acute  or  chronic 
medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administra- 
tion is  generally  not  necessary  or 


recommended. 

Contraindications:  Known  hypersensi- 
tivity to  flurazepam  HCI. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  Caution  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating 
machinery,  driving).  Use  in  women  who 
are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed 
against  possible  hazards.  Not  recom- 
mended for  use  in  persons  under  15  years 


of  age. Though  physical  and  psycholog 
dependence  have  not  been  reported  o 
recommended  doses,  use  caution  in  at 
ministering  to  addict  ion  prone  individ 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitatec 
initial  dosage  should  be  limited  to  15  n 
to  preclude  oversedation,  dizziness  ar 
or  ataxia.  If  combined  with  other  drug: 
having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive  efft 
Employ  usual  precautions  in  patients 
who  are  severely  depressed,  or  with 


for  7 to  8 hours  without  need  to  repeat 
dosage  during  the  night 

No  sleep  medication  has  been  as  rigorously  evaluated  in  the  sleep  research 
laboratory  as  Dalmane.  Insomnia  patients  given  one  30-mg  capsule  of  Dalmane 
at  bedtime,  onaverage:  fell  asleep  within  17  minutes,  had  fewer  nighttime 
awakenings,  spent  less  time  awake  after  sleep  onset,  and  slept  for  7 to  8 hours 
with  no  need  to  repeat  dosage  during  the  night. 


with  consistency 

Dalmane  (flurazepam  HCI)  has  been  shown  to  be  consistently  effective  even 
during  consecutive  nights  of  administration. Thus  there  is  little  likelihood  for 
the  need  to  increase  dosage  to  maintain  therapeutic  effect. 

Dalmane  is  in  a class  by  itself.  Not  a narcotic,  barbiturate  or  methaqualdne, 
Dalmane  is  the  only  available  benzodiazepine  specifically  indicated  for  insomnia. 


with  relative  safety 

Chronic  tolerance  studies  have  confirmed  the  relative  safety  of  Dalmane 
(flurazepam  HCI);  no  depression  of  cardiac  or  respiratory  function  was  noted  in 
patients  administered  recommended  or  higher  doses  for  as  long  as  90  consecu- 
tive nights.  In  most  instances  when  adverse  reactions  were  reported  they  were 
mild,  infrequent  and  seldom  required  discontinuance  of  therapy.  Morning 
“hang-over”  with  Dalmane  has  been  relatively  infrequent.  Dizziness,  drowsi- 
ness, lightheadedness  and  the  like  have  been  the  side  effects  noted  most 
frequently,  particularly  in  the  elderly  and  debilitated.  (An  initial  dose  of 
Dalmane  15  mg  should  be  prescribed  for  these  patients.) 

When  your  evaluation  of  insomnia  indicates  the  need  for  a sleep  medication, 
consider  Dalmane— a single  entity  agent  proved  effective  and  relatively  safe 
for  relief  of  insomnia. 


V 
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DALMANE 

(flurazepam  HCI) 

When  restful  sleep  is  indicated 

One  30-mg  capsule  h.s.— usual  adult  dosage 
(15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.— initial  dosage  for  elderly 
or  debilitated  patients. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


depression  or  suicidal  tendencies, 
die  blood  counts  and  liver  and  kid- 
inction  tests  are  advised  during 
ted  therapy.  Observe  usual  precau- 
in  presence  of  impaired  renal  or 
ic  function. 

se  Reactions:  Dizziness,  drowsi- 
lightheadedness, staggering,  ataxia 
illing  have  occurred,  particularly 
erly  or  debilitated  patients.  Severe 
ion,  lethargy,  disorientation  and 
probably  indicative  of  drug  intoler- 
Dr  overdosage,  have  been  reported. 


Also  reported  were  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  Gl  pain,  nervous- 
ness, talkativeness,  apprehension,  irri- 
tability, weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints.There  have  also  been  rare  occur- 
rences of  sweating,  flushes,  difficulty  in 
focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  sa  I i vat  ion,  anorexia, 
euphoria,  depression,  slurred  speech. 


confusion,  restlessness,  hallucinations, 
and  elevated  SGOT.  SGPT.  total  and  direct 
bilirubins  and  alkaline  phosphatase. 
Paradoxical  reactions,  eg.  excitement, 
stimulation  and  hyperactivity,  have  also 
been  reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  bene- 
ficial effect.  Adults:  30  mg  usual  dosage; 
15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients:  15  mg 
initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 
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drugs  - 
who  should 
determine  the 
maker?" 


Dispenser  of 
Medicine 


Clifton  J.  Latiolais 
President 
American 
Pharmaceutical 
Association 


Maker  of 
Medicine 


C.  Joseph  Stetler 
President 
Pharmaceutical 
Manufacturers 
Association 


"Too  many  doctors  are  indiffei 
ent  to  the  economic  consequences  i 
their  decisions.”  So  stated  a recent 
issue  of  Medical  News  Report  (De- 
cember 4,  1972),  an  independent 
weekly  newsletter  published  by  forrr 
AMA  Chief  Executive  F.  J.  L.  Blasin- 
game,  M.D. 
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Doctor,  are  you  indifferent . . . ? 

In  discussing  an  anticipated  in 
crease  in  Blue  Shield  rates,  Dr.  Bias 
ingame's  newsletter  had  this  to  say:' 

"In  general,  it  can  be  said,  MD 
have  given  the  impression  they  are 
not  particularly  concerned  with  the 
increase  in  cost  of  health  care  to  the! 
patients. . . 

“True,  an  MD’s  training  is  pri- 
marily scientific,  but  in  the  real  wor' 
of  practice,  all  of  his  scientific  deci- 
sions have  a price  tag,  or  an  econon 
impact.  The  economics  of  health  ca, 
beckon  the  practitioner’s  attention. 
Concern  for  economics  of  medicine 


When  the  pharmacist  recom- 
mends that  a drug  product  other  th, 
the  one  ordered  be  dispensed,  the 
prescriber  invariably  permits  the 
change  when  he  feels  the  best  inter 
ests  of  the  patient  will  be  served. 


Shortcomings  of  Pro-Substitution 
Argument 

The  fact  remains  that  it  is  necc 
sary  for  the  prescriber  to  know  that 
the  change  is  being  contemplated, 
and  to  be  in  a position  to  consent  or 
demur.  Without  that  opportunity,  th 
unilateral  decision  of  the  pharmacis 
made  in  the  absence  of  clinical  kno^' 
edge  of  the  patient,  could  expose  hi 
to  needless  risks,  and  in  addition, 
jeopardize  the  relationship  betweer 
the  professions  of  Pharmacy  and 
Medicine.  In  my  view,  there  is  nothi 
in  the  pro-substitution  argument  th; 
offsets  these  risks. 


The  Issue  of  Drug  Knowledge 

Substitution  advocates  claim 
that  the  primary  justification  for 
changing  the  rules  is  the  desire  to 
better  utilize  pharmacists’  knowled, 
about  drugs.  Yet  the  pharmacist’s 
task  to  keep  current  on  the  entire 
field  of  drug  therapy,  to  some  degre 
puts  him  at  a disadvantage.  Most 
often,  a practicing  physician  will  ne 
expert  knowledge  of  no  more  than  2 


puld  be  an  obligation  of  medical 
^ctice... 

"Medical  societies  ought  to  con- 
:ct  continuing  campaigns  to  point 
:t  the  substantial  savings  that  could 
t realized  thru  deductible  insurance 
sd  protection  for  catastrophic  ill- 
rss.  At  the  very  least,  they  should,  in 
t;  patients’  interest,  question  the 
t :tics  of  any  insurance  organization 
l it  raises  health  care  costs  by  forc- 
I;  policyholders  to  buy  insurance 
t :y  may  not  need  or  want  and  prob- 
E ly  won’t  ever  use. 

"Too  many  doctors  are  indiffer- 
i t to  the  economic  consequences  of 
l >ir  decisions.  Too  many,  for  ex- 
Eiple,  habitually  hospitalize  patients 
f the  convenience  of  the  MD.  It’s 
fnsense  to  deny  such  habits  exist . . . 

“Doctors,  thru  their  medical  so- 
fties, have  unhesitatingly  appealed 
Itheir  patients  for  support  in  the 
f ht  against  government  interference 
|:h  the  private  practice  of  medicine. 

K d the  public  in  the  past  has  re- 
sonded.  It’s  time  the  American  Med- 
i il  Association  and  state  and  local 
r idical  societies  paid  off  the  debt  by 
Icisive  action  to  hold  down  the  cost 
( medical  care.” 

( st  of  Drugs 

Insurance  rates  and  hospital 
f arges  are  only  two  factors  in  health 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation’s  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. “Drug  product  selection”  simply 
means  that  the  pharmacist  functions 
in  the  patient’s  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

(For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  “White 
Paper  on  the  Pharmacist's  Role  in 
Product  Selection"  from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


[ 30  drugs  that  he  selects  to  treat  the 
lajority  of  conditions  encountered  in 
h practice.  Moreover,  the  physi- 
I in’s  choice  of  a specific  brand  is 
t sed  on  his  knowledge  of  the  pa- 
I nt’s  medical  history  and  current 
i ndition,  and  his  experiences  with 
a particular  manufacturer’s 
loduct. 

Some  substitution  proponents 
I ve  argued  that  the  dispensing  of  a 
jescription  is  a simple  two-party 
linsaction  between  the  pharmacist 
« d the  patient,  and  that  a substitut- 
I g pharmacist  may  avoid  even  a 
[clinical  breach  of  contract  by  simply 
I -tifying  the  patient  that  he  is  making 
Se  substitution.  I would  judge  that 
i w courts  would  be  sympathetic 
(ward  a pharmacist  who  substituted 

Ithout  physician  approval  and  who 
idertook  a legal  defense  that  seeks 
make  the  patient  responsible  for 
e pharmacist’s  actions. 

xluced  Prescription  Prices? 

Substitution  advocates  are 
iggesting  to  the  consumer,  and  par- 
:ularly  the  consumer  activist,  that 
duced  prescription  prices  could 
'Now  legalization  of  substitution. 

’e  have  seen  absolutely  no  evidence 
justify  this  claim.  To  the  contrary, 

■ perience  in  Alberta,  Canada,  where 
ubstitution  is  authorized,  suggests 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands— of,  say,  ampicillin 
or  tetracycline  — or  how  long  they 
keep  “slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  "corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


cates as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

(1)  that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  tor  our  booklet,  "The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?” 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 
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Wherever  it  hurts, 
Empirin  Compound  with 
Codeine  usually  provides 
the  relief  needed. 


HERE 


Biliary  calculi 


In  general,  only  pain  so  severe 
that  it  requires  morphine  is 
beyond  the  scope  of 
Empirin  Compound  with  Codeine. 


prescribing  convenience: 


up  to  5 refills  in  6 months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 


Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2); 
No.  4,  codeine  phosphate* 
64.8  mg.  (gr.  l).*Warning— 
may  be  habit-forming.  Each 
tablet  also  contains:  aspirin 
gr.  3V2,  phenacetin  gr.  2V2, 
caffeine  gr.  1/2. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


EMPIRIN 

COMPOUND 

C CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  \ 
#4,  codeine  phosphate*  (64.8  mg.)  gr. 
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ISSUES , IDEAS  EXPLORED  AT  CONFERENCE  Current  issues  and  new  ideas 

were  explored  by  participants 

at  the  Society's  1973  Officers'  Conference  which  drew  a near  record 
attendance  last  week  at  the  Penn  Harris  Motor  Inn,  Camp  Hill.  Society 
President  Robert  S.  Sanford,  M.D.,  set  the  keynote  of  the  gathering 
with  his  address,  "Are  You  Listening?"  Delegates  heard  speakers  and 
shared  reactions  on  medical  malpractice,  physicians'  unions,  peer  re- 
view, and  the  national  legislative  scene.  David  S.  Cristol,  M.D., 
Philadelphia,  chairman  of  the  Officers'  Conference  Committee,  was 
general  chairman  of  the  two-day  session. 


HEALTH  DEPARTMENT  RECALLS  LAB  PERMIT  LETTER  The  State  Society's 

quick  action  in  point- 
ing out  flaws  in  a Department'  of  Health  order  to  physicians  to  apply 
for  a clinical  laboratory  license  if  they  run  routine  analyses  in 
their  offices  paid  off.  Secretary  of  Health  J.  Finton  Speller,  M.D., 
in  a letter  to  all  county  medical  societies,  suggested  ignoring  the 
order  from  Director  of  Laboratories  James  E.  Prier,  Ph.D.,  and  said 
that  the  attorney  general  has  been  asked  for  an  opinion  on  who  is 
covered  by  the  legislation.  Rules  and  regulations  have  not  yet  been 
published.  The  original  order  implied  all  physicians  are  covered  by 
the  act.  Others  who  saw  the  legislation  through  the  1972  Legislature 
do  not  agree,  claiming  the  intent  of  the  act  is  to  regulate  fulltime 
clinical  laboratories,  not  individual  physicians'  offices  where 
routine  screening  procedures  are  carried  out,  but  which  are  not  func- 
tioning "primarily"  for  the  purpose  of  performing  clinical  analyses. 


BLUE  SHIELD  RATE  INCREASE  HEARINGS  SET  The  Insurance  Department 

will  hold  a one-day  public 
hearing  in  Harrisburg  May  3 to  examine  formally  the  request  of  Penn- 
sylvania Blue  Shield  for  a $25.8  million  rate  increase.  The  increase 
requested  would  raise  rates  for  the  average  subscriber  by  $1.10  per 
month  (28.4  percent).  Approximately  60  percent  of  Blue  Shield's  sub- 
scribers would  be  affected,  according  to  the  department. 

WHO  CAN  ORDER  LAB  TESTS?  Requests  to  clinical  laboratories  for 

analyses  must  be  done  on  direct  order  of 
a physician,  according  to  an  opinion  prepared  by  legal  counsel.  Hon- 
oring such  a referral  from  chiropractors  is  basically  unethical  and 
illegal,  because  chiropractors  by  law  have  limited  authority  to  treat. 
The  full  opinion  is  available  from  the  State  Society  on  request.  The 
opinion  was  rendered  because  in  certain  areas  in  the  Commonwealth 
chiropractors  have  attempted  to  order  tests  from  clinical  labs. 

ACT  DELAYS  DEMISE  OF  PHYSICIAN-PATIENT  PRIVILEGE  Congress  has 

passed  and  Presi- 
dent Nixon  has  signed  into  law  a bill  to  delay  the  destruction  of  the 
traditional  physician -patient  privilege  in  Federal  Courts.  Proposed 
Federal  Rules  of  Evidence  were  to  become  effective  July  1,  unless 
Congress  objected.  Now  Congress  has  until  the  adjournment  of  this 
session  to  study  the  proposals  and  raise  objections.  See  a related 
editorial  on  page  34  of  this  issue. 
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HEALTH  DEPARTMENT  TO  LICENSE  HOSPITALS?  The  General  Assembly  by 

law  must  act  within  30 

days  on  several  reorganization  proposals  submitted  by  Governor  Milton 
J.  Shapp  in  April.  Among  these  is  reorganization  Plan  No.  2,  which 
would  transfer  the  supervision  and  licensing  of  general  and  special 
hospitals  from  the  Department  of  Public  Welfare  to  the  Department  of 
Health.  The  State  Society  has  long  supported  such  a move. 

METHAQUALONE  ON  SCHEDULE  II  IN  STATE  Secretary  of  Health  J.  Finton 

Speller,  M.D.,  has  announced 
the  placing  of  methaqualone  on  Schedule  II  by  his  department  and  the 
Bureau  of  Drug  Control  on  the  recommendation  of  the  Drug,  Device,  and 
Cosmetic  Board.  The  FDA  has  recommended  Schedule  II  controls  nation- 
ally for  the  sedative-hypnotic  and  promised  publication  of  the  order 
"in  the  very  near  future."  The  extent  of  methaqualone  diversion  and 
patterns  of  the  drug's  abuse  were  cited  as  reasons  for  the  reschedul- 
ing order  which  has  been  published  and  is  now  in  effect  in  the  state, 
and  which  makes  the  illicit  distribution  of  methaqualone  a felony. 

All  Schedule  II  prescribing  regulations  apply.  Among  manufacturers 
are  William  H.  Rorer,  Inc.  (Quaalude);  Arnar-Stone  Laboratories  (Sopo: 
Wallace  Pharmaceuticals  (Optimil);  Parke,  Davis  and  Company  (Parest); 
and  Cooper  Laboratories,  Inc.  (Somnafac). 

BENEFITS  BROADENED  UNDER  PMS  SPONSORED  PROGRAM  The  Society- spon- 
sored individual 

term  insurance  program  underwritten  by  Travelers  Insurance  Co.  has 
been  revised  to  provide  broadened  benefits  for  participating  PMS  mem- 
bers. Effective  immediately  members  may  apply  for  up  to  $250,000 
coverage,  and  new  non -medical  limits  of  $50,000  through  age  44  are 
available.  The  individual  policy  program  features  a guaranteed  renew- 
able policy  to  age  70  with  premiums  guaranteed  to  age  70.  Members  map 
contact  the  administrator,  Malachy  Whalen  and  Co.,  1303  Oliver  Bldg., 
Pittsburgh  15222.  Telephone  collect  (4l2)  281-4050. 

PMS  TV  DOCUMENTARY  SCHEDULED  The  State  Society's  new  television 

documentary,  "Medical  Care:  Policing 
the  System,"  was  shown  in  the  Harrisburg-Lancaster  area  on  WGAL  Chan- 
nel 8 April  29.  It  is  scheduled  for  Sunday,  May  6 showings  in  the 
Wilkes-Barre  area  on  WBRE  Channel  28,  at  1:30  p.m.;  and  WIIC  Channel 
11,  Pittsburgh,  at  10:30  p.m.  On  Sunday,  June  3 3 WICU  Channel  12 
Erie,  will  carry  the  half-hour  program  at  10:30  p.m.  Dates  of  other 
telecasts  will  be  announced  as  scheduled. 

HEALTH  DEPARTMENT  BUREAU  DIRECTORS  NAMED  In  a continuing  reorgani- 
zation of  the  Department 

of  Health  and  a realignment  of  health  programs.  Secretary  of  Health 
Speller  late  in  April  announced  the  appointment  of  bureau  directors. 
Deputy  secretaries  and  regional  health  commissioners  appointed  earlie] 
are  shown  on  pages  20  and  22  of  this  issue.  The  June  issue  of  PENN- 
SYLVANIA MEDICINE  will  carry  details  regarding  the  latest  appointment 
among  whom  are:  Albert  L.  Chapman,  M.D.,  Wormleysburg,  director  of  the 
Bureau  of  Comprehensive  Health  Services;  Gordon  W.  Allen,  M.D.,  New 
Cumberland,  director  of  the  Bureau  of  Children's  Preventive  and  Resto] 
ative  Services;  John  A.  Dattoli,  M.D.,  Camp  Hill,  director  of  the 
Bureau  of  Adult  Preventive  Health  Programs;  and  Charles  L.  Leedham, 
M.D.,  Harrisburg,  director  of  the  Bureau  of  Health  Education. 
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PROFESSIONAL  LIABILITY 
INSURANCE 

PENNSYLVANIA  MEDICAL  SOCIETY 
(Sponsor) 


ARGONAUT  INSURANCE 
COMPANY 

(Underwriter) 


PARKER  & COMPANY  INC. 
OF  PENNSYLVANIA 

(Administrator) 


A long-term,  physician-oriented  insurance  partnership.. .designed  for  today  with 

tomorrow  in  mind! 

Check  the  Program’s  key  features — each  of  significant  value  to  you... 

★ No  member’s  application  can  be  rejected  without  the  applicant  having  the  right  to  request 
the  State  Society’s  review  and  concurrence... 

★ Five  year  coverage  cannot  be  canceled  or  non-renewed  (except  for  non-payment  of 
premium)  without  consent  of  the  State  Society  following  the  insured’s  appeal  for  review... 

★ State  Society  “peer  review”  of  individual  claim  or  suit  settlement  disputes... 

★ Primary  coverage  available  up  to  and  including  limits  of  $1,000,000... 

★ Physicians  previously  insured  under  Lloyds’  “claims  made”  policy  have  the  option  of 
purchasing  retroactive  “drop-back”  coverage  ... 

★ Extensive  involvement  by  State  Society  in  underwriting,  claims,  classification  statistics  and 
rate-making  developments... 

★ Planned  program  of  continuing  education  in  malpractice  claims  avoidance  and  preven- 
tion... 

Plan  now  on  participating...  with  the  State  Society  acting  as  the  physician’s  “Ombudsman," 

it’s  like  having  your  own  insurance  company...  only  better! 

Use  this  coupon  to  secure  an  application 


Mail  to: 

Parker  & Company  Inc.  of  Pennsylvania 
1616  Walnut  Street,  Philadelphia,  Pa.  19103 
Attention:  A.  John  Smither,  Vice-President 

□ I am  interested  in  participating  in  the  PMS  Lia- 
bility Insurance  Program.  Please  send  me  an 
application. 

Present  Carrier 


Name  

Office  Address  

City  

Telephone  

Medical  Specialty  

Date  your  professional  liability 
insurance  expires  


Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
(diazepam)  part  of  your  treatment 
plan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  what  his  response  has 
been.  Along  with  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
when  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  when  dosage  guidelines 
are  followed,  Valium  is  well 
tolerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5-mg 
and  1 o-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
be  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J 07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psychc*.- 
neurotic  states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  w ith  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  sTin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  sucn 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  ana  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  1000. 


Valium 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 


TM 


LET  EXTENDICARE 
PUT  YOU  IN 
PRIVATE  PRACTICE 

NO  FEES 


Listed  below  are  wonderful  opportunities  for  the 
various  specialties  listed: 


HUNTSVILLE , 
ALABAMA: 


(New  Hospital)  Urgent 
need  for  Internal  Medicine 
physicians  and  General 
Practitioners. 


CENTER,  TEXAS:  Urgent  need  for  General 

Surgeon  and  General 
Practitioner. 


RONCEVER  TE, 

W.  VIRGINIA: 


Urgent  need  - Ped.,  Ortho., 
Surg. 


Free  inspection  trip.  Household  move,  free  office 
rent,  guaranteed  income.  Other  opportunities  exist. 

Call  collect  502-589-3790  for  details,  EXTEN- 
DICARE, INC.,  Professional  Relations  Department, 
P.O.  Box  1438,  Louisville,  Kentucky  40201.  Jim 
Mattingly,  Director. 
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Brown  Pharmaceutical  Co 14,  55 
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Extendicare,  Inc 12 
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Knoll  Pharmaceutical  Co 12,  13 
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Indications:  Santyl  Ointment  is  indicated  for  debrid- 
ing  dermal  ulcers  and  severely  burned  areas.  In  other 
types  of  necrotic  skin  lesions  reports  on  the  use  of 
Santyl  Ointment  have  been  limited  to  clinical  observa- 
tions without  controls. 

Contraindications:  Application  is  contraindicated  in 
patients  who  have  shown  local  or  systemic  hypersen- 
sitivity to  Collagenase. 

Precautions:  The  enzyme’s  optimal  pH  range  is  7 to 
8.  Lower  pH  conditions  have  a definite  adverse  effect 
on  the  enzyme’s  activity,  and  appropriate  precautions 
should  be  taken. 

The  enzymatic  activity  is  also  adversely  affected  by 
detergents  and  hexachlorophene  and  heavy  metal  ions 
such  as  mercury  and  silver  which  are  used  in  some 
antiseptics.  When  it  is  suspected  such  materials  have 
been  used,  the  site  should  be  carefully  cleansed  by 
repeated  washings  with  normal  saline  before  Santyl 
Ointment  is  applied.  Soaks  containing  metal  ions  or 
acidic  solutions  such  as  Burow’s  solution  should  be 
avoided  because  of  the  metal  ion  and  low  pH.  Cleans- 
ing materials  such  as  hydrogen  peroxide  or  Dakin's 
solution  do  not  interfere  with  the  activity  of  the  enzyme. 
Debilitated  patients  should  be  closely  monitored  for 
systemic  bacterial  infections  because  of  the  theoreti- 
cal possibility  that  debriding  enzymes  may  increase 
the  risk  of  bacteremia. 

The  ointment  should  be  confined  to  the  area  of  the 
lesion  in  order  to  avoid  the  risk  of  irritation  or  macer- 
ation of  normal  skin. 

A slight  erythema  has  been  noted  occasionally  in  the 
surrounding  tissue  particularly  when  the  enzyme  oint- 
ment was  not  confined  to  the  lesion.  This  can  be  read- 
ily controlled  by  protecting  the  healthy  skin  with  a 
material  such  as  Lassar's  paste. 

Since  the  enzyme  is  a protein,  sensitization  may  de- 
velop with  prolonged  use  although  none  has  been 
observed  to  date. 

Adverse  Reactions:  Adverse  reactions  to  Collagenase 
have  not  been  noted  when  used  as  directed. 

Dosage  & Administration:  Santyl  Ointment  should  be 
applied  once  daily  (or  once  every  other  day  in  the 
case  of  outpatients)  in  the  following  manner. 

(1)  Prior  to  application  the  lesions  should  be  gently 
cleansed  with  a gauze  pad  saturated  in  normal  saline, 
buffer  (pH  7. 0-7. 5)  or  hydrogen  peroxide  to  remove 
any  film  and  digested  material. 

(2)  Whenever  infection  is  present,  as  evidenced  by 
positive  cultures,  pus,  inflammation  or  odor,  it  is  de- 
sirable to  use  an  appropriate  topical  antibacterial  agent. 
Neomycin-Bacitracin-Polymyxin  B (Neosporin)  has 
been  found  compatible  with  Santyl  Ointment.  This 
antibiotic  should  be  applied  to  the  lesion  in  powder 
form  or  solution  prior  to  the  application  of  Santyl 
Ointment.  Should  the  infection  not  respond,  therapy 
with  Santyl  Ointment  should  be  discontinued  until 
remission  of  the  infection. 

(3)  Santyl  Ointment  should  be  applied  (using  a wooden 
tongue  depressor  or  spatula)  directly  to  deep  wounds, 
or,  when  dealing  with  shallow  wounds,  to  a sterile 
gauze  pad  which  is  then  applied  to  wound.  The  wound 
is  covered  with  sterile  gauze  pad  and  secured  with 
clear  tape  or  Kling  bandage. 

(4)  Crosshatching  thick  eschar  with  a #11  blade  is 
helpful.  It  is  also  desirable  to  remove  as  much  loos- 
ened detritus  as  can  be  done  readily  with  forceps  and 
scissors. 

(5)  All  excess  ointment  should  be  removed  each  time 
dressing  is  changed. 

(6)  Use  of  the  ointment  should  be  terminated  when 
sufficient  debridement  of  necrotic  tissue  has  taken 
place. 

Overdose:  Action  of  the  enzyme  may  be  stopped 
should  this  be  desired,  by  the  application  of  Burow’s 
solution  U.S.P.  (pH  3. 6-4. 4)  to  the  lesion. 

How  Supplied:  Santyl  Ointment  contains  250  units  of 
Collagenase  enzyme  per  gram  of  white  petrolatum 
U.S.P  The  potency  assay  of  Collagenase  is  based  on 
the  digestion  of  undenatured  collagen  (from  bovine 
Achilles  tendon)  at  pH  7.2  and  37°  C.  for  24  hours. 
The  number  of  peptides  cleaved  are  measured  by 
reaction  with  ninhydrin.  Peptides  released  by  a tryp- 
sin digestion  control  are  subtracted.  One  net  Collage- 
nase unit  will  solubilize  ninhydrin  reactive  material 
equivalent  to  4 micromoles  of  Leucine. 


Knoll  Pharmaceutical  Co. 

30  North  Jefferson  Road 
Whippany,  New  Jersey  07981 


“...it  may  prove  to  be  the  drug 
of  choice  for  wound 
debridement.” 


Varma  AO  et  al:  Surg.  Gynec.  Obstet.  736:281, 
Feb.  1973. 


To  permit  healing  like  this...you  want  to  start  like  this. 


Santyr(collagenase)  for  dermal 

ulcers  and  burns: 

the  first  topical  enzyme 


* * 


Artist's  conception  of  decubitus  ulcer 


► to  attack 

native  collagen,  a substance  that  is 
ordinarily  resistant  to  all  common 
topical  enzymes  used  in  wound  de- 
bridement 


I treat  patients  with  dermal  ulcers  and  burns,  and  I would  like 
to  receive: 

□ clinical  reprints  and  scientific  information  on  Santyl. 

I □ a free  in-service  training  program  on  the  use  of  Santyl. 

I 


► to  dissolve 

the  strands  of  tissue  that  “anchor” 
necrotic  debris  and  burn  eschar  to 
the  wound  surface 

t to  effectively  remove 

the  debris  that  hinders  healing ...  with 
simple,  once-a-day  application 


| Name 


Nursing  home  or  hospital  affiliation 


Office  address 


City 


State 


Zip  code 


The  treatment  of 


impotence 

\ due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


Android 

(thyroid-androgen)  tablets 


m 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional  | 
cases  of  iaundice  with  plugging  biliary  canal iculi  have  occurred  with  average  doses  of  Methyl  Testos-  ' 
terone  Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dizziness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart  1 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients  i 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 

Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 

References:  1.  Montesano,  P.  and  Evangelista.  I.  Methyltestosterone-thyroid  treatment  of  sekual 1 
impotence  Clin  Med  12:69,  1966  2.  Oublin,  M.  F.  Treatment  of  impotence  with  methyltestosterone-, 
thyroid  compound  West  Med  5:67,  1964.  3.  Titeff,  A.  S.  Methyltestosterone-thyroid  in  treating  impotence. 
Gen  Prac  25:6,  1962  4.  Heilman,  L , Bradlow,  H.  1.,  Zumoff,  B , Fukushima,  0.  K.,  and  Gallagher,  T.  F. 
Thvroid-androgen  interrelations  and  the  hypocholesteremic  effect  of  androsterone.  J Clin  Endocr  19:936, ; 
1959  5.  Farris.  E.  J.,  and  Colton,  S W.  Effects  of  L-thyroxine  and  liothyronine  on  spermatogenesis. 

J Urol  79  863,  1958  6 Osol,  A.,  and  Farrar,  G.  E.  United  States  Dispensatory  (ed  25).  Lippincott,  Phila-; 
delphia.  1955,  p 1432  7.  Wershub,  L.  P.  Sexual  Impotence  in  the  Male  Thomas,  Springfield, 

III.,  1959,  pp.  79-99. 


Choice  of  4 strengths: 

Android  Android-HP 


Each  yellow  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Eit.(1/6gr.)  ..10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 
REFER  TO 

PDR 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext.  (Vi  gr.)  . 30  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL 10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


Android-K 

EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 

Thyroid  Ext.  (1  gr.)  64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 


Android-Plus 

WITH  HIGH  POTENCY 
B-C0MPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  (V4  gr.)  . . .15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60,  500. 


Write  lor  literature  and  samples: 


THE  BROWN  PHARMACEUTICAL  CO., 


INC.  2500  West  6th  Street,  Los  Angeles,  California  90057 


‘Specici  iized 

1 IN 

PROFESSIONAL  LIABILITY  INSURANCE 

id  a LicjL  marl?  op  didtincti 


> eruice 


ion 


►THE 


Professional  Protection  Exclusively  since  7899 


EASTERN  PENNSYLVANIA  OFFICE: 

E.  L.  Edwards,  D.  R.  Lowe,  L.  R.  .Wilson,  Jr.,  and  S.  B.  Elston,  Jr.,  Representatives 
Suite  126-BC,  The  Benson,  Jenkintown  19046  Telephone:  215-887-6335 

V/ESTERN  PENNSYLVANIA  OFFICE:  N.  Wells  and  S.  T.  Ingram,  Representatives 
1074  Greentree  Road,  Pittsburgh  15220  Telephone:  412-531-4226 


1.  Does  your  Professional  and  Personal 
Liability  Insurance  Program  give  you  all 
the  coverage  you  need  ? 

2.  Are  your  limits  of  liability  high  enough  to 
protect  you  ? 

3.  Are  you  sure  you  don’t  have  too  little  protection  for 
some  risks  and  too  much  for  others? 

4.  Are  you  protected  for  risks  not  covered  in  standard 
personal  liability  policies? 


If  your  answer  is  no  to  any  one  of  the  above 
questions . . . you  need  $1,000,000 
worth  of  protection  with  a 
Personal/Professional  Umbrella 
Liability  Insurance  Policy. 


I am  interested  in  participating  in 
the  Liability  Insurance  Program. 
Please  send  me  an  application  for 
the  $1,000,000  Personal/Prof es- 
□ sional  Umbrella  Liability  Policy. 


ADMINISTRATOR 


INSURANCE  WORLD-WIDE  SINCE  1853 


Office  Address. 


City 

State Zip 

Telephone 

Mail  to:  ALEXANDER  AGENCY,  INC. 

Union  Bank  Building,  Pittsburgh,  PA.  15222 


THE  PERSONAL 
PROFESSIONAL 
UMBRELLA  LIABILITY 
INSURANCE  PROGRAM  HAS 
BEEN  ENDORSED 
BY  THE  PENNSYLVANIA 
MEDICAL  SOCIETY 
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Union  Bank  Building,  Pittsburgh,  PA.  15222  hm 


PENNSYLVANIA 

MEDICINE 


newsfronts 


Delegates  to  study  PSRO  at  special  house  session 


The  attention  of  the  State  Society’s 
House  of  Delegates  will  focus  on  Pro- 
fessional Standards  Review  Organiza- 
tions (PSROs)  when  it  meets  in  special 
session  June  9 and  10  at  the  Host  Inn, 
Harrisburg. 

The  official  call  to  the  special  session 
has  gone  to  all  delegates  whose  terms 
begin  June  1 , 1 973,  and  to  State  Society 
and  county  society  officers  and  presi- 
dents of  the  staffs  of  the  hospitals  in  the 
Commonwealth. 

Specifically  delegates  will  consider 
the  ramifications  of  Section  249-F  of 
Public  Law  92-603  and  the  formulation 
of  a flexible  plan  to  provide  for  orderly 
implementation  of  the  law  in  Pennsyl- 
vania. William  Y.  Rial,  M.D.,  speaker 
of  the  House  of  Delegates,  is  making  ap- 
pointments to  the  committees  which 
will  function  during  the  special  session 
now. 

The  first  session  of  the  House  will 
convene  in  the  Follies  Room  of  the 
Host  Inn  at  1 :30  p.m.,  Saturday,  June  9. 
The  second  and  final  session  will  be 
held  in  the  1 776  Ballroom  and  will  open 
at  9 a.m.  on  Sunday,  June  10. 

Dr.  Rial  has  informed  delegates  that 
all  resolutions  submitted  for  consider- 
ation by  a special  session  must  pertain 
to  the  matter  expressly  stated  in  the  call 
to  the  special  session.  Resolutions  may 
be  submitted  at  any  time  prior  to  the 
session,  but  those  received  prior  to  May 
9 will  be  duplicated  and  included  with 
the  mailing  of  agenda  materials.  Those 


received  after  the  mailing  but  prior  to 
the  opening  session  will  be  distributed 
at  registration  and  will  require  a two- 
thirds  favorable  vote  of  the  delegates 
present  and  voting  at  the  first  session  to 
become  the  business  of  the  House  of 
Delegates.  Resolutions  submitted  after 

The  Board  of  Trustees  of  the 
State  Society  has  voted  by  mail 
to  postpone  its  May  16  meeting 
to  June  8,  1973,  and  to  hold  the 
meeting  in  conjunction  with  the 
special  session  of  the  House  of 
Delegates.  The  Board  of  Trus- 
tees will  meet  in  the  Camelot 
Room  of  the  Host  Inn,  Harrisburg 
on  the  evening  of  June  8. 

the  House  has  convened  will  require  a 
three-fourths  favorable  vote  of  dele- 
gates present  and  voting  to  become  the 
business  of  the  House. 

The  following  individuals  have  been 
invited  by  Dr.  Rial  to  serve  on  a 
resource  panel  which  will  report  before 
a special  reference  committee  hearing 
on  PSROs:  James  Mongon,  M.D., 
Washington,  D.C.,  professional  staff 
member  of  the  Senate  Committee  on 
Finance;  William  1.  Bauer,  M.D., 
Washington,  D.C.,  director  designate  of 
PSROs  for  the  U.S.  Department  of 
Health,  Education,  and  Welfare; 
William  B.  Beach,  Jr.,  M.D.,  Harris- 
burg, deputy  secretary  for  mental 
health  and  medical  services  in  the  Penn- 
sylvania Department  of  Public  Welfare; 


Robert  B.  Hunter,  M.D.,  Chicago, 
member  of  the  AMA  Board  ofTrustees 
and  chairman  of  its  special  committee 
on  PSROs,  and  Matthew  Marshall,  Jr„ 
M.D.,  Pittsburgh,  president  of  the 
Pennsylvania  Medical  Care  Founda- 
tion. 

The  Board  of  Trustees  of  the  State 
Society  acted  to  call  the  House  of  Dele- 
gates to  a special  session  at  its  March 
meeting.  For  an  explanation  of  the  de- 
tails of  the  law,  see  page  35  of  the 
March  1973  issue  of  Pennsylvania 
Medicine. 

Dr.  William  G.  Leaman,  Jr.,  of  Union- 
ville,  editor  of  “Cardiovascular  Brief’  in 
Pennsylvania  Medicine  for  many  years, 
died  April  11.  His  latest  contribution  to 
this  publication  appears  on  page  66  of 
this  issue.  Dr.  Leaman  was  emeritus 
professor  of  medicine  at  the  Medical 
College  of  Pennsylvania,  Philadelphia. 
He  had  served  as  president  of  the 
Philadelphia  Heart  Association  and  of 
the  Heart  Association  of  Southeastern 
Pennsylvania,  and  had  been  a member 
of  the  Board  of  Directors  of  the  Ameri- 
can Heart  Association.  His  long  associ- 
ation with  the  Pennsylvania  Affiliate  of 
the  American  Heart  Association  led  to 
his  selection  by  that  organization  to 
edit  its  page  in  Pennsylvania  Medicine. 
Dr.  Leaman  was  a fellow  of  the  Ameri- 
can College  of  Physicians,  the 
Philadelphia  College  of  Physicians, 
and  the  American  College  of  Clinical 
Cardiology.  The  editors  of  Pennsyl- 
vania Medicine  extend  deepest  sympa- 
thy to  his  family. 


COUNTY  MEDICAL  SOCIETY  SECRETARIES  have  an  op- 
portunity to  become  familiar  with  the  State  Society,  its 
councils,  and  departments  by  spending  a day  participating 
in  the  Society's  Orientation  Program  for  county  society 
secretaries  and  executive  secretaries.  Shown  above  are 
three  physicians  who  participated  in  the  latest  such  orien- 
tation. They  are,  seated  left  to  right,  Donald  D.  Mitchell, 
M.D.,  Cambria  County;  F.  Peter  Kohler,  M.D.,  Delaware 
County;  and  J.  Preston  Hoyle,  M.D.,  Union  County.  Charles 
G.  Appleby,  Jr.,  business  manager  for  the  State  Society, 
standing,  is  shown  explaining  to  them  the  functions  of  the 
membership  department.  Interested  county  society  secre- 
taries may  contact  Robert  L.  Lamb  at  Society  Headquarters 
for  details. 
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Accreditation  program  moving 

PMS  authorizes  six  for  Category  One  Credit 


A progress  report  issued  in  April  by 
the  PMS  Commission  on  Medical  Edu- 
cation and  Accreditation  reveals  that 
the  commission  had  completed  its  first 
round  of  survey  site  visits,  has  acted  on 
the  first  of  the  reports,  and  has  granted 
the  first  authorizations  to  institutions 
which  have  applied  to  give  Category 
One  Credit  toward  the  AMA  Physi- 
cian’s Recognition  Award  and  the  State 
Society’s  education  requirement  for 
maintaining  PMS  membership. 

The  commission  has  begun  a study  of 
the  questionnaires  and  report  forms 
currently  in  use  in  the  interest  of 
simplifying  them  wherever  possible. 
Development  of  guidelines  and  proce- 
dures for  handling  applications, 
reports,  and  recommendations  has  been 
completed  and  the  commission  expects 
to  maintain  a reasonable  schedule  in 
processing  applications  in  the  future, 
the  report  said. 

Accreditation  has  been  granted  to 
the  following:  Lehigh  Valley  Health 
Education  Center,  Harrisburg  Hospi- 
tal, Norristown  State  Hospital,  the 
Pennsylvania  Academy  of  Family 
Physicians,  the  Pennsylvania  Academy 
of  Ophthalmology  and  Otolaryngology, 
and  the  Coatesville  Veterans  Adminis- 
tration Hospital. 

A full  listing  of  institutions  author- 
ized to  give  Category  One  credit, 
including  both  those  listed  above  and 
those  previously  certified  by  the  AMA 
for  that  purpose,  appears  elsewhere  on 
this  page. 

Other  Pennsylvania  institutions 
which  have  applied  for  approval  to  give 
Category  One  Credit  are  listed  below  in 
one  of  these  classifications:  Survey 
Visits  Completed — Awaiting  Action 
on  Reports;  Ready  for  Survey  Team 
Visits;  Applications  Pending  Decision 
by  Review  Committee.  They  are: 

Survey  Visits  Completed 

Robert  Packer  Hospital,  Sayre 
St.  Margaret  Memorial  Hospital, 

Pittsburgh 

Lebanon  Veterans  Administration 

Hospital 

Ready  for  Survey 

Chestnut  Hill  Hospital,  Philadelphia 
Evangelical  Hospital,  Lewisburg 


Warren  State  Hospital 
Washington  Hospital 

Applications  Pending  Decision 
Chester  Hospital,  West  Chester 
Good  Samaritan  Hospital,  Pottsville 
Jeanes  Hospital,  Philadelphia 
Maple  Avenue  Hospital,  DuBois 
Mercy  Hospital,  Pittsburgh 
Pennsylvania  Academy  of 
Dermatology 

Pennsylvania  Association  of  Clinical 
Pathologists 

PMS  report  circulated 

The  State  Society  has  begun  publica- 
tion of  a newsletter,  the  PMS  Executive 
Report,  on  an  “as  needed”  basis  as  a 
result  of  action  taken  by  the  Board  of 
Trustees  in  March. 

The  newsletter  goes  to  State  Society 
and  county  society  officers,  members  of 
the  PMS  House  of  Delegates,  and  presi- 
dents of  the  medical  staffs  of  the  state's 
316  hospitals.  Its  purpose  is  to  provide 
breaking  news  as  soon  as  possible  and 
to  offer  brief  reports  of  activities  of  the 
Board  of  Trustees,  the  Executive  Com- 
mittee, the  four  councils,  and  the  staff 
of  the  State  Society.  It  will  focus  also  on 
problems  facing  hospital  medical  staffs. 


Pennsylvania  Radiological  Society 
Paoli  Memorial  Hospital 
Phoenixville  Hospital  Medical  Staff 
Pottsville  Hospital 
Reading  Hospital 
St.  Francis  General  Hospital, 

Pittsburgh 

Society  makes  awards 

The  Pennsylvania  Medical  Society 
has  announced  the  presentation  of  the 
1972  Environmental  Service  Awards  to 
an  individual  and  a business  whose  ef- 
forts to  improve  the  environment  have 
been  judged  outstanding  in  the  Com- 
monwealth. 

Winner  of  the  individual  award  is 
Lefferts  Hutton  of  New  Hope  for  ini- 
tiating a recycling  program  which  has 
gained  nationwide  recognition  and  for 
involving  large  groups  of  people  in 
projects  to  improve  the  environment. 

The  Sharon  Steel  Co.  received  the 
award  for  its  commitment  to  air  pollu- 
tion control  and  for  its  accomplishment 
in  this  field. 

The  awards  are  a project  of  the  State 
Society’s  Council  on  Education  and 
Science. 


Pennsylvania  institutions  authorized  to  grant  Category  One  Credit 
toward  the  PMS  Education  Requirement  and  the  AMA  Physician’s  Rec- 
ognition Award: 

V A Hospital — Coatesville 

Delaware  County  Memorial  Hospital — Drexel  Hill 
Elwyn  Institute — Elwyn 

Conemaugh  Valley  Memorial  Hospital — Johnstown 
Harrisburg  Hospital — Harrisburg 

Pennsylvania  Academy  of  Family  Physicians — Harrisburg 
Lehigh  Valley  Area  Health  Education  Center 
Norristown  State  Hospital — Norristown 
Albert  Einstein  Medical  Center — Philadelphia 
American  College  of  Physicians — Philadelphia 
Hahnemann  Medical  College — Philadelphia 
Institute  of  the  Pennsylvania  Hospital — Philadelphia 
Jefferson  Medical  College — Philadelphia 

University  of  Pennsylvania  School  of  Medicine — Philadelphia 
Temple  University  Health  Sciences  Center — Philadelphia 
University  of  Pittsburgh  School  of  Medicine — Pittsburgh 
Western  Pennsylvania  Hospital — Pittsburgh 
Pennsylvania  Academy  of  Ophthalmology  and  Oto- 
laryngology— Reading 
York  Hospital — York 
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Short  contract  signed 

State  hospital  physicians  form  union 


The  Pennsylvania  Association  of 
State  Mental  Hospital  Physicians 
signed  a collective  bargaining  agree- 
ment with  the  Commonwealth  last 
month.  It  was  the  first  time  a state-wide 
organization  of  physicians  representing 
all  the  physicians  employed  by  a state 
entered  into  such  an  agreement,  said 
spokesmen  for  the  association. 

The  contract  covering  wages,  hours, 
working  conditions,  and  fringe  benefits 
was  signed  by  a number  of  represent- 
atives of  the  association,  headed  by  A. 
Walden  Moats,  M.D.  of  Bridgeville, 
association  president,  and  by  repre- 
sentatives of  the  Commonwealth  led 
by  Lieutenant  Governor  Ernest  P. 
Kline. 

Some  900  physicians  are  covered  by 
the  contract  which  runs  through  June 
30,  1973,  and  calls  for  six  common  hol- 
idays, eight  personal  holidays,  one- 
quarter  pay  for  on-dall  time,  overtime 
for  scheduled  hours  beyond  thirty- 
seven  and  one-half  hours  per  week,  and 
a guarantee  of  two  hours  pay  when 
called  in  to  work  during  off-work 
hours. 

The  Pennsylvania  Association  of 
State  Mental  Hospital  Physicians  was 
organized  in  1970  to  improve  patient 
care,  upgrade  the  status  of  state  hospital 
professionals,  and  promote  continuing 
medical  education.  Since  its  founding 
the  association  has  conducted  four  aca- 
demic seminars,  the  latest  one  being  on 
family  therapy. 

In  October  of  1972,  following 
hearings  conducted  by  the  Pennsyl- 
vania Labor  Relations  Board,  an  elec- 
tion was  held  among  state  mental  hospi- 
tal physicians  and  the  association  was 
certified  as  the  bargaining  represent- 
ative, claiming  the  support  of  95  per- 
cent of  those  voting. 

The  present  four-month  contract  is 
the  result  of  negotiations  following  the 
election  and  covers  similarly  employed 
dentists,  podiatrists,  and  medical 
research  scientists  who  are  associate 
members  for  the  purpose  of  collective 
bargaining. 

Association  officers  see  the  contract 
as  the  first  step  in  a joint  effort  by  the 
covered  physicians  and  the  associate 
members  to  improve  patient  care  by 
improving  efficiency  and  competence 
among  state-employed  professionals.  In 


line  with  the  requirement  of  the  Penn- 
sylvania Medical  Society  that  all 
physicians  must  have  fifty  hours  a year 
of  professional  education  to  remain  as 
members  in  good  standing,  the  associa- 
tion expects  to  incorporate  its  plans  for 
continuing  education  for  members  in 
its  net  contract,  a statement  from  of- 
ficers said. 

Besides  Dr.  Moats  the  officers  are: 
A.  Victor  Hansen,  M.D.,  Haverford, 

Department  of  Justice 
sues  chiropractors 

The  Pennsylvania  Department  of 
Justice  has  filed  suit  in  Common- 
wealth Court  to  stop  three  midstate 
chiropractors  from  using  advertising  to 
claim  “they  can  cure  illnesses  medical 
doctors  cannot.”  Named  in  the  suit  are 
J.  M.  Sigafoose,  Thomasville;  Brian  D. 
Ehart,  York;  and  John  N.  Pikilin,  New 
Cumberland. 

The  suit  charges  the  practitioners 
with  placing  advertisements  which 
“disparage  the  services  of  medical 
doctors  and  other  non-chiropractic 
healing  professionals”  and  which 
“imply  that  only  a chiropractor  can 
make  or  keep  a person  healthy.” 

After  the  suit  was  filed,  the  three 
chiropractors  claimed  in  a statement 
that  the  suit  was  an  attempt  to  stifle 
their  right  to  freedom  of  speech. 

Sees  no  crisis  in  health 

A recent  survey  by  a Columbia  Uni- 
versity economics  professor  finds  that 
public  dissatisfaction  with  medical 
care  is  not  "deep  or  deepening,”  ac- 
cording to  a published  report. 

Writing  in  the  January  issue  of 
Pharos,  journal  of  Alpha  Omega 
Alpha,  national  medical  fraternity,  Eli 
Ginzberg,  Ph.D.,  said  medical  care  is 
“About  as  good  or  as  bad,  probably  a 
little  better,  than  educational  services, 
upon  which  we  spend  the  same 
amount.  . .1  do  not  see  any  major  crisis 
looming  ahead.” 

Of  health  maintenance  organiza- 
tions (HMOs)  he  said:  “In  the  face  of  a 
record  that  shows  conspicuously  slow 
and  unsteady  growth,  it  is  difficult  to 
understand  the  newfound  enthusiasm 
for  HMOs,  most  of  which  are  still  con- 
fined to  paper.” 


first  vice-president;  Spencer  S.  Leben- 
good,  D.O.,  Harrisburg,  second  vice- 
president;  F.  Lewis  Bartlett,  M.D., 
Haverford,  secretary;  and  Jose  Ha- 
mann,  M.D.,  Philadelphia,  treasurer. 

Philadelphia  area 
physicians  organize 

A group  of  Delaware  Valley 
physicians  has  formed  the  Delaware 
Valley  Federation  of  Physicians  and 
Dentists,  N.  A.  Karakashian,  M.D., 
Philadelphia,  the  group’s  temporary 
president,  has  announced. 

The  new  organization  is  affiliated 
with  the  recently  organized  American 
Federation  of  Physicians  and  Dentists 
(AFPD)  which  was  founded  in  St. 
Louis,  Mo.,  in  December  1972  with 
the  primary  purpose  of  representing 
physicians  and  dentists  in  all  socio- 
economic matters,  negotiations,  and 
grievances  with  third  parties  including 
government  agencies  and  health  in- 
surers, the  announcement  said. 

Dr.  Karakashian  said  that  the  na- 
tional organization  “frankly  calls  itself 
a union;  and  we  are,  in  effect,  a local 
chapter  of  that  union.  We  expect  to  be 
organized  to  operate  independently  on 
local  issues  and  problems  affecting 
doctors  and  dentists  and  to  cooperate 
and  support  broad  national  health  care 
concerns  as  defined  and  espoused  by 
the  AFPD.” 

Dr.  Karakashian  said  that  the  mem- 
bership of  the  national  organization  is 
expected  to  reach  25,000  and  that  the 
Delaware  Valley  group  plans  an  inten- 
sive local  membership  drive. 

Agreement  extended 

The  agreement  between  the  Penn- 
sylvania Medical  Society  and  Ar- 
gonaut Insurance  Co.  and  Parker  and 
Co.  of  Pennsylvania  to  provide  profes- 
sional liability  insurance  to  Society 
members  has  been  extended  by  action 
of  the  Board  of  Trustees. 

The  plan  continued  to  offer  cover- 
age for  a minimum  of  five  years 
without  threat  of  cancellation  except 
for  non-payment  of  premiums.  The 
Board  also  voted  to  make  such  exten- 
sions automatic  in  future  years. 
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State’s  abortion  statutes  declared  invalid  by  court 


Pennsylvania's  Supreme  Court  has 
invalidated  the  state’s  112-year-old 
anti-abortion  statutes  declaring  that 
they  went  beyond  the  amount  of  state 
regulation  permitted  under  the  recent 
U.S.  Supreme  Court  decision  on  abor- 
tion. Pennsylvania  Medicine  last 
month  featured  an  analysis  of  the  U.S. 
Supreme  Court  decision  by  Fred 
Speaker,  the  Society’s  legal  counsel 
(See  Pennsylvania  Medicine,  April 
1972,  page  21). 

The  criminal  laws  which  were 
stricken  down  provided  maximum 
penalties  of  $3,000  fine  and  Five  years 
in  prison  for  anyone  found  guilty  of 
performing  an  abortion,  and  double 
that  punishment  if  death  of  the  mother 
resulted. 

Jail  survey  shows  need 

The  decision  cancelled  the  convic- 
tion of  a Centre  County  motorcycle 
mechanic  who  had  admitted  to  per- 
forming two  abortions  and  of  an 

Of  the  1,159  jails  responding  to  a 
nationwide  AMA  survey,  65.5  percent 
said  they  have  only  first  aid  facilities 
and  16.7  percent  said  they  have  no  fa- 
cilities for  medical  care.  In  38  percent 
of  the  jails  physicians  are  available  on 
a scheduled  basis,  but  31  percent 
responded  that  no  physicians  are  avail- 
able. 

The  survey  was  conducted  in  coop- 
eration with  the  American  Bar  Associ- 
ation and  will  be  used  as  a guide  to  the 
AMA  and  state  and  county  medical 
societies  in  developing  programs  for 
the  improvement  of  health  services  in 
the  nation's  jails. 

Court  bans  'dotto  ring’ 

A Commonwealth  Court  order, 
signed  by  Judge  Theodore  Rogers  on 
January  29  banned  use  of  the  “Dotto 
Ring”  to  treat  the  public  until  it  is 
tested  independently  and  approved  by 
the  Pennsylvania  Medical  Society. 

The  operator  of  the  Bio-Physics 
Research  Foundation  was  penalized 
and  ordered  a reimbursement  to  the 
Bureau  of  Drug  Control  of  the  Pennsyl- 
vania Department  of  Health  to  cover 
the  costs  of  an  investigation  and  prose- 
cution on  charges  that  the  untested 
device  was  being  used  to  treat  cancer  in 
humans. 


Allegheny  County  physician  who  was 
found  guilty  of  ending  a pregnancy 
and  thereby  causing  the  mother’s 
death. 

The  decision  left  the  Common- 
wealth without  regulations  on  abor- 
tion. The  U.S.  Supreme  Court  decision 
provides  the  only  guidelines  now  in  ef- 


fect. State  Chief  Justice  Benjamin  R. 
Jones  said  in  his  majority  opinion  that 
non-physicians  can  be  prohibited  from 
performing  abortions,  so  the  Centre 
County  mechanic  could  have  been 
prosecuted  under  the  medical  practice 
act  for  practicing  medicine  without  a 
license. 


a:, 

PBS  prevailing  fee  program  gains  subscribers 


Subscribers  to  Pennsylvania  Blue 
Shield's  prevailing  fee  program,  which 
bases  payments  for  services  on  usual, 
customary,  or  reasonable  fees,  in- 
creased by  1 7 percent  in  1 972,  from  1 .8 
million  to  2.1  million,  according  to  the 
report  of  Allan  W.  Cowley,  M.D.,  of 
Harrisburg,  chairman  of  the  Blue 
Shield  Board  of  Directors,  at  the  thirty- 
third  annual  meeting  of  the  Blue  Shield 
Corporation. 

At  the  same  time  the  Plan  B fee 
schedule  program  dropped  from  3.2 
million  subscribers  to  2.8  million,  a 
decrease  of  1 1 percent.  The  figures  in- 
dicate a general  upgrading  in  health 
care  coverage  on  the  part  of 
subscribers,  according  to  the  report. 
The  prevailing  fee  program  first  was 
made  available  to  the  public  in  1970. 

At  a reorgan izational  meeting  after 


the  corporate  meeting,  the  board  of 
directors  reelected  all  officers  for  an- 
other year.  In  addition  to  Dr.  Cowley, 
who  continues  as  chairman,  they  are: 
Lewis  T.  Buckman,  M.D.,  Wilkes- 
Barre.  first  vice-chairman;  Wilbur  E. 
Flannery,  M.D.,  New  Castle,  second 
vice-chairman;  and  Arthur  M.  Flack, 
D O.,  Harrisburg,  third  vice-chairman. 

The  AMA  has  resigned  from  the 
World  Medical  Association  (WMA) 
after  weighing  its  financial  commit- 
ment against  WMA  accomplishments. 
The  AMA  has  been  the  largest  single 
contributor  among  sixty  national  med- 
ical associations  in  the  WMA,  and  last 
year  paid  $72,840  in  dues.  The  World 
Medical  Association  was  founded  in 
1947  with  the  assistance  and  support 
of  AMA. 


LEGISLATORS  were  guests  of  physicians  at  the  Delaware  County  Medical  Soci- 
ety's legislative  dinner  on  April  12.  Topics  discussed  werp:  State  legislation,  the 
American  Medical  Political  Action  Committee  (AMPAC),  medicare,  medicaid 
problems,  comprehensive  health  planning,  and  Professional  Standards  Review 
Organizations.  Shown  above,  left  to  right,  are  the  speakers  of  the  evening.  Sweated 
are  James  IV.  Dunn,  M.D.;  David  L.  Mudrick,  M.D.,  county  society  president;  John 
l V.  Lawrence,  M.D.;  and  Leonard  Bachman,  M.D.,  Governor  Shapp’s  health  ad- 
viser. Standing  are  William  Watson,  executive  director  of  AMPAC;  John  L. 
Steigerwalt,  M.D.;  and  Robert  Craig,  director  of  governmental  relations  for  the 
Pennsylvania  Medical  Society. 
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State  Society  Rush  Award  winners  announced 


Two  1973  Pennsylvania  Medical  So- 
ciety Benjamin  Rush  Award  winners 
have  been  selected  as  state  winners 
from  among  the  county  winners 
previously  chosen  in  recognition  of  out- 
standing voluntary  contributions  to 
health.  The  awards  are  presented  in 
memory  of  Dr.  Benjamin  Rush  of 
Philadelphia,  medical  leader  and  signer 
of  the  Declaration  of  Independence. 

The  individual  award  will  go  to 
Joseph  J.  Farish,  Philadelphia  college 
student,  for  his  contribution  to  public 
education  on  venereal  disease. 

Farish  is  an  honor  student  at  St. 
Joseph's  College,  Philadelphia.  Three 
years  ago  he  founded  “Operation 
Venus,"  a program  designed  to  combat 
VD.  He  has  trained  “hot  line”  operators 
and  set  up  workshops  in  schools, 
churches,  and  community  groups.  He 
has  presented  the  program  on  local  and 
national  radio  and  television  programs 
and  has  assisted  in  forming  similar  pro- 
grams in  fifteen  additional  cities. 

His  program  was  saluted  in  the  Octo- 
ber 1972  issue  of  Reader’s  Digest  as 
"one  of  the  most  effective  citizen’s  edu- 
cation efforts  (in  VD  in  the  U.S.).”  He 

Governor  appoints 
two  health  deputies 

Two  deputy  secretaries  have  been  ap- 
pointed to  serve  in  the  Common- 
wealth's Department  of  Health  in  the 
continuing  reorganization  of  that 
department.  Governor  Milton  J.  Shapp 
has  announced. 

Trin  F.  Dumlao,  Jr.,  Harrisburg,  was 
named  deputy  secretary  for  health 
systems  development  to  provide  consul- 
tative services  in  all  special  health  en- 
deavors for  regional  implementation. 
He  will  be  responsible  for  coordinating 
the  implementation  of  improved  tech- 
niques in  health  delivery  systems.  He 
was  previously  director  of  research  de- 
velopment for  the  Pennsylvania 
Research  Institute,  Camp  Hill. 

Brydon  H.  Lidle,  Harrisburg,  will 
serve  as  deputy  secretary  for  adminis- 
tration to  supervise  and  direct  depart- 
mental programs  in  the  bureaus  of 
laboratories,  administrative  services, 
health  education,  and  the  office  of  com- 
pliance. Most  recently  he  has  been  ex- 
ecutive assistant  to  the  secretary  of 
health. 


was  selected  as  the  only  youth  member 
of  the  HEW  Advisory  Committee  on 
VD  and  was  a delegate  to  the  White 
House  Conference  on  Youth. 

The  Centre  County  Ambulance  As- 
sociation, Centre  Hall,  was  selected  to 
receive  the  state  organizational  Ben- 
jamin Rush  Award  for  its  efforts  to  co- 
ordinate the  activities  of  nine 
ambulance  clubs  in  Centre  County  in 
order  to  promote  the  theory  and  prac- 
tices of  good  ambulance  service.  Since 
its  formation  three  years  ago,  it  has 
been  responsible  for  encouraging  ef- 


ficiency and  promoting  high  standards 
in  the  voluntary  ambulance  services  of 
the  county.  During  1972  more  than 

8.000  man-hours,  covering  nearly 

83.000  miles,  were  devoted  to  comple- 
ting over  2,400  ambulance  trips. 

Drivers  and  attendants  participate  in 
training  programs  and  education 
classes  to  upgrade  the  quality  of  volun- 
teer work  in  emergency  patient  care. 

The  awards  will  be  presented  at  the 
1973  annual  session  of  the  Pennsyl- 
vania Medical  Society  in  Philadelphia 
in  October. 


AT  THE  FIFTEENTH  annual  Continuing  Education  Seminar  held  at  Albert  Einstein 
Medical  Center,  Herbert  Freed,  M.D.,  (seated),  clinical  professor  of  psychiatry  at 
Temple  University,  program  chairman,  talks  with  (left  to  right)  Max  Pepernik, 
M.D.,  acting  chairman,  department  of  psychiatry,  Temple;  Albert  J.  Finestone, 
M.D.,  assistant  director  of  continuing  medical  education,  Temple  University 
Health  Sciences  Center;  and  Maurie  D.  Pressman,  M.D.,  chairman,  division  of 
psychiatry,  Northern  Division,  Albert  Einstein  Medical  Center.  The  program  en- 
titled “Frontiers  of  Psychotherapy " was  the  first  jointly  presented  by  Temple  and 
Einstein's  Northern  Division. 


Mr.  Dumlao 


Mr.  Lidle 
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Health  projects  should  seek  revenue  sharing  funds 


State  and  local  federal  revenue 
sharing  funds  have  been  suggested  as  a 
source  for  funding  of  local  health  proj- 
ects in  a report  issued  in  April  by  the 
PMS  Council  on  Education  and 
Science. 

Council  Chairman  James  A.  Collins, 
Jr.,  M.D.  of  Danville  said  in  the  report: 
“With  the  demise  of  federally  funded 
programs  such  as  the  regional  medical 
programs,  it  is  obvious  that  many 
health-related  projects  can  no  longer  be 
funded  through  traditional  federal 
sources.  An  appropriate  source  of 
funding  may  now  be  the  local  govern- 
ment unit.  To  the  best  of  our  knowl- 
edge, no  health-related  projects  have 
b*en  funded  by  local  government  units 
in  Pennsylvania  with  revenue  sharing 
funds.  Examples  from  other  states, 
however,  are  available.  In  Baton 
Rouge,  La.,  revenue  sharing  funds  were 
used  for  the  lease  purchase  of  a building 
for  a mental  health  center.  Washington 
D.C.  has  pledged  $4.15  million  of  the 
city’s  revenue  sharing  monies  for  day 
care  centers  to  provide  health,  nutri- 
tional, educational,  and  other  services 
to  city  children. 

“Health  care  needs  should  be 
brought  to  the  attention  of  local  gov- 
ernment units  because  revenue  sharing 
money  is  being  used  in  other  areas 
which  may  not  have  the  priority  of 
health  care.  County  medical  societies, 
hospital  trustees  and  medical  staffs,  and 
other  health  agencies  are  appropriate 
bodies  to  bring  these  needs  to  the  atten- 
tion of  local  government  officials." 

For  Priority  Items  Only 

The  report  explained  revenue 
sharing  as  a return  of  federal  monies  to 
states  and  local  governments  for  the  use 
of  these  government  units  in  meeting 
the  needs  of  their  citizens.  These  reve- 
nue sharing  funds  may  be  used  only  for 
priority  expenditures  as  follows:  ( 1 ) Or- 
dinary and  necessary  maintenance  and 
operating  expenses  for  public  safety, 
environmental  protection,  public  trans- 
portation, health,  recreation,  libraries, 
social  services  for  the  poor  and  aged, 
and  financial  administration;  and  (2) 
Ordinary  and  necessary  capital  expen- 
ditures. 


Funding  Explained 

The  amount  allocated  for  revenue 
sharing,  according  to  the  report,  is  $5.3 


billion  for  1972.  This  amount  increases 
each  year  until  1 976  when  $6.43  billion 
is  scheduled  to  be  allocated.  Of  this, 
one-third  goes  to  state  government  and 
the  remaining  two  thirds  is  divided 
among  the  local  government  entities.  A 
formula  based  on  the  population  of  the 
local  unit  and  either  the  general  tax  ef- 
forts of  that  unit  or  the  relative  income 
factors  is  used  to  determine  the  amount 
local  governments  are  to  receive. 

Rationale  Outlined 

Four  points  to  explain  the  rationale 
behind  federal  revenue  sharing  and  the 
possibility  of  using  these  funds  for 
health  projects  are: 

1.  Federal  programs  in  domestic 
areas  have  not  met  the  desired  goals. 
The  overlap  among  programs  and  the 
bureaucracy  necessary  to  implement 
programs  have  sometimes  been  coun- 
terproductive. 


2.  Because  it  uses  the  income  tax,  the 
federal  government  is  a more  efficient 
taxing  agent  than  most  state  and  local 
governments  (Income  tax  collections 
increase  in  direct  proportion  to  eco- 
nomic growth  and  are  not  adversely  af- 
fected by  inflation,  while  most  state  and 
local  governments  use  taxation 
methods  which  cause  revenues  to  lag 
behind  economic  growth  or  to  suffer 
during  periods  of  inflation). 

3.  Local  governments  find  that  the 
cost  of  basic  services  is  increasing 
partly  because  of  inflation.  The  demand 
for  additional  services  is  increasing. 
Local  government  officials  have  found 
it  politically  dangerous  to  raise  taxes. 

4.  The  answer  is  to  use  the  most  ef- 
ficient taxing  unit,  the  federal  govern- 
ment, but  to  bypass  federal  bureaucracy 
and  return  the  funds  directly  to  state 
and  local  governments  so  that  priorities 
can  be  set  to  meet  the  needs  of  the  peo- 
ple at  the  state  and  local  level. 


PMS  service  places  fourteen  physicians 


Robert  N.  Moyers,  M.D.,  Meadville, 
chairman  of  the  Pennsylvania  Medical 
Society's  Council  on  Public  Service, 
has  announced  that  the  Physician 
Placement  Service  has  placed  fourteen 
physicians  in  seven  Pennsylvania  com- 
munities during  the  last  twelve  months. 

Family  physicians  were  placed  in 
Saltsburg,  Olyphant,  and  Union  City. 
Four  specialists  in  internal  medicine; 
two  in  obstetrics  and  gynecology;  one 

Health  Secretary  issues 
spotted  fever  warning 

A seasonal  warning  against  Rocky 
Mountain  Spotted  Fever  from  tick  bites 
has  been  issued  by  J.  Finton  Speller, 
M.D.,  state  secretary  of  health.  In  each 
of  the  years  1971  and  1972,  eighteen 
cases  of  the  disease  were  reported  in 
Pennsylvania. 

Dr.  Speller  advised  careful  inspec- 
tion of  dogs  and  children  for  ticks  and 
immediate  consultation  with  a physi- 
cian in  cases  of  sudden  fever,  headache, 
chills,  conjunctivitis,  and  rash  begin- 
ning on  the  extremities. 

He  added  that  vaccine  for  Rocky 
Mountain  Spotted  Fever  is  available 
and  is  recommended  for  persons  at  high 
risk  to  tick  bites  and  for  laboratory 
workers. 


in  otolaryngology,  two  anesthesi- 
ologists; a pediatrician;  and  a general 
surgeon  were  placed  in  five  communi- 
ties— Franklin,  Butler,  Berwick,  Oly- 
phant, and  Columbia. 

Dr.  Moyers  said  that  the  Physician 
Placement  Service  provides  communi- 
ties with  up-to-date  directories  of 
physicians  who  express  an  interest  in 
relocating.  The  service  is  available  free 
to  any  community  interested  in 
securing  the  services  of  physicians. 

Addiction  conference 

scheduled  at  Eagleville 

The  Eagleville  Hospital  and  Rehabil- 
itation Center,  Eagleville  (near  Phila- 
delphia), will  hold  a national  confer- 
ence on  the  combined  treatment  of  drug 
addicts  and  alcoholics  on  June  8. 

Cosponsor  is  the  National  Institute 
of  Mental  Health  of  the  U.S.  Depart- 
ment of  Health,  Education,  and  Wel- 
fare. 

During  the  two  days  prior  to  the  con- 
ference, forty  international  leaders  in 
the  field  of  addictive  disease  will 
confer,  and  their  conclusions  will  be 
presented  at  the  conference. 

For  additional  information  see  page 
61  of  this  issue  of  Pennsylvania  Medi- 
cine. 
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House  receives  medical  practice  act  revision 


Medical  practice  act  amendments 
supported  by  the  Pennsylvania  Medical 
Society  were  introduced  in  the  House  of 
Representatives  in  April  and  referred  to 
the  House  Committee  on  Professional 
Licensure.  Representative  William  G. 
Piper  of  Berks  County,  chairman  of  the 
Committee  on  Professional  Licensure, 
introduced  two  bills,  H.B.  759  and  H.B. 
760,  along  with  thirteen  other  sponsors. 
The  latter  contains  the  medical  practice 
act  revisions. 

H.B.  759  is  a proposed  amendment 
to  the  Administrative  Code  which  adds 
to  the  practicing  physician  make-up  of 
the  State  Board  of  Medical  Education 
and  Licensure  three  other  members — a 
dean  of  a medical  college,  a represent- 
ative from  the  field  of  allied  health 
sciences,  and  a member  of  the  public  at 
large. 

The  amendments  to  the  medical 
practice  act  would  give  the  licensure 
board  greater  latitude  in  writing  rules 
and  regulations  affecting  medical 
school  curricula  and  postgraduate  edu- 
cation. The  proposed  act  also  gives  the 
board  regulatory  powers  over  certain 
paramedical  disciplines,  including  the 

Drug  addiction  changing 
psychiatrist  tells  ACP 

The  emergence  of  sharply  changing 
drug  addiction  patterns  were  identified 
in  a report  presented  to  the  annual 
meeting  of  the  American  College  of 
Physicians  in  Chicago  recently  by 
Jacob  Schut,  M.D.,  assistant  clinical 
professor  of  psychiatry  at  the  Universi- 
ty of  Pennsylvania  and  director  of  the 
Narcotic  Addiction  Rehabilitation  Pro- 
gram (NARP)  of  the  West  Philadelphia 
Community  Mental  Health  Consor- 
tium. 

His  findings  were  derived  from  inter- 
views with  more  than  300  addicts  ad- 
mitted to  NARP  during  the  summers  of 
1969,  1971,  and  1972. 

The  first  drug  abused  shifted  from 
marijuana  (75  percent  in  1969)  to  nar- 
cotics, particulary  heroin  (60  percent  in 
1972).  In  this  time  span,  marijuana 
dropped  to  less  than  33  percent  as  the 
most  frequently  used  “first.” 

The  age  at  which  narcotics  were  first 
sampled  dropped  significantly.  Less 
than  2 percent  had  begun  the  habit 
before  age  18  in  1969.  By  1972,  the  fig- 
ure increased  to  15  percent. 


new  discipline  of  physician's  assistant. 

The  proposed  legislation  modernizes 
many  definitions  and  suggests  the  use  of 
national  standards  in  medical  educa- 


In  the  continuing  reorganization  of 
the  Commonwealth's  Department  of 
Health,  four  Pennsylvania  physicians 
have  been  appointed  as  regional  health 
commissioners  to  be  headquartered  in 
four  regions:  Pittsburgh,  Norristown 
(Philadelphia),  West  Reading,  and  Har- 
risburg. 

They  will  determine  policy  and  will 
plan,  direct,  and  coordinate  area-wide 
programs  of  local  public  health  services 
through  regional  and  state  health 
centers.  They  will  work  through  present 
personnel  staffs  and  will  be  responsible 
to  John  W.  Simmons,  M.D.,  executive 
deputy  secretary  of  health. 

Virginia  E.  Washburn,  M.D.,  former 
assistant  director  of  the  Allegheny 
Health  Department,  will  head  the  Pitts- 
burgh Regional  Office  ( Region  IV).  She 
is  a graduate  of  the  Pittsburgh  Gradu- 
ate School  of  Public  Health  and  a 
diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology. 

J.  Thomas  Millington,  M.D.,  will 
serve  as  regional  health  commissioner 
for  the  Harrisburg  office  (Region  III). 
He  has  been  director  of  the  Pennsyl- 


tion.  Its  passage  would  repeal  the  Medi- 
cal Practice  Act  of  191  I and  any  other 
acts  or  parts  of  acts  inconsistent  with 
the  proposed  legislation. 


vania  Department  of  Health’s  Bureau 
of  Special  Health  Services  since  1954. 
He  is  a graduate  of  the  University  of  | 
Pennsylvania  Graduate  School  of 
Public  Health  and  is  a diplomate  of  the  : 
American  Board  of  Preventive  Medi- 
cine. 

R.  Michael  Yeller,  M.D.,  will  be  the 
Reading  area's  regional  health  commis- 
sioner with  offices  in  West  Reading 
(Region  II).  He  has  been  Regional 
Medical  Director  in  West  Reading  for 
the  Department.  He  earned  his  doctor- 
ate at  the  University  of  Cape  Town,  S. 
Africa,  and  is  a diplomate  of  the  Ameri- 
can Board  of  Preventive  Medicine. 

Walter  J.  Lear,  M.D.,  will  head  the 
Philadelphia  Regional  Office  ( Region  I, 
Norristown  headquarters)  and  will  con- 
tinue his  present  position  as  Commis- 
sioner of  Health  Services  (Region  1)  in 
the  Department  of  Public  Welfare.  He 
received  his  master  of  science  degree  in 
hospital  administration  from  Columbia 
University  School  of  Public  Health  and 
Administrative  Medicine  and  is  a 
diplomate  of  the  American  Board  of 
Preventive  Medicine. 


RECENTLY  APPOINTED  health  department  regional  commissioners  appear  with 
J.  Finton  Speller,  M.D.,  Pennsylvania  secretary  of  health  (center,  seated).  They 
are  (left  to  right):  Walter  J.  Lear,  M.D.,  regional  health  commissioner  for  Region  I, 
Norristown;  Virginia  E.  Washburn,  M.D.,  regional  health  commissioner  for  Region 
IV,  Pittsburgh;  John  W.  Simmons,  M.D.,  executive  deputy  secretary  of  health;  R. 
Michael  Yeller,  M.D.,  regional  health  commissioner,  Region  II,  West  Reading;  and 
J.  Thomas  Millington,  M.D.,  regional  health  commissioner,  Region  III,  Harrisburg. 

Reg  ional  health  commissioners  appointed 
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PMS  Educational  Assembly  scheduled  for  October 

The  1973  Educational  and  Scientific 
Assembly  of  the  Pennsylvania  Medical 
Society  will  be  held  Wednesday  through 
Saturday,  October  10-13,  at  Harris- 
burg's new  resort/motel,  the  Host  Inn. 

General  areas  of  study  are  heart  and 
lung  disease.  A course  on  each  will  be 
presented  in  morning  sessions  Wednes- 
day through  Friday. 

“Luncheon  with  the  Experts”  is  a fea- 
ture on  these  days.  On  Wednesday  Al- 
bert N.  Brest,  M.D.,  of  Philadelphia, 
will  speak  on  “Cardiology  in  the 
1970s.”  Thursday's  luncheon  will  fea- 
ture a speaker  on  lung  disease,  and  the 
Friday  luncheon  speaker  will  be  Camp- 
bell Moses,  M.D.,  of  New  York  City, 
medical  director  of  the  American  Heart 
Association.  Dr.  Moses  will  discuss 
problems  of  hypertension. 

The  Commonwealth's  various  spe- 
cialty societies  are  scheduling  sessions 
for  the  afternoons  of  these  three  days. 

On  Wednesday  an  all-day  seminar  will 
be  conducted  for  nurses  on  "The  Pa- 
tient with  Cardiopulmonary  Disease.” 

Medical  educators,  medical  resource 
personnel,  and  medical  office  managers 
will  meet  all  day  on  Friday  in  three  sep- 
arate workshops.  A general  session  of 
the  Educational  Conference  is  sched- 
uled for  Saturday. 

A Learning  Lounge  offering  exhibits, 
demonstrations  of  the  latest  audiovisual 
aids  to  education,  and  refreshments  will 
be  open  to  participants  from  10  a.m.  to 
4 p.m.  Wednesday  through  Friday. 

Physicians  who  attend  may  report  all 
time  in  sessions  for  credit  toward  the 
educational  requirements  of  the  Penn- 
sylvania Medical  Society  or  the  Penn- 
sylvania Osteopathic  Medical  Associa- 
tion, two  of  the  four  sponsoring  organi- 
zations. The  Keystone  Medical  Society 
and  the  Pennsylvania  Nurses  Associa- 
tion are  also  sponsors. 

For  further  information  regarding 
the  program  and  registration,  contact: 

Frank  M.  Mateer,  M.D.,  chairman. 

Commission  on  Scientific  Assembly,  20 
Erford  Road,  Lemoyne,  Pa.  17043. 

The  annual  meeting  of  the  Pennsyl- 
vania Allergy  Association  will  be  held 
June  15-17  at  the  Hershey  Hotel, 

Hershey.  For  further  information,  con- 
tact Gilbert  A.  Friday,  M.D.,  3520 
Fifth  Avenue,  Pittsburgh  15213. 


1973  Education  and  Scientific  Assembly 
Host  Inn  Harrisburg 

Oct  10-13 

Theme:  Science  and  Education  for  the  Provision  of  Medical  Care — The 
Humanistic  Medical  Team 

■ Wednesday,  October  10 

Morning 

Heart  Course — Bedside  Diagnosis  of  Heart  Disease 

Lung  Course — Bedside  X-Ray  and  Laboratory  Evaluation — Pulmonary  Disease 
Nurses  Seminar — The  Patient  with  Cardiopulmonary  Disease 
Specialty  Session — Allergy — 9 a.m.  - noon 
Course  Luncheon:  Cardiology  in  the  1970s 

Afternoon 

Specialty  Sessions:  Allergy — 2-5  p.m. 

Internal  Medicine — 2-5  p.m. 

Ophthalmology  and  Otolaryngology — 2-4  p.m. 

Nurses  Seminar:  Rehabilitation  of  the  Patient  with  Cardiopulmonary 

Disease — Rehabilitation  of  the  Patient  with  Heart  Disease 

Thursday,  October  11 

Morning 

Heart  Course — Other  Evaluation 

Lung  Course — Management  of  Acute  Pulmonary  Problems 
Course  Luncheon:  Pulmonary  Diseases  for  the  1970s 

Afternoon 

Specialty  Sessions:  Obstetrics  and  Gynecology — 2-5  p.m. 

Physical  Medicine  and  Rehabilitation — 1:30-4  p.m. 
Emergency  Room  Physician — 2-4  p.m. 

Urology — 2-4  p.m. 

Heart — 2-5  p.m. 

Plastic  Surgery — 2-5  p.m. 

Thoracic  Surgery — 2-5  p.m. 

Friday,  October  12 

Morning 

Heart  Course — Some  Current  Concepts  in  Cardiac  Disease 
Lung  Course — Management  of  Chronic  Pulmonary  Problems 
Specialty  Sessions:  Orthopedics — 8:30  a.m.  - noon 

International  College  of  Surgeons — 9 a.m.  - noon. 

Course  Luncheon:  Problems  in  Hypertension:  Screening  and  Follow-up 

Afternoon 

Specialty  Sessions:  Orthopedics — 2-4:30  p.fn. 

International  College  of  Surgeons — 2-4:30  p.m. 

Psychiatry — 2-5  p.m. 

Colon  and  Rectal  Surgery — 2-5  p.m. 

Educational  Conference — Workshop  I — Medical  Educators 

Workshop  II — Medical  Resource  Personnel 
Workshop  III — Medical  Office  Managers 

Saturday,  October  13 

Morning 

Educational  Conference — General  Session 
Luncheon  Discussions 

Afternoon 

Educational  Conference — General  Session 
Sponsors:  Keystone  State  Medical  Society 
Pennsylvania  Medical  Society 
Pennsylvania  Osteopathic  Medical  Association 
Pennsylvania  Nurses  Association 
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Lead  poisoning  information  campaign  opens 


Three  national  health  organizations, 
the  American  Academy  of  Pediatrics, 
the  American  Public  Health  Associa- 
tion, and  the  National  Environment 
Health  Association  have  joined  in  a 
concentrated  effort  to  provide  public 
information  on  lead-based  paint 
poisoning. 

A joint  statement  pointed  out  that 
the  Lead-Based  Paint  Poisoning 
Prevention  Act  expired  in  1972  and  has 
not  yet  been  renewed.  The  public 
awareness  campaign  has  been  planned 
to  assist  in  the  current  legislative  effort 
to  renew  the  federal  act. 

In  1972,  one  child  died  every  thirty- 
six  hours  of  lead  poisoning,  more  than 
1 10,000  children  suffered  from  actual 

Arthritis  group  to  meet 

The  thrity-seventh  annual  scientific 
meeting  of  the  American  Rheumatism 
Association  Section  of  the  Arthritis 
Foundation  will  be  held  at  the  Century 
Plaza  Hotel,  Los  Angeles,  California, 
on  June  7 and  8. 

Preceding  the  meeting — on  June 
6 — three  half-day  workshops  are  sched- 
uled, and  six  two-hour  clinical  post- 
graduate seminars  on  arthritis  will  be 
held.  The  registration  fee  for  the  scien- 
tific meeting  is  $10.  The  fee  for  each 
workshop  is  $25  and  for  each  seminar 
$20. 

For  further  information,  contact 
Miss  Lynn  Bonfiglio,  executive  secre- 
tary, American  Rheumatism  Associa- 
tion Section,  The  Arthritis  Foundation, 
1212  Avenue  of  the  Americas,  New 
York,  N.Y.  10036. 


leacj  poisoning,  and  as  many  as  600.000 
had  dangerously  high  blood  levels  of 
lead.  The  statement  continued,  “The 
medical  community  recognizes  that 
through  educational  efforts,  through 
screening  and  treatment  of  children  at 
risk,  and  through  paint  removal  pro- 
grams, lead-based  paint  poisoning 
could  be  totally  eradicated.” 

Members  of  the  three  organizations 
will  appear  on  news  and  television  pro- 
grams in  cities  most  severely  affected 
by  the  problem.  They  will  urge  speedy 

Society  advice  sought 

In  response  to  a Health  Department 
request  for  guidelines  as  to  what  is  "ad- 
equate” information  on  medication 
containers  issued  by  physicians  and 
others  legally  qualified  to  dispense 
medications  in  keeping  with  the  law, 
the  State  Society  has  made  certain  sug- 
gestions. 

The  label  should  contain  the  name, 
address,  and  telephone  number  of  the 
dispenser  and  the  name  and  dosage  of 
the  medication  along  with  adequate  di- 
rections for  its  use,  including  the  time 
of  day  the  medication  is  to  be  taken,  the 
specific  number  of  times  it  should  be 
taken,  the  exact  dosage  each  time,  and 
any  special  instructions  circumstances 
may  dictate. 

The  Board  of  Trustees  approved  the 
recommendation  of  these  guidelines  to 
the  Department  of  Health. 

The  law  requiring  adequate  labelling 
information  became  effective  in  1972, 
but  specific  instructions  have  not  yet 
been  issued  by  the  state. 


legislative  action  because  most  acute 
symptomatic  cases  of  lead  poisoning 
occur  during  the  summer  months  when  i 
absorption  of  lead  from  the  intestine  is 
greatest. 

Health  Department  issues 
warning  on  bed  board 

A warning  against  the  purchase  and  ; 
use  of  a questionable  bed  board  device 
currently  being  advertised  in  the  state 
has  been  issued  by  the  Pennsylvania 
Department  of  Health. 

The  device  is  called  "Solarama  Elec- 
tron Therapy  Bed  Board”  and  sells  for 
nearly  $100.  It  claims  to  be  based  on  i 
"the  principle  of  free  electrons”  and  to  | 
be  effective  in  the  treatment  of  a variety 
of  disorders  and  diseases. 

"No  controlled  medical  studies  are 
known  to  have  been  conducted,"  ac- 
cording to  Jack  B.  Ogun,  Division  of 
Drug  Control.  It  is  considered  a health  ! 
hazard  because  people  with  serious 
problems  might  substitute  its  use  for 
proper  medical  treatment,  he  said. 

Seizure  warning  achieved 

A new  telemetric  device  warning 
persons  suffering  from  epilepsy  of  an 
imminent  seizure  has  been  developed  ! 
under  a grant  from  the  Social  and  Re- 
habilitation Service  of  the  U.S.  Depart- 
ment of  Health,  Education,  and  Wel- 
fare. 

Small  enough  to  fit  in  a shirt  pocket,  | 
the  device  is  adjusted  to  the  brainwaves 
of  the  patient.  It  consists  of  two  silver 
electrodes  that  are  affixed  to  the  side  of 
the  head  and  attached  by  wires  to  the 
case.  Inside  the  case  are  two  batteries, 
the  visual  and  audio  warning  devices, 
and  the  electronic  system. 

A research  report  states  that  there  is 
a psychological  advantage  when  a pa-! 
tient  knows  he  has  time  to  adjust  to  a 
safe  situation.  The  warning  period 
should  broaden  job  opportunities  for 
sufferers  of  epilepsy  and  will  add  to 
medical  understanding  of  seizure  phe- 
nomena. 

The  research  project  was  a coopera- 
tive effort  involving  McDonnell 
Douglas  Astronautics,  the  VA  center  in 
Los  Angeles,  and  neurologists  from  the 
University  of  California  School  of 
Medicine. 
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DEDICATION  CEREMONIES  of  the  new  P.  Robb  McDonald  Retina  Physiology  and' 
Research  Unit  at  Wills  Eye  Hospital  were  held  recently.  Shown,  left  to  right,  are: 
William  P.  Cairo,  Esq.,  vice-president  of  the  Board  of  City  Trusts  (Trustees  for 
Wills  Eye  Hospital);  Arthur  H.  Keeney,  M.D.,  ophthalmologist-in-chief  at  the  hospi- 
tal; Lov  K.  Sarin,  M.D.;  P.  Robb  McDonald,  M.D.,  retinal  disease  consultant,  in 
whose  honor  the  unit  is  named;  G.  Curtis  Pritchard,  administrator;  William  H.  An- 
nesley,  Jr.,  M.D.,  chairman  of  the  dedication;  and  William  S.  Tasman,  M.D. 
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t4  is  the 

PREDICTABLE 
HORMONE  BECAUSE 
IT  LOVES  PROTEIN. 


ALL  THYROID- 
FUNCTION  TESTS  ARE 
USEFUL  IN 
MONITORING 
SYNTHROID  THERAPY 


TWO  GOOD  REASONS 
WHY  THE  ROAD  TO 
NORMALIZED 
THYROID  STATUS  IS 
SO  SMOOTH  FOR  THE 
SYNTHROID  PATIENT. 


SYNTHROID®  (sodium 
levothyroxine)  is  pure  synthetic  T4, 
the  major  circulating  thyroid 
hormone.  It  is  reliable  to  use 
because  of  its  affinity  for  protein- 
binding sites  in  the  blood.  T3  is 
more  fickle.  Sometimes  it  binds. 
Sometimes  it  doesn’t.  T4  more 
predictably  binds  to  protein. 


No  calculations  are  needed,  test 
interpretation  is  simple. 

Any  of  the  commonly  used  T4 
thyroid  function  tests  (P.B.I.,  T4  By 
Column,  Murphy-Pattee,  Free 
Thyroxine)  are  useful  in  monitoring 
patients  on  T4  because  they  all 
measure  T4.  Patients  on 
SYNTHROID  are  thereby  easy  to 
monitor  because  their  results  will 
fall  within  predictable,  elevated 
test  ranges.  Of  course,  clinical 
assessment  is  the  best  criterion  of 
the  thyroid  status  of  the  drug- 
treated  patient. 


(1)  The  onset  of  action  of  T4  is 
gradual.  It  has  a long  in  vivo 
“half-life”  of  over  six  days. 
(Occasional  missed  doses  or 
accidental  double-doses  are  of  lei 
concern  because  of  this  factor)1; 

(2)  since  SYNTHROID  contains  on 
T4,  the  potential  for  metabolic 
surges  traceable  to  more  potent 
iodides  (T3)  is  eliminated. 


AS  WITH  ANY 
THYROID 
PREPARATION, 
CAUTIOUS 

OBSERVATION  OF  THE 
PATIENT  DURING  THE 
BEGINNING  OF 
THERAPY  WILL  ALERT 
THE  PHYSICIAN  TO 
ANY  UNTOWARD 
EFFECTS. 

Side  effects,  when  they  do  occur, 
are  related  to  excessive  dosage. 
Caution  should  be  exercised  in 
administering  the  drug  to  patients 
with  cardiovascular  disease.  Rea< 
the  accompanying  prescribing 
information  for  additional  data  01 
write  Flint  Laboratories. 


TEST 

HYPOTHYROID 

SYNTHROID 

THERAPEUTIC 

NORMAL 

P.B.I. 

Less  than  4 meg  % 

6-10  meg  % 

T4  By  Column 

Less  than  3 meg  % 

7-9  meg  % 

Ta  (Resin) 

Less  than  25% 

27-35% 

Ta  (Red  Cell) 

Less  than  1 1 % 

11.5-18% 

Free  Thyroxine 

Less  than  0.7 

0.7-2.5 

nanograms  % 

nanograms  % 

Murphy-Pattee 

Less  than  2.9 
meg  % 

4-1 1 meg  % 

Glipose 
tt[e  Smooth 

%»</ 


...to  tftyroid  replacement  tl\erapy 


TOLL 

AHEAD 


’ATIENTS  CAN  BE 
IUCCESSFULLY 
7IAINTAINED  ON  A 
)RUG  CONTAINING 
THYROXINE  ALONE. 


hyroxine  (T4)  is,  as  you  know, 
le  major  circulating  hormone 
roduced  by  the  thyroid  gland. 

3 is  also  produced,  in  smaller 
mounts,  and  is  active  at  the 
ellular  level.  For  years  it  has  been 
working  hypothesis  among 
ndocrinologists  that  T4  is 
onverted  by  the  body  to  T3.  In 
970  this  process,  called 
deiodination,”  was  demonstrated 

y Braverman,  Ingbar,  and  Sterling2. 

4 does  convert  to  T3,  though  the 
recise  quantities  are  still  being 
tudied. 

The  conversion  has  been 
linically  demonstrated  during  the 
dministration  of  T4  to  athyrotic 
atients.  Their  thyroid  status  is 
ormalized  on  SYNTHROID  alone, 
et  the  presence  of  T3  in  these 
atients  has  been  clearly  shown. 


WHY  DOES  SYNTHROID 
COST  LESS  THAN 
SYNTHETIC  DRUGS 
CONTAINING  T3? 


Very  simple.  T3  costs  more  to  make 
synthetically  than  does  T4.  So  it  is 
economically  necessary  for  a 
synthetic  thyroid  medication 
containing  T3  to  cost  more  than 
one  containing  T4  alone.  Synthetic 
combinations  cost  patients  nearly 
50%  more  than  SYNTHROID3 
because  the  T3  costs  more  to  start 
with;  also  there  is  the  additional 
expense  of  formulating  a tablet 
containing  two  active  ingredients. 


1.  Latiolais,  C.  J.,  and  Berry,  C.  C.:  Misuse  of 
Prescription  Medications  by  Outpatients, 

Drug  Intelligence  & Clin.  Pharm.  3:270-7, 1969. 

2.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and 
Sterling,  K.:  Conversion  of  Thyroxine  (T4)  to 
Triiodothyronine  (T3)  in  Athyreotic  Human 
Subjects,  J.  Clin.  Invest.  49:855-64,  1970. 

3.  American  Druggist  BLUEBOOK,  March,  1971. 


THE  FACTS  ARE 
CLEAR  AND  HERE 
:s  OUR  OFFER. 

:ACTS: 

Synthetic  thyroid  drugs  are  an 
improvement  over  animal  gland 
)roducts.  Patients,  even  athyrotic 
>nes,  can  be  completely 
maintained  on  SYNTHROID  (T4) 
ilone.  Thyroid  function  tests  are 
}asy  to  interpret  since  they  are 
predictably  elevated  when  the 
)atient  adheres  to  SYNTHROID. 

Df  all  synthetic  thyroid  drugs, 
SYNTHROID  is  the  most 


I 

OFFER: 

Free  TAB-MINDER  medication 
dispensers  to  start  or  convert  all 
your  hypothyroid  patients  to 
SYNTHROID.  Free  information  to 
physicians  on  role  of  thyroid 
function  tests  in  a new  booklet 
titled:  “Guideposts  to  Thyroid 
Therapy.”  Ask  us. 


Name 


Address 


City  State  Zip 


1 


economical  to  the  patient. 


Indications:  SYNTHROID  (sodium  levothyroxine)  is  spe- 
cific replacement  therapy  for  diminished  or  absent 
thyroid  function  resulting  from  primary  or  secondary 
atrophy  of  the  gland,  congenital  defect,  surgery,  ex- 
cessive radiation,  or  antithyroid  drugs.  Indications  for 
SYNTHROID  (sodium  levothyr  -xine)  Tablets  include 
myxedema,  hypothyroidism  without  myxedema,  hypo- 
thyroidism in  pregnancy,  pediatric  and  geriatric  hypo- 
thyroidism, hypopituitary  hypothyroidism,  simple 
(nontoxic)  goiter,  and  reproductive  disorders  asso- 
ciated with  hypothyroidism.  SYNTHROID  (sodium  levo- 
thyroxine) for  Injection  is  indicated  for  intravenous 
use  in  myxedematous  coma  and  other  thyroid  dysfunc- 
tions where  rapid  replacement  of  the  hormone  is  re- 
quired.The  injection  is  also  indicated  for  intramuscular 
use  in  cases  where  the  oral  route  is  suspect  or  con- 
traindicated due  to  existing  conditions  or  to  absorp- 
tion defects,  and  when  a rapid  onset  of  effect  is  not 
desired. 

Precautions:  As  with  other  thyroid  preparations,  an 
overdosage  may  cause  diarrhea  or  cramps,  nervous- 
ness, tremors,  tachycardia,  vomiting  and  continued 
weight  loss.  These  effects  may  begin  after  four  or  five 
days  or  may  not  become  apparent  for  one  to  three 
weeks.  Patients  receiving  the  drug  should  be  observed 
closely  for  signs  of  thyrotoxicosis.  If  indications  of 
overdosage  appear,  discontinue  medication  for  2-6 
days,  then  resume  at  a lower  dosage  level.  In  patients 
with  diabetes  meilitus,  careful  observations  should  be 
made  for  changes  in  insulin  or  other  antidiabetic  drug 
dosage  requirements.  If  hypothyroidism  is  accom- 
panied by  adrenal  insufficiency,  as  Addison's  Disease 
(chronic  subcortical  insufficiency),  Simmonds’s  Dis- 
ease (panhypopituitarism)  or  Cushing’s  syndrome  (hy- 
peradrenalism),  these  dysfunctions  must  be  corrected 
prior  to  and  during  SYNTHROID  (sodium  levothyroxine) 
administration.  The  drug  should  be  administered  with 
caution  to  patients  with  cardiovascular  disease;  devel- 
opment of  chest  pains  or  other  aggravations  of  cardio- 
vascular disease  requires  a reduction  in  dosage. 
Contraindications:  Thyrotoxicosis,  acute  myocardial 
infarction.  Side  effects:  The  effects  of  SYNTHROID 
(sodium  levothyroxine)  therapy  are  slow  in  being  mani- 
fested. Side  effects,  when  they  do  occur,  are  secondary 
to  increased  rates  of  body  metabolism,-  sweating,  heart 
palpitations  with  or  without  pain,  leg  cramps,  and 
weight  loss.  Diarrhea,  vomiting,  and  nervousness  have 
also  been  observed.  Myxedematous  patients  with  heart 
disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs. Careful  observation  of  the  patient  during 
the  beginning  of  any  thyroid  therapy  will  alert  the 
physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dos- 
age followed  by  a more  gradual  adjustment  upward 
will  result  in  a more  accurate  indication  of  the  pa- 
tient’s dosage  requirements  without  the  appearance 
of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg. 
SYNTHROID  (sodium  levothyroxine)  TABLET  is  equiva- 
lent to  approximately  one  grain  thyroid,  U.S.P.  Admin- 
ister SYNTHROID  tablets  as  a single  daily  dose, 
preferably  after  breakfast.  In  hypothyroidism  without 
myxedema,  the  usual  initial  adult  dose  is  0.1  mg.  daily, 
and  may  be  increased  by  0.1  mg.  every  30  days  until 
proper  metabolic  balance  is  attained.  Clinical  evalua- 
tion should  be  made  monthly  and  PBI  measurements 
about  every  90  days.  Final  maintenance  dosage  will 
usually  range  from  0.2-0.4  mg.  daily.  In  adult  myx- 
edema, starting  dose  should  be  0.025  mg.  daily.  The 
dose  may  be  increased  to  0.05  mg.  after  two  weeks 
and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The 
daily  dose  may  be  further  increased  at  two-month  in- 
tervals by  0.1  mg.  until  the  optimum  maintenance  dose 
is  reached  (0. 1-1.0  mg.  daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15 
mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded, 
in  bottles  of  100,  500,  and  1000.  Injection:  500  meg. 
lyophilized  active  ingredient  and  10  mg.  of  Mannitol, 
N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  So- 
dium Chloride  Injection,  U.S.P.,  as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  for  Injection  may 
be  administered  intravenously  utilizing  200-400  meg. 
of  a solution  containing  100  meg.  per  ml.  If  significant 
improvement  is  not  shown  the  following  day,  a repeat 
injection  of  100-200  meg.  may  be  given. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOl  LABORATORIES.  INC 
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Relief  from 
minor  pain 
for 

increased 
range  of 
motion  in 

RHEUMATOID  and 
OSTEOARTHRITIS 


Ger-O-Foam,  when  massaged  into  the  skin, 
provides  increased  range  of  motion  by 
decreasing  pain  in  joints  affected  by 
rheumatoid  or  osteoarthritis.  “As  a surface 
analgesic  it  enhances  the  usefulness  of 
massage  by  reducing  pain,  thus  permitting 
functional  exercises  otherwise  impossible  to 
administer.” 1 Ger-O-Foam’s  surface  analgesic- 
anesthetic  foam  relieves  minor  pain  fast  and 
lasts  for  long  periods  of  time. 

PRECAUTIONS:  Do  not  use  in  or  near  eyes, 
on  open  wounds  or  mucous  membranes.  Discontinue 
if  excessive  irritation  of  the  skin  develops. 
AVAILABLE:  1 V2  and  4 oz.  cans.  Approximately 
125  applications  in  each  4 oz.  can. 

1.  Gordon,  E.  E.  and  Haas,  A., 

Indust.  Med.  & Surg.  28:217,  May,  1959. 


GER-O-FOAM 

AEROSOL  FOAM  FOR  MASSAGE 

methylsalicylate  30%  and  benzocaine  3%  in  a specially  processed  emulsion 

GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Tpke.,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 
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DEVELOPERS  AND  SUPPLIERS  OF  CEVI-BID  • GAYSAL  • TESTAND-B 


On  all  in-patient 
services... 


a major  problem 


2outof3  . „ 
nosocomial  infections 
are  gram-negative 


Gram-negative  bacteria  magnified  10,000  times — color-tinted 


Commonly  encountered 
pathogens  on  all  hospital 
services 


% Incidence  Pathogen 


6%  Klebsiella-Enterobacter-Serratia* 


7%  Klebsiella,  all  others* 

7%  All  other  gram-negative  organisms 


Gram- 

13% 

Staphylococcus  aureus* 

positive 

33% 

7% 

Staphylococcus,  all  others 

10% 

Streptococcus,  all  others 

3% 

Streptococcus,  beta-hemolytic 
All  other  gram-positive  organisms 

0% 

Total  pathogens  21,972  *GARAMYCIN  Injectable  is  effective  against 

Source:  Gosseiin  Audit  ot  Pathology  cuitures-i97i  susceptible  strains  of  the  pathogens  indicated. 
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A highly  appropriate 
spectrum  for  today’s  problem 
pathogens 


GARAMYCIN  Injectable  offers  a high 
jrobability  of  effectiveness  against  susceptible 
trains  of  seven  out  of  seven  major  gram- 
legative  pathogens.  These  are: 

Escherichia  coli 
Proteus,  indole-negative 
Proteus,  indole-positive 

Pseudomonas  aeruginosa 
Klebsiella  j 

Enterobacter  > species 
Serratia  ) 

GARAMYCIN  Injectable  has  also  been  shown 
o be  effective  in  serious  staphylococcal  infec- 
ions.  It  may  be  considered  in  those  infections 
vhen  penicillins  or  other  less  potentially  toxic 
irugs  are  contraindicated  and  bacterial 
>usceptibility  testing  and  clinical  judgment 
ndicate  its  use. 


Start  with  Garamycin 

■ Broad  gram-negative  spectrum 

Because  of  its  broad  gram-negative  spectrum  and  its 
well-established  clinical  efficacy,  GARAMYCIN  Injectable 
can  be  considered  for  initial  therapy  in  suspected  as 
well  as  documented  gram-negative  sepsis. 

Stay  with  Garamycin 

■ Susceptibility  of  causative  organisms  confirmed 

The  results  of  susceptibility  tests  will,  in  most  cases, 
demonstrate  the  causative  organisms’  sensitivity  to 
GARAMYCIN  Injectable.  However,  the  decision  to 
continue  therapy  with  this  drug  should  also  be  based  on 
the  severity  of  the  infection  and  the  important  additional 
concepts  contained  in  the  Warning  Box. 

■ Relatively  low  incidence  of  adverse  reactions 

Risk  of  toxic  reactions  is  low  in  patients  with  normal 
renal  function  who  do  not  receive  GARAMYCIN  Injectable 
at  higher  doses  or  for  longer  periods  of  time  than 
recommended. 


n serious  gram-negative  infections 
[pneumonia,  urinary  tract  infections, 
septicemia,  and  wound  infections)* 

3ue  to  susceptible  organisms 


■ Bacterial  resistance  has  not  been  a problem 

In  the  laboratory,  resistance  has  been  demonstrated 
to  develop  slowly  in  stepwise  fashion.  No  one-step 
mutations  to  high  resistance  have  been  reported  to  date. 


On  all  in-patient 
services... 


Garamycin 

gentamicin  I intertable 


gentamicin 

sulfate 


injectable 
I.M./I.V 


40  mg.  per  cc. 

Each  cc.  contains 
gentamicin  sulfate  equivalent 
to  40  mg.  gentamicin 


WARNING 

Patients  treated  with  GARAMYCIN  Injectable  should  be 
under  close  clinical  observation  because  of  the 
potential  toxicity  associated  with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory,  can  occur 
in  patients,  primarily  those  with  pre-existing  renal 
damage,  treated  with  GARAMYCIN  Injectable,  usually 
for  longer  periods  or  with  higher  doses  than 
recommended. 

GARAMYCIN  Injectable  is  potentially  nephrotoxic, 
and  this  should  be  kept  in  mind  when  it  is  used  in 
patients  with  pre-existing  renal  impairment. 

Monitoring  of  renal  and  eighth  nerve  function  is 
recommended  during  therapy  of  patients  with  known 
impairment  of  renal  function.  This  testing  is  also 
recommended  in  patients  with  normal  renal  function  at 
onset  of  therapy  who  develop  evidence  of  nitrogen 
retention  (increasing  BUN,  NPN,  creatinine  or  oliguria). 
Evidence  of  ototoxicity  requires  dosage  adjustments 


or  discontinuance  of  the  drug. 

In  event  of  overdose  or  toxic  reactions,  peritoneal 
dialysis  or  hemodialysis  will  aid  in  removal  of 
gentamicin  from  the  blood. 

Serum  concentrations  should  be  monitored  when 
feasible  and  prolonged  concentrations  above  12  meg./ 
ml.  should  be  avoided. 

Concurrent  use  of  other  neurotoxic  and/or  nephro- 
toxic drugs,  particularly  streptomycin,  neomycin, 
kanamycin,  cephaloridine,  viomycin,  polymyxin  B,  and 
polymyxin  E (colistin),  should  be  avoided. 

The  concurrent  use  of  gentamicin  with  potent 
diuretics  should  be  avoided,  since  certain  diuretics  by 
themselves  may  cause  ototoxicity.  In  addition,  when 
administered  intravenously,  diuretics  may  cause  a rise 
in  gentamicin  serum  level  and  potentiate  neurotoxicity. 
USAGE  IN  PREGNANCY  Safety  for  use  in  pregnancy 
has  not  been  established. 


See  Clinical  Considerations  section  which  follows . . . 


On  all  in-patient  services... 
in  hospital-acquired  gram-negative  infections* 


GARAMYCIN"  Injectable,  brand  of  gentamicin 
sulfate  U.S.P.,  injection,  40  mg./cc. 

Each  cc.  contains  gentamicin  sulfate  equivalent 

to  40  mg,  gentamicin 

For  Parenteral  Administration 


WARNING 

Patients  treated  with  GARAMYCIN  Inject- 
able should  be  under  close  clinical 
observation  because  of  the  potential 
toxicity  associated  with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory, 
can  occur  in  patients,  primarily  those 
with  pre-existing  renal  damage,  treated  with 
GARAMYCIN  Injectable,  usually  for 
longer  periods  or  with  higher  doses  than 
recommended. 

GARAMYCIN  Injectable  is  potentially 
nephrotoxic,  and  this  should  be  kept  in  mind 
when  it  is  used  in  patients  with  pre-existing 
renal  impairment. 

Monitoring  of  renal  and  eighth  nerve 
function  is  recommended  during  therapy  of 
patients  with  known  impairment  of  renal 
function.  This  testing  is  also  recommended 
in  patients  with  normal  renal  function  at 
onset  of  therapy  who  develop  evidence  of 
nitrogen  retention  (increasing  BUN,  NPN, 
creatinine  or  oliguria).  Evidence  of  ototox- 
icity requires  dosage  adjustments  or 
discontinuance  of  the  drug. 

In  event  of  overdose  or  toxic  reactions, 
peritoneal  dialysis  or  hemodialysis  will  aid 
in  removal  of  gentamicin  from  the  blood. 

Serum  concentrations  should  be  moni- 
tored when  feasible  and  prolonged 
concentrations  above  12  meg. /ml.  should 
be  avoided. 

Concurrent  use  of  other  neurotoxic 
and/or  nephrotoxic  drugs,  particularly 
streptomycin,  neomycin,  kanamycin,  cepha- 
loridine,  viomycin,  polymyxin  B,  and 
polymyxin  E (colistin),  should  be  avoided. 

The  concurrent  use  of  gentamicin  with 
potent  diuretics  should  be  avoided,  since 
certain  diuretics  by  themselves  may  cause 
ototoxicity.  In  addition,  when  administered 
intravenously,  diuretics  may  cause  a rise  in 
gentamicin  serum  level  and  potentiate 
neurotoxicity. 

USAGE  IN  PREGNANCY  Safety  for  use 
in  pregnancy  has  not  been  established. 


INDICATIONS  GARAMYCIN  Injectable  is 
indicated,  with  due  regard  for  relative  toxicity  of 
antibiotics,  in  the  treatment  of  serious  infections 
caused  by  susceptible  strains  of  the  following 
microorganisms: 

Pseudomonas  aeruginosa,  Proteus  species 
(indole-positive  and  indole-negative),  Escherichia 
coli  and  Klebsiella-Enterobacter-Serratia  species. 

Clinical  studies  have  shown  GARAMYCIN 
Injectable  to  be  effective  in  septicemia  and  serious 
infections  of  the  central  nervous  system  (meningitis), 
urinary  tract,  respiratory  tract,  gastrointestinal  tract, 
skin  and  soft  tissue  (including  burns). 

Bacteriologic  tests  to  determine  the  causative 
organisms  and  their  susceptibility  to  gentamicin 
should  be  performed. 


Garamvan 

gentamicin  I injectable 
sulfate 


Also  available: 

GARAMYCIN®  Pediatric  Injectable,  10  mg.  per  cc. 


L.M./iy. 

40mg.percc. 

Each  cc.  contains 
gentamicin  sulfate  equivalent 
to  40  mg.  gentamicin 


Bacterial  resistance  to  gentamicin  develops  slowly 
in  stepwise  fashion;  there  have  been  no  one-step 
mutations  to  high  resistance. 

In  suspected  or  documented  gram-negative 
sepsis,  GARAMYCIN  may  be  considered  as  initial 
therapy.  The  decision  to  continue  therapy  with  this 
drug  should  be  based  on  the  results  of  susceptibility 
tests,  the  severity  of  the  infection,  and  the  important 
additional  concepts  contained  in  the  Warning  Box. 

In  the  neonate  with  suspected  sepsis  or  staphylo- 
coccal pneumonia,  a penicillin  type  drug  is  usually 
indicated  as  concomitant  antimicrobial  therapy. 

GARAMYCIN  Injectable  has  been  shown  to  be 
effective  in  serious  staphylococcal  infections.  It 
may  be  considered  in  those  infections  when  peni- 
cillins or  other  less  potentially  toxic  drugs  are 
contraindicated  and  bacterial  susceptibility  testing 
and  clinical  judgment  indicate  its  use. 
CONTRAINDICATIONS  A history  of  hypersensi- 
tivity to  gentamicin  is  a contraindication  to  its  use. 
WARNINGS  See  Warning  Box. 

PRECAUTIONS  Neuromuscular  blockade  and 
respiratory  paralysis  have  been  reported  in  the  cat 
receiving  high  doses  (40  mg. /kg.)  of  gentamicin. 

The  possibility  of  these  phenomena  occurring  in 
man  should  be  considered  if  gentamicin  is  admin- 
istered to  patients  receiving  neuromuscular  blocking 
agents  such  as  succinylcholine  and  tubocurarine. 

Treatment  with  gentamicin  may  result  in  over- 
growth of  nonsusceptible  organisms.  If  this  occurs, 
appropriate  therapy  is  indicated. 

ADVERSE  REACTIONS 

Nephrotoxicity:  Adverse  renal  effects,  as  demon- 
strated by  rising  BUN,  NPN,  serum  creatinine  and 
oliguria,  have  been  reported.  They  occur  more 
frequently  in  patients  with  a history  of  renal  impair- 
ment treated  with  larger  than  recommended  dosage. 

Neurotoxicity:  Adverse  effects  on  both  vestibular 
and  auditory  branches  of  the  eighth  nerve  have 
been  reported  in  patients  on  high  dosage  and/or 
prolonged  therapy.  Symptoms  include  dizziness, 
vertigo,  tinnitus,  roaring  in  the  ears  and  hearing  loss. 

Numbness,  skin  tingling,  muscle  twitching,  and 
convulsions  have  also  been  reported. 

Note:  The  risk  of  toxic  reactions  is  low  in  patients 
with  normal  renal  function  who  do  not  receive 
GARAMYCIN  Injectable  at  higher  doses  or  for 
longer  periods  of  time  than  recommended. 

Other  reported  adverse  reactions,  possibly  related 
to  gentamicin,  include  Increased  serum  transami- 
nase (SGOT,  SGPT),  increased  serum  bilirubin, 
transient  hepatomegaly,  decreased  serum  calcium; 
splenomegaly,  anemia,  increased  and  decreased 
reticulocyte  counts,  granulocytopenia,  thrombocy- 
topenia, purpura;  fever,  rash,  itching,  urticaria, 
generalized  burning,  joint  pain,  laryngeal  edema; 
nausea,  vomiting,  headache,  increased  salivation, 
lethargy  and  decreased  appetite,  weight  loss, 
pulmonary  fibrosis,  hypotension  and  hypertension. 
DOSAGE  AND  ADMINISTRATION  GARAMYCIN 
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intravenously. 
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usual  dosage  is  80  mg.  (2  cc.)  three  times  daily. 

For  patients  weighing  60  kg.  (132  lb.)  or  less,  the 


usual  dose  is  60  mg.  (1.5  cc.)  three  times  daily. 
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reduced  to  3 mg. /kg. /day  as  soon  as  clinically 
indicated. 

*ln  children  and  infants,  the  newborn,  and 
patients  with  impaired  renal  function,  dosage  must 
be  adjusted  in  accordance  with  instructions  set 
forth  in  the  Package  Insert. 

For  Intravenous  Administration: 

The  intravenous  administration  of  GARAMYCIN 
Injectable  is  recommended  in  those  circumstances 
when  the  intramuscular  route  is  not  feasible  (e.g., 
patients  in  shock,  with  hematologic  disorders,  with 
severe  burns,  or  with  reduced  muscle  mass). 

For  intravenous  administration,  in  adults,  a single 
dose  of  GARAMYCIN  Injectable  may  be  diluted  in 
100  or  200  cc.  of  sterile  normal  saline  or  in  a sterile 
solution  of  dextrose  5%  in  water;  in  infants  and 
children,  the  volume  of  diluent  should  be  less.  The 
concentration  of  gentamicin  in  solution,  in  both 
instances  should  normally  not  exceed  1 mg./cc. 

(0.1  %).  The  solution  is  infused  over  a period  of 
1 to  2 hours. 

The  recommended  dose  for  intravenous  adminis- 
tration is  identical  to  that  recommended  for  intra- 
muscular use. 

GARAMYCIN  Injectable  should  not  be  physically 
pre-mixed  with  other  drugs,  but  should  be  adminis- 
tered separately  in  accordance  with  the  recom- 
mended route  of  administration  and  dosage 
schedule. 

HOW  SUPPLIED  GARAMYCIN  Injectable,  40  mg. 
per  cc.,  2 cc.  multiple-dose  vials  for  parenteral 
administration. 

Also  available,  GARAMYCIN  Pediatric  Injectable, 
10  mg.  per  cc.,  2 cc.  multiple-dose  vials  for 
parenteral  administration.  APRIL,  1972 
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For  more  complete  prescribing  details,  consult 
Package  Insert  or  Physicians'  Desk  Reference. 
Schering  literature  is  also  available  from  your 
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Department,  Schering  Corporation,  Kenilworth, 
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in  the  news 


JACK  C.  WHITE.  M.D.,  Paoli.  has 
been  elected  to  fellowship  in  the 
Philadelphia  Academy  of  Surgery.  Dr. 
White  is  chairman  of  the  department  of 
surgery  at  Paoli  Memorial  Hospital, 
surgical  consultant  at  the  VA  Hospital 
at  Coatesville  and  a member  of  the  sur- 
gical staff  of  the  Chester  County  Hospi- 
tal. 


DR.  BOWERS  DR.  FISHMAN 


PAUL  A.  BOWERS.  M.D.,  Phila- 
delphia, professor  of  obstetrics  and  gy- 
necology at  Jefferson  Medical  College 
of  Thomas  Jefferson  University,  has 
been  elected  president  of  the  medical 
college's  alumni  association.  He  is  a 
recent  recipient  of  the  U.S.  Army  Out- 
standing Civilian  Service  Medal. 

ALFRED  P.  FISHMAN.  M.D., 
professor  of  medicine  and  associate 
dean  of  the  University  of  Pennsylvania 
School  of  Medicine,  has  been  named 
the  first  incumbent  of  the  William  Maul 
Measey  Professorship  of  Medicine.  Dr. 
Fishman  is  director  of  the  cardiopul- 
monary division  of  the  Hospital  of  the 
University  of  Pennsylvania  and 
director  of  the  new  Specialized  Center 
of  Research  on  Pulmonary  Diseases  at 
Pennsylvania. 

JAMES  S.  JORDAN,  M.D.,  chief  of 
ophthalmology  at  Mercy  Hospital, 
Scranton,  is  the  recipient  of  the  "Silver 
Tray  Award”  presented  in  recognition 
of  his  long  service  by  Wills  Eye  Hospi- 
tal, Philadelphia.  He  is  a member  of  the 
American  Academy  of  Ophthalmology 
and  Otolaryngology  and  a fellow  of  the 
American  Board  of  Ophthalmology. 

FRANCIS  V.  COSTELLO.  M.D., 
Williamsport  orthopedic  surgeon,  has 
been  recognized  for  his  work  with 
crippled  children  and  the  physically 
handicapped  by  a citation  from  the 
American  Legion.  He  has  also  been 
named  recipient  of  the  annual  broth- 
erhood award  of  the  Lycoming  Chapter 
of  the  National  Conference  of  Chris- 
tians and  Jews. 


J.  DeWOLF  S1LBERMAN,  M.D., 
Annville,  has  been  awarded  the  Ann- 
ville-Cleona  Jaycees  annual  Communi- 
ty Service  Award  in  recognition  of 
forty-two  years  of  service  to  his  com- 
munity. 

OREN  W.  GUNNET.  M.D., 
Codorus,  has  been  honored  at  a dinner 
given  by  the  Jefferson  Lions  Club  in  ap- 
preciation of  forty-one  years  of  com- 
munity service. 

A $1  million  national  scholarship 
program  to  Haverford  College  has  been 
established  in  honor  of  JONATHAN 
E.  RHOADS.  M.D.,  professor  of  sur- 
gery at  the  University  of  Pennsylvania 
School  of  Medicine  and  director  of  the 
department  of  surgery  at  Pennsylvania 
Hospital.  The  Magill-Rhoads  scholar- 
ships were  created  from  a contribution 
by  a Haverford  graduate,  James  P. 
Magill,  Philadelphia,  in  honor  of  Dr 
Rhoads,  also  an  alumnus. 

ETHEL  WEINBERG,  M.D.,  as- 
sociate dean  at  the  Medical  College  of 
Pennsylvania,  was  recently  elected 
chairman  of  the  newly  formed  North 
Eastern  Region  Group  on  Medical  Ed- 
ucation of  the  American  Association  of 
Medical  Colleges. 

ROBERT  KAYE,  M.D.,  Philadel- 
phia, has  been  appointed  professor  and 
chairman  of  the  department  of  pediat- 


rics at  Hahnemann  College  and  Hos- 
pital. He  was  previously  deputy 
physician-in-chief  of  Children's  Hospi- 
tal. Dr.  Kaye  served  as  president  of  the 
Philadelphia  Diabetes  Research  Forum 
in  1970-71  and  was  on  the  board  of 
governors  of  the  Delaware  Valley 
Diabetes  Association  in  1971. 

PHILLIP  J.  MARONE,  M.D.,  has 
been  selected  official  physician  for  the 
Philadelphia  Phillies.  He  is  chief  of  the 
department  of  orthopedics  at  Methodist 
Hospital,  Philadelphia,  and  a clinical 
associate  professor  of  orthopedics  at 
Jefferson  Medical  College  of  Thomas 
Jefferson  University.  He  is  a fellow  of 
the  American  College  of  Surgeons  and 
is  certified  by  the  American  Board  of 
Orthopedic  Surgery. 

DORIS  G.  BARTUSKA,  M.D.,  as- 
sociate professor  of  medicine  at  the 
Medical  College  of  Pennsylvania,  has 
been  elected  to  membership  in  the 
Lawson  Wilkins  Pediatric  Endocrine 
Society. 

HERBERT  S.  BOWMAN,  M.D., 
has  received  board  certification  in  the 
subspecialty  of  blood  banking  by  the 
American  Board  of  Pathology.  Dr. 
Bowman,  who  is  co-director  of 
hematology  at  Harrisburg  Hospital,  is 
one  of  five  physicians  in  the  state  to  be 
certified  by  this  specialty  examination. 


THREE  PHILADELPHIA  MEDICAL  LEADERS  exchange  greetings  at  the  annual 
Sunday  medical  staff  brunch  of  the  Albert  Einstein  Medical  Center.  They  are  (left 
to  right)  Arthur  L.  Schneeberg,  M.D.,  president  of  the  medical  staff  of  the  Northern 
Division;  Milton  M.  Perloff,  M.D.,  president-elect  of  the  hospital's  medical  staff; 
and  Brooke  Roberts,  M.D.,  president  of  the  Philadelphia  County  Medical  Society. 
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Safeguarding  the  privilege 


Legislation  on  new  evidentiary  rules,  proposed  by  the 
Committee  of  the  Judicial  Conference  and  submitted  by  the 
U.S.  Chief  Justice,  is  being  considered  by  Congress.  If 
approved,  the  new  rules  would  abolish  the  physician-patient 
privilege  in  federal  proceedings  with  the  exception  of 
physician-patient  communications  in  psychotherapy.  The 
Congress,  fortunately,  has  postponed  the  effective  date  of 
these  new  rules  of  evidence  until  this  session  of  Congress  ad- 
journs in  order  to  have  more  time  to  study  the  proposed  rules, 
and  the  bill  was  signed  into  law  by  President  Nixon. 

While  it  is  true  that  complete  privilege  can  result  in  miscar- 
riage of  justice,  complete  abolition  of  privilege  can  and  will 
undermine  the  physician  in  the  performance  of  his  practice. 

Physician-patient  privilege  is  one  of  the  traditional  tenets 
of  medicine.  First  espoused  by  Hippocrates,  father  of  medi- 
cine, the  concept  of  privileged  communication  was  adopted 
by  the  AMA  in  the  Code  of  Ethics.  There  are  other  tradi- 
tional protected  relationships  in  modern  society,  such  as 
lawyer-client,  priest-penitent,  and  reporter-source  of  infor- 
mation. 

Confidential  communications  between  a patient  and  his 
physician  are  often  necessary  for  proper  diagnosis  and  treat- 
ment. Since  what  may  be  considered  confidential  by  one  pa- 
tient may  not  be  considered  so  by  another,  the  patient  should 
be  the  judge  and  therefore,  the  possessor  of  the  privilege.  Any 
revelation  by  the  physician  without  consent  is  a breach  of  the 
right  to  privacy.  Many  states  have  laws  protecting  the 
physician-patient  relationship  and  in  one,  Michigan,  there 
are  criminal  sanctions  for  unauthorized  disclosures. 

Some  medical  problems  can  and  should  be  reportable  such 
as  the  battered  child  syndrome  or  dangerous  communicable 


diseases.  Psychiatric  records,  on  the  other  hand,  should  be 
held  in  the  strictest  confidence.  Venereal  disease  or  drug  ad- 
diction records  ought  not  to  be  reportable  since  disclosure 
may  limit  patients  in  obtaining  suitable  employment.  In  the 
latter  cases  especially,  the  physician  may  find  himself 
entangled  in  the  problem  of  the  status  of  minors.  These  few 
examples  serve  to  illustrate  that  there  already  exists  a wide 
spectrum  in  the  physician-patient  privilege. 

One  of  the  thorniest  problems  concerning  privileged  com- 
munications that  faces  medicine  today  is  that  of  the  hospital 
record.  The  New  England  Journal  of  Medicine  warned  as 
early  as  1964  that  a medical  record  “should  be  considered  a 
potentially  public  record,  at  least  so  far  as  legal  actions  are 
concerned.”  With  more  hospitals  turning  to  computerization 
of  records,  the  possibility  increases  for  private  individuals  or 
organizations  to  obtain  privileged  material.  Third  parties 
care  little  about  the  bond  of  trust  established  between  the 
physician  and  the  patient.  Hospital  records  are  not  and 
should  not  be  treated  as  corporation  records.  Necessary  con- 
trols must  be  found  to  prevent  non-medical  users  from  ac- 
quiring confidential  information.  Computerization  does  not 
justify  the  compromise  of  privileged  communications. 

The  AMA  has  proposed  that  the  basic  concept  of  the 
physician-patient  relationship  be  retained  and  the  limitations 
insuring  proper  administration  of  justice  be  applied.  If  con- 
cessions on  one  of  the  basic  principles  of  medicine  must  be 
made,  it  would  appear  that  the  AM  A's  proposal  is  the  best  we 
can  hope  to  achieve. 

David  A.  Smith,  M.D. 

Medical  Editor 


Nation’s  attention  focused  on  hypertension 


Recently  the  United  States  Secretary  of  Health,  Educa- 
tion, and  Welfare  announced  that  a nation-wide  program 
would  be  developed  to  inform  the  medical  profession  and  the 
public  on  high  blood  pressure,  the  most  common  disease  of 
the  heart  and  blood  vessels.  He  appointed  two  committees  to 
help  plan  this  effort.  One  of  the  two  committees,  a Hyperten- 
sion Information  and  Education  Advisory  Committee,  is 
composed  of  twelve  non-government  members,  chcfsen  for 
their  specialized  knowledge  of  hypertension  or  com- 
munications. The  second  committee,  an  Interagency  Work- 
ing Group  ot  government  employees,  is  composed  of  repre- 
sentatives of  federal  agencies  who  will  promote  exchange  of 
scientific  information  and  coordinate  the  program  in  the  pro- 
fessional community. 

The  Hypertension  Information  and  Education  Advisory 
Committee  has  recommended  a four-step  plan  for  launching 
a National  Hypertension  Program:  ( 1 ) development  of  a con- 
sistent terminology  and  common  standards  for  treatment;  (2) 
education  of  professional  health  workers;  (3)  a widespread 
program  Qf  public  information  on  hypertension;  and  (4)  a 
study  of  the  impact  of  an  expanded  hypertension  program  on 
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the  health  care  delivery  system,  including  assessment  of  the 
need  for  additional  resources.  In  order  to  accomplish  those 
objectives,  four  task  forces  have  been  appointed  by  the  Secre- 
tary of  Health,  Education,  and  Welfare. 

In  announcing  the  plan,  the  secretary  noted  that  hyperten- 
sion may  cause  the  deaths  of  as  many  as  60,000  Americans 
each  year,  and  that  it  plays  a major  role  in  deaths  from  stroke 
and  heart  attacks.  It  is  further  estimated  that  23  to  25  million 
Americans  have  hypertension,  but  that  less  than  half  of  these 
have  been  identified  as  hypertensive;  and  of  those  so  iden- 
tified, no  more  than  half  receive  any  form  of  therapy.  Former 
HEW  Secretary  Elliot  Richardson  has  stated:  “We  can 
prevent  many  of  these  deaths  if  we  mount  a program  to  in- 
form both  the  profession  and  the  general  public  about  the 
benefits  of  early  detection  and  management.  We  need  to  put 
our  scientific  knowledge  into  practice  as  quickly  as  possible.” 

Subsequently,  the  Board  of  T rustees  of  the  American  Med- 
ical Association  approved  the  appointment  of  a special  Advi- 
sory Committee  on  Hypertension  to  assist  in  the  develop- 
ment of  a program  which  would  be  coordinated  with  the  fed- 
eral activities.  This  committee  urges  all  physicians  to  cooper- 
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ate  fully  in  a national  program  to  combat  hypertension.  The 
AMA  committee  has  based  its  conclusions  on  available  sta- 
tistics which  indicate  that  the  number  of  persons  with  essen- 
tial hypertension  is  so  great  and  the  benefits  of  treatment  so 
significant  that  the  committee  feels  obligated  to  recommend 
that  vigorous  treatment  be  started  without  delay  when  hyper- 
tension is  diagnosed  (except  as  noted  below).  In  order  to  fa- 
cilitate detection  of  the  disease,  the  committee  also  encour- 
ages all  physicians,  regardless  of  their  specialty,  to  routinely 
measure  the  blood  pressure  of  every  patient  seeking  care  for 
any  complaint. 

In  keeping  with  the  results  of  a study  conducted  in  a Veter- 
ans Administration  hospital  by  Freis  and  his  associates,1 
persons  whose  diastolic  pressures  are  found  initially  to  be 
105  mm.  Hg  or  higher  should  receive  effective  antihyper- 
tensive medication  and  should  be  followed  on  a regular 
basis.  If  the  diastolic  pressure  averages  90  to  104  mm.  Hg, 
the  need  for  therapy  should  be  judged  in  the  light  of  other 
clinical  factors.  Those  for  whom  drug  therapy  is  not 
thought  to  be  indicated  should  be  advised  to  have  regular 
follow-up  examinations. 

The  AMA  committee  notes  that  an  adequate  decrease  of 
relatively  slight  elevations  of  blood  pressure  may  be  ob- 
tained simply  by  treatment  with  an  oral  diuretic.  Patients 
who  do  not  respond  to  the  diuretic  drug  alone,  as  well  as 
those  with  greatly  elevated  initial  blood  pressure,  may 
require  a second  or  even  a third  drug  for  adequate  control. 
Specific  recommendations  on  drugs,  drug  combinations, 
and  dosages  for  the  treatment  of  hypertension  may  be  found 
in  AMA  Drug  Evaluations. 

This  committee  advises  that  patients  who  are  placed  on 
antihypertensive  drug  therapy  should  be  instructed  that  the 
medication  must  be  taken  regularly,  and  that  their  response 
to  treatment  needs  to  be  carefully  monitored.  A major  con- 
sideration in  maintaining  long-term  blood  pressure  control 
is  to  be  sure  that  the  patient  will  continue  antihypertensive 
medication.  This  can  be  accomplished  by: 

(1)  Educating  the  patient  as  to  the  necessity  of  lifetime 
observation  and  treatment,  even  though  he  may  be  asymp- 
tomatic. The  importance  of  daily  medication  must  be 
stressed  and  the  patient  must  realize  that  the  risks  of  un- 
treated hypertension— particularly  stroke,  heart  failure,  and 
renal  failure — are  markedly  reduced  by  long-term  medica- 
tion. Much  of  this  patient  education  can  be  accomplished 
by  the  physician’s  office  personnel. 

(2)  Developing  a systematic  office  procedure  and  plan  for 
the  hypertensive  patient,  the  importance  of  which  has  been 
stressed  by  Wilber.2  This  not  only  improves  patient  compli- 
ance but  also  materially  reduces  physician  time  and  allows 
the  physician  to  make  maximum  use  of  allied  health  per- 
sonnel for  continuing,  long-term  management.  The  system- 
atic selection  of  drugs  in  a stepwise  treatment  plan, 
avoiding  excessively  potent  drugs  or  combinations  of  drugs, 

Dr.  Moyer,  professor  of  medicine  at  Hahnemann  Medi- 
cal College,  Philadelphia,  and  member  of  the  PMS 
Council  on  Education  and  Science,  is  a member  of  the 
Hypertension  Information  and  Education  Advisory 
Committee  to  the  Secretary  of  Health,  Education,  and 
Welfare,  and  of  the  Committee  on  Hypertension  of  the 
American  Medical  Association.  This  editorial  is  a status 
report  on  the  work  of  these  committees. 


will  help  to  avoid  unpleasant  side  effects.  The  physician 
should  be  frank  with  his  patients.  He  should  not  unduly 
frighten  them,  but  neither  should  they  be  reassured  unless 
such  reassurance  is  warranted.  Every  patient  must  be 
impressed  with  the  fact  that  medication  should  not  be  dis- 
continued when  normal  blood  pressure  levels  are  reached, 
since  the  hypertension  will  eventually  recur  if  the  antihyper- 
tensive drugs  are  discontinued. 

The  cost  to  the  community  of  providing  detection,  diag- 
nostic, and  therapeutic  procedures  for  hypertension  will 
depend  on  the  community’s  interest  in  and  capability  of  al- 
locating the  resources  which  will  be  required  for  that  pur- 
pose. In  view  of  the  large  number  of  patients  with  hyperten- 
sion, it  is  obvious  that  if  all  people  with  this  problem  are  to 
be  brought  under  control,  allied  health  personnel  will 
become  the  key  to  both  immediate  and  long-term  care  and 
follow-up.  The  need  for  this  group  of  health  care  personnel 
must  be  appreciated  and  their  education  must  become  a 
major  objective. 

It  seems  unlikely  that  major  financial  support  will  be 
provided  by  the  federal  government.  Therefore  it  is  neces- 
sary to  deploy  existing  resources  into  systems  of  health  care. 
In  addition  to  physician  orientation,  a favorable  public  atti- 
tude must  be  developed  toward  assigning  allied  health  per- 
sonnel a greater  responsibility  in  primary  patient  care  as  a 
major  objective  in  community  planning. 

The  first  phase  of  this  effort — detection  of  hyper- 
tension— can  be  carried  out  in  multiphasic  screening  pro- 
grams, paramedical  care  programs,  routine  physician  medi- 
cal care  activities,  and  other  industrial  and  public  services. 
Here,  too,  allied  health  personnel  should  be  employed  as  ef- 
fectively as  possible. 

John  H.  Moyer,  M.D.,  D.Sc. 

Philadelphia 
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Confluence  73— Theme  of  AMA  Convention 

The  message  of  this  symbol  is  “A  Major  Confluence  of 
Medical  Knowledge,”  the  theme  of  the  1973  AMA  An- 
nual Convention  to  be  held  in  New  York  City  June  23- 
27.  It  is  an  opportunity  for  all  physicians  to  converge 
on  the  changing  world  of  medicine  through  the  larg- 
est medical  meeting  in  the  world.  Special  demon- 
stration exhibits,  scientific  sessions,  and  eighteen 
postgraduate  courses  are  aihong  the  features.  The 
New  York  Coliseum  is  the  scene  for  general  registra- 
tion, exhjbits,  and  scientific  meetings.  Write  immedi- 
ately to  the  Circulation  and  Records  Department  of 
the  AMA,  {535  N.  Dearborn  St.,  Chicago,  III.  60610  for 
advance  registration  information. 
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Lest  we  forget 

To  the  Editor: 

In  October  1 972  the  Philadelphia  Delegation  to  the  House 
of  Delegates  gave  positive  evidence  that  there  is  substance  to 
the  appellation  “City  of  Brotherly  Love”  by  sponsoring  a res- 
olution to  lend  financial  support  to  the  Luzerne  County  Med- 
ical Society  in  order  to  rebuild  their  society  headquarters 
building  which  was  destroyed  in  the  recent  devastating  flood. 

A “voluntary  contribution"  was  to  have  been  added  to  the 
yearly  dues  billing  of  the  Pennsylvania  Medical  Society.  Un- 
fortunately, the  computer  balked  at  this  added  work  load  and 
necessitated  a personal  letter  from  Dr.  Robert  Sanford,  presi- 
dent of  the  State  Society,  requesting  a contribution. 

Like  myself,  perhaps  many  of  you  found  this  confusing 
and  have  not  responded.  If  so,  please  send  your  gift  immedi- 
ately— the  need  is  urgent,  its  worthiness  unchallenged.  Make 
your  check  payable  to  "Educational  and  Scientific  Trust — 
Flood,”  and  send  it  to  "Luzerne  County  Flood  Fund,"  care  of 
the  Pennsylvania  Medical  Society,  20  Erford  Road, 
Lemoyne,  Pa.  17043. 

Incidentally,  your  contribution  is  tax  deductible.  Send  it 
today — “Lest  We  Forget.” 


When  his  mistake  was  revealed,  the  builder  took  action 
to  preserve  all  of  the  parts  of  the  building  and  has  them 
ready  for  reconstruction  at  a more  suitable  site. 

Many  interested  historical  and  community  groups  are 
now  working  to  create  a suitable  historical  site  where  this 
home  can  be  reconstructed  and  honored  in  a manner  suita- 
ble to  the  memory  of  this  great  Philadelphia  physician. 

The  purpose  of  this  letter  is  to  ask  you  to  write  to  your 
representatives  in  Harrisburg  to  support  House  Bill  327  in- 
troduced by  Frank  A.  Salvatore  of  Philadelphia. 

This  bill  asks  the  state  to  create  the  “Benjamin  Rush 
State  Park”  on  an  area  of  approximately  600  acres  of  land 
comprising  part  of  the  grounds  of  the  Philadelphia  State 
Hospital  in  Northeast  Philadelphia.  This  would  mean  that 
Benjamin  Rush's  boyhood  home  would  be  erected  on  land 
about  a mile  from  his  birthplace. 

While  there  are  several  historical  organizations  interest- 
ed, it  is  only  fitting  that  the  greatest  support  for  this  project 
come  from  Benjamin  Rush's  medical  descendants  in  the 
state  to  which  he  gave  so  much. 

Please  write  to  your  representative  in  Harrisburg  and  ask 
him  to  support  House  Bill  327. 


James  B.  Donaldson,  M.D.,  Vice-President 
Philadelphia  County  Medical  Society 

Support  Benjamin  Rush  Park 

To  the  Editor: 

Philadelphia  and  Pennsylvania  physicians  need  not  be 
reminded  of  the  great  contributions  of  Benjamin  Rush  to 
the  history  of  medicine  in  our  city  and  state.  This  surgeon- 
general  of  the  Continental  Army,  signer  of  the  Declaration 
of  Independence,  member  of  the  Continental  Congress,  first 
professor  of  chemistry  at  the  University  of  Pennsylvania 
School  of  Medicine,  and  father  of  American  psychiatry  was 
a controversial  person  who  dared  stand  up  to  the  establish- 
ment of  his  day.  He  was  one  of  the  few  physicians  who 
remained  in  Philadelphia  at  dire  peril  to  themselves,  work- 
ing day  and  night  during  the  yellow  fever  epidemic  of  1 793. 

Perhaps  more  than  any  other  physician  in  colonial  histo- 
ry, he  dedicated  more  of  himself  to  the  health  and  welfare 
of  the  people  of  Philadelphia  and  to  the  organization  of  the 
fledgling  University  of  Pennsylvania  School  of  Medicine 
than  any  other  person. 

Benjamin  Rush  was  born  in  1746  in  a stone  house  in 
what  was  then  the  Byberry  Township.  This  old  stone  home 
located  just  north  of  Red  Lion  Road  became  part  of  the 
Torresdale  section  of  Philadelphia  when  the  small  towns  in 
Philadelphia  were  incorporated  into  the  city  late  in  the  last 
century.  The  Rush  house  stood  occupied  until  about  ten 
years  ago  when  an  enterprising  builder  took  over  the  prop- 
erty. 

The  builder  did  not  realize  the  historical  value  of 
preserving  the  home  of  a signer  of  the  Declaration  of  Inde- 
pendence and  moved  in  with  a “smash  everything — let’s 
build  some  row  houses"  complex.  The  Rush  house  fell 
under  a bulldozer. 


Joseph  J.  Toland  III,  M.D. 

Benjamin  Rush  House  Restoration  Committee 
Philadelphia 
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special  report 


Medicine  today — where  we  stand 


ROBERT  POOLE,  M.D. 
West  Chester 


It  is  with  a sense  of  panic  that  we  in  medicine  today  feel 
the  walls  closing  in  around  us — with  PSROs,  HMOs, 
utilization  committees,  flying  squads  of  nurses  who  know 
how  long  our  patients  should  be  in  the  hospital,  hospital  ad- 
ministrators, malpractice  lawyers,  insurance  companies, 
comprehensive  regional  planning  commissions,  insurance 
commissioners,  and  patients  armed  with  copies  of  Ladies' 
Home  Journal.  All  of  them  seem  to  know  how  to  treat  the 
sick  patient  better  than  we  do. 

Although  regulation  to  insure  the  high  quality  of  the 
practice  of  medicine  is  good,  it  is  becoming  clear  to  the 
practicing  physician  that  freedom  is  his  most  treasured  pos- 


therapeutic  drugs  to  patients  who  might  otherwise  be  insti- 
tutionalized for  life.  Our  mental  hospitals  have  empty  build- 
ings standing  as  monuments  to  the  progress  we  have  made. 
We  are  dispensing  antibiotics  and  vaccines  to  control  infec- 
tious disease  and  use  chemotherapeutic  anti-cancer  drugs 
that  were  unknown  ten  years  ago. 

Postoperative  patients  come  into  the  office  with  five,  ten, 
and  fifteen  year  cancer  survival  rates,  with  artificial  valves 
clicking  in  their  chests,  and  with  pacemakers  maintaining 
physiological  rates.  All  of  this  bears  witness  to  the  great 
strides  of  our  surgical  discipline.  Americans  enjoy  creature 
comforts  to  a degree  undreamed  of  fifty  years  ago.  Yet  all  of 


When  the  author  of  this  article  was  installed  as  president  of  the  Chester 
County  Medical  Society  early  this  year,  he  delivered  an  inaugural  address 
considered  to  be  worthy  of  sharing  with  their  fellow  physicians  in  the  state  by 
many  of  his  constituent  physicians  in  Chester  County.  At  the  request  of  the 
editors,  Dr.  Poole  prepared  this  article  which  is  abstracted  from  that  speech. 


session,  and  most  of  us  are  convinced  that  its  preservation  is 
essential  to  economy  and  ultimately  to  good  patient  care. 

The  explanation  adopted  by  most  physicians  for  this 
threat  to  the  free  practice  of  medicine  is  that  the  promise  of 
free  medical  care  has  also  been  a good  vote-getter  and  that 
we  are  indeed  victims  of  political  exploitation.  I am  not 
sure  that  this  is  the  most  accurate  explanation.  It  is  of  more 
concern  to  me  that  the  medical  community  is  vulnerable  to 
exploitation  of  this  type. 

To  explore  this  situation  consider  two  paradoxes  that 
reveal  the  complexity  of  the  problem. 

The  Patient  Paradox 

As  a family  practitioner,  I am  aware  of  the  tremendous 
progress  we  have  made  in  the  past  fifty  years.  As  a child  my 
sister  almost  died  from  diphtheria.  I never  administer  diph- 
theria vaccine  without  an  acute  consciousness  of  the  service 
rendered.  Shortly  after  my  graduation  from  high  school  my 
closest  friend  developed  poliomyelitis.  While  I have  enjoyed 
the  pursuit  of  my  career  in  the  ensuing  years,  he  has  been 
confined  to  a wheelchair  unable  to  move  either  arms  or  legs 
and  has  typed  out  his  living  with  a stick  in  his  mouth.  It  was 
with  a deep  sense  of  service  that  I participated  in  the  mass  im- 
munization with  Sabin  Vaccine  in  Chester  County  in  1963. 

Only  one  of  my  grandparents  lived  long  enough  for  me  to 
know  him  well,  so  it  was  with  great  excitement  that  I partic- 
ipated in  the  celebration  of  my  parents'  fiftieth  wedding  an- 
niversary recently,  with  all  thirteen  granddaughters  present. 
The  extension  of  life  expectancy  to  more  than  seventy  years 
is  a miracle  of  medical  progress. 

In  the  practice  of  medicine  we  daily  dispense  psycho- 


us  are  aware  of  the  unfortunate  emotional  tone  with  which 
our  society  is  burdened.  It  is  characterized  by  anxiety,  dis- 
trust, and  cynicism.  We  can  conclude  accurately  that  people 
are  living  longer  but  enjoying  it  less. 

The  Political  Paradox 

Consider  a second  paradox  described  in  the  American 
Medical  News  of  October  9,  1972.  A group  of  psychologists 
at  the  University  of  Connecticut  conducted  an  extensive 
survey  in  which  a large  group  of  people  were  asked  to  rate 
the  twenty  major  occupations  in  the  United  States  in  terms 
of  truth,  competence,  and  altruism.  Interestingly  enough, 
physicians  were  first  and  clergymen  second.  These  histori- 
cally are  the  helping  professions.  Used  car  dealers  were 
twentieth  on  the  list,  and  politicians  were  nineteenth.  Yet 
people  in  both  liberal  and  conservative  camps  are  appearing 
with  placards  pleading  with  politicians  to  “bring  us 
together.” 

The  paradox  is:  Why  are  people  turning  to  politicians, 
whom  they  profess  to  trust  least,  for  leadership  in  health 
care  and  similar  problems?  Can  brotherhood  be  legislated, 
happiness  proclaimed,  and  health  care  delivered  like  a com- 
modity? 

A Lesson  for  Us 

A number  of  conclusions  can  be  drawn  from  these  obser- 
vations. First,  the  medical  profession  is  still  held  in  high 
regard  for  the  great  achievements  made  in  combating  or- 
ganic disease.  Second,  people  are  not  enjoying  the  organic 
integrity  with  which  our  scientific  advancement  has  en- 
dowed them.  Third,  the  unhappiness  that  interferes  with  en- 
joyment has  sociologic  roots  and  represents  the  greatest 
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health  problem  of  today.  Fourth,  by  default,  clergymen  and 
physicians  have  failed  to  provide  leadership  in  this  area  of 
poor  human  reconciliation.  Fifth,  patients  are  in  desperate 
quest  of  relief  from  this  burdensome  malady. 

Preserving  our  Rights 

It  is  in  this  sociologic  setting  that  physicians  find  them- 
selves fighting  for  the  right  to  practice  medicine  in  an  unen- 
cumbered relationship  with  their  patients.  If  we  are  to 
preserve  this  freedom,  unity  and  teamwork — a solid  defense 
and  a good  offense  are  required. 

Basic  to  a good  defense  is  a common  agreement  on  what 
we  wish  to  preserve.  All  physicians  must  unite  behind  the 
premise  that  the  best  patient  care  can  be  rendered  only  in 
free  circumstances.  This  will  mean  that  we  must  firmly 
resist  third  parties  who  endeavor  to  promote  programs  that 
are  medically  or  economically  unsound.  We  must  not  coop- 
erate with  every  program  introduced  with  the  justification 
that  if  it  fails,  it  will  not  be  by  virtue  of  our  failure  to  coop- 
erate. 

Unification  under  the  banner  of  organized  medicine  is 
more  important  than  ever  before.  The  country  level,  where 
we  face  the  public,  is  the  area  where  greatest  strength  is 
needed.  I cannot  understand  physicians  who  look  at  or- 
ganized medicine  in  a detached  way  as  a far-off  organiza- 
tion to  which  they  pay  dues  in  order  to  have  a public  rela- 
tions image  created  for  them.  The  only  alternative  to  or- 


ganized medicine  is  disorganized  medicine.  If  we  do 
nothing  during  1973  except  provide  physicians  shaving 
mirrors  with  signs  stating  "You  are  organized  medicine,” 
we  will  be  performing  an  admirable  service. 

To  be  against  something  is  never  enough.  Only  the  offense 
can  score  points  and  ultimately  win.  We  must  pursue 
improved  patient  care  with  vigor.  We  must  use  our  present 
assets;  the  public  admiration  we  have  earned,  our  altruistic 
heritage,  and  the  potential  leadership  the  medical  profession 
could  provide  in  this  period  of  sociologic  illness. 

Conclusion 

Organized  medicine  has  reached  the  crucial  crossroads. 
Some  advocate  that  we  should  follow  the  path  of  idealism. 
Others  see  this  as  an  age  of  practicality  and  hold  that  we 
should  follow  the  road  of  pure  pragmatism.  I suggest  that 
we  pursue  both  courses  of  action.  We  should  develop  a 
pragmatic  defense  for  idealistic  reasons,  but  we  should 
mount  an  idealistic  offense  for  pragmatic  reasons. 

Our  patients  are  pleading  for  health  care  with  both  quan- 
titative and  qualitative  dimensions.  This  is  our  opportunity 
to  confirm  the  public's  admiration,  regain  the  art  of  the 
practice  of  medicine,  and  earn  our  freedom  through  respon- 
sible action  in  the  interests  of  good  patient  care. 

If  we  can  succeed,  we  will  have  an  image  not  built  on 
good  public  relations — but  on  good  relations  with  the 
public. 
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practice  management 


Retirement  can  create  early  problems 

LEIF  C.  BECK,  LL.B. 

Bala  Cynwyd 


While  a large  number  of  medical  practices  are  incorpo- 
rated for  well-publicized  and  apparent  tax  advantages,  too 
many  of  the  corporate  doctors  have  been  disappointed  after 
a year  or  two.  The  disappointment  has  often  been  due  to 
bad  advice  regarding  the  retirement  plan.  Since  the  retire- 
ment plan  is  the  principal  reason  for  incorporating  (indeed 
one  should  almost  surely  not  incorporate  unless  he  es- 
tablishes such  a plan),  this  series  of  articles  will  consider  the 
basic  types  of  plan  which  may  be  adopted. 

My  suggestions  should  obviously  be  of  interest  to  doctors 
considering  incorporation,  for  the  choice  of  plan  lies  shortly 
before  them.  1 have,  however,  encountered  an  increasing 
number  of  existing  corporations  which  are  ready  to  make 
drastic  changes  to  their  retirement  plans.  This  discussion 
will  hopefully  be  as  useful  to  those  corporate  practices. 

I strongly  urge  most  doctors  to  avoid  adopting  any  form 
of  "fixed  benefit  pension  plan."  This  type  of  plan  involves 
an  undertaking  to  provide  each  employee  a stated  or  deter- 
minable monthly  pension  when  he  or  she  reaches  retirement 
age  (usually  65).  A typical  formula,  for  instance,  might  state 
that  each  employee  shall  be  entitled  to  a pension  of  50  per- 
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cent  of  his  final  (or  average)  pay  upon  retirement.  The  cor- 
poration must  thus  contribute  enough  money  each  year  to 
provide,  at  assumed  rates  of  interest,  mortality,  etc.,  that 
pension  for  each  employee  as  he  or  she  reaches  the  desig- 
nated age. 

Actuarial  Nature  of  Fixed  Benefit  Plans 

By  this  described  structure,  a fixed  benefit  pension  calls 
for  varying  contributions  for  each  employee  depending  on 
his  or  her  age.  Far  more  must  be  contributed  each  year,  for 
example,  for  a 50-year-old  employee  than  for  a 30-year-old. 
The  older  person’s  pension  must  be  funded  in  only  fifteen 
years  (to  age  65)  while  the  corporation  has  thirty-five  years 
to  meet  the  younger  person's  same  pension  goal. 

This  contribution-age  differential  is  heavily  emphasized 
by  some  advisors,  particularly  by  those  who  are  oriented  in 
favor  of  life  insurance.  Indeed,  the  fixed  benefit  plan  will 
usually  be  “cheaper”  in  terms  of  providing  for  the  nonr 
professional  employees  than  will  the  plans  I recommend. 
The  aides  are  in  so  many  cases  considerably  younger  than 
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the  doctor(s)  that  the  difference  may  be  dramatic — perhaps 
upwards  of  $ 1 ,000  for  a nurse  or  secretary  under  age  25. 

The  economy  of  a fixed  benefit  plan  has  its  own  costs, 
however,  and  these  costs  have  often  not  become  apparent 
for  several  years.  A primary  problem  is  that  such  a plan 
requires  annual  actuarial  analysis  to  determine  the  proper 
amounts  to  be  contributed  and  taken  as  income  tax  deduc- 
tions. If  an  employee  enters  or  leaves  the  plan,  and  even  if 
an  employee’s  salary  is  changed,  the  amount  of  money  to  be 
paid  into  the  plan  will  change.  The  calculations  are  complex 
even  for  a simple  plan  and  require  the  talents  of  an  actuary. 

Use  of  Life  Insurance 

There  are  two  alternatives  for  a small  medical  corpora- 
tion to  obtain  the  annual  actuarial  assistance.  One  is  quite 
obviously  to  hire  an  actuary,  but  the  annual  fee  for  even  a 
fairly  routine  situation  may  run  to  $500  or  $1,000.  The 
other  alternative  is  to  commit  the  pension  fund  to  purchase 
sufficient  life  insurance  that  the  actuarial  work  will  be  per- 
formed without  charge  by  the  selling  insurance  company.  I 
sometimes  refer  to  this  alternative  as  "buying”  the  actuarial 
services  by  purchasing  life  insurance. 

One  should  be  aware  that  since  fixed  benefit  pension 
plans  are  so  involved  with  actuarial  principles,  intrinsic  to 
the  insurance  industry,  professional  corporation  proposals 
made  by  life  insurance  agents  are  typically  based  on  fixed 
benefit  pension  plans.  In  fact,  I have  talked  to  a number  of 
doctors  who  had  never  been  made  aware  that  alternatives 
existed  to  the  fixed  benefit  plans  they  actually  adopted. 

While  additional  life  insurance  may  be  the  appropriate 
purchase  for  some  incorporated  doctors,  I do  not  believe 
the  pension  plan  should  require  the  purchase  at  a specified 
level  for  each  employee.  It  is  indeed  unfortunate  if  the  plan’s 
language  should  dictate  the  purchase  of  insurance  for  other 
employees  (who  may  or  may  not  be  other  doctors)  simply 
because  it  is  desired  by  the  dominant  doctor  or  doctors.  In- 
sured fixed  benefit  plans  will,  however,  typically  call  for  a 
“death  benefit"  (insurance  policy)  of  50  or  100  times  the 
projected  monthly  pension  for  each  employee.  Such  a 
provision  not  only  results  in  insuring  each  employee  but  it 
also  causes  additional  insurance  to  be  purchased  each  time 
his  or  her  salary  increases,  which  may  be  each  year. 

In  my  view,  the  inflexibility  of  insurance  purchase 
whether  or  not  one’s  personal  estate  planning  justifies  it  is  a 
strong  argument  against  adoption  of  a fixed  benefit  pension 
plan  through  a life  insurance  medium.  I consider  it  far  more 
desirable  for  a corporation  to  adopt  other  types  of  plans 
which  permit  each  employee  to  determine  separately  how 
much  of  his  or  her  pension  fund  shall  be  invested  in  life  in- 
surance policies.  Maximum  flexibility  is  thus  retained  for 
each  person's  benefit. 

Future  Reduction  in  Flan  Contributions 

Fixed  benefit  pension  plans  are  also  inflexible  in  other  re- 
spects. One  distressing  objection  is  the  amount  of  contribu- 
tions required  in  future  years  if  the  pension  funds  have  had 
greater  investment  success  than  anticipated. 

Since  pension  plans  call  for  annual  contributions  to  meet 
a future  goal,  determined  by  assuming  a certain  investment 
return,  the  contributions  must  be  reduced  if  the  fund  is 
growing  faster  than  anticipated.  While  this  is  desirable  to 


most  business  corporations,  it  is  definitely  not  helpful  to  the 
usual  professional  corporation  dominated  by  the  few 
physician-owners.  These  doctors  have,  it  is  hoped,  carefully 
pre-planned  their  own  salaries  and  pension  contributions 
within  the  projection  of  what  the  corporate  practice  would 
earn  for  the  year.  To  reduce  the  pension  contribution  would 
mean  leaving  unplanned  income  within  the  corporation 
(especially  if  salaries  are  frozen  by  the  Federal  wage  con- 
trols). It  would  also  mean  contribution  of  a lesser  amount 
for  each  doctor’s  pension  fund,  although  his  personal  intent 
should  have  been  to  continue  contributing  the  originally 
planned  amount  or  more. 

Other  types  of  retirement  plans  (both  “money  purchase" 
pension  plans  and  profit  sharing  plans)  do  not  have  this  un- 
fortunate characteristic.  They  instead  provide  that  each 
person’s  share  of  the  retirement  fund  will  be  credited  with 
the  income,  or  debited  with  the  losses,  realized  by  invest- 
ment of  the  monies.  Flence  a level,  pre-determined  amount 
may  be  contributed  each  year  without  disrupting  the  cor- 
poration’s fiscal  planning,  and  a doctor’s  account  will 
benefit  directly  and  immediately  by  any  investment  success. 

Senior-Junior  Problem  of  Fixed  Itenefit  Flans 

There  is  still  another  important  objection  to  fixed  benefit 
pension  plans  for  small  medical  corporations.  It  is  tied  to 
the  actuarial  variations  due  to  employees’  ages  and  has 
often  been  sold  improperly  as  a great  advantage.  The 
problem  is  that  in  two  or  three  man  groups  the  amounts 
contributed  for  each  doctor  will  not  be  proportionate  to 
their  otherwise  agreed  income  shares.  Assume,  for  example, 
that  there  is  an  equal  partnership  between  two  doctors  aged 
55  and  35  who  incorporate.  If  they  thereafter  receive  equal 
salaries,  their  pension  contributions  will  be  extremely 
disproportionate — far  higher  for  the  senior  doctor  because  of 
his  age.  This,  then,  would  throw  the  equal  relationship  out  of 
line. 

One  suggested  solution  to  this  situation  is  to  reduce  the 
senior  doctor's  salary  below  that  of  his  junior  so  that  their 
total  benefits  (salary  and  pension  contribution)  would  be 
equal.  This,  in  fact,  will  often  appear  to  be  a desirable  situa- 
tion if  the  senior  man  wants  more  deflection  for  this  retire- 
ment while  the  junior  man  wants  more  current  cash  to  sup- 
port his  growing  family.  Unfortunately,  however,  that  ap- 
parently perfect  solution  to  the  short-term  problem  too 
often  causes  a variety  of’intolerable  difficulties. 

The  first  difficulty  is  simply  the  senior  man’s  ego  defla- 
tion (or  his  partner’s  and  advisors’  fear  of  it)  in  being 
demoted  to  a lesser  salary.  No  matter  how  well  the  overall 
desirability  is  described,  a man’s  "worth”  is  too  often 
measured  or  imagined  in  relative  dollars.  Current  salary  is 
the  all-too-handy  measurement  device.  Thus  the  idea  of  sal- 
ary adjustment  may  be  more  difficult  to  accomplish  in  fact 
than  in  theory. 

A more  serious  difficulty  may  arise  just  a few  years  after 
the  “perfect  solution”  was  adopted.  Among  high-income 
doctors,  even  the  younger  physician  may  soon  become  satis- 
fied with  his  current  income  and  crave  the  same  tax-free 

Mr.  Beck  is  President  of  Management  Consulting  for 

Professionals,  Inc.,  Bala  Cynwyd. 
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deflection  as  his  older  partner  is  enjoying.  This  cannot, 
however,  be  accomplished  under  a fixed  benefit  plan 
because  of  the  age  differential.  In  this  event,  even  further 
salary  adjustment  may  not  be  acceptable  since  the  young 
man’s  increased  salary  is  fully  subject  to  income  taxes.  Ef- 
forts to  adjust  even  further  to  make  up  for  the  tax  loss  can 
be  made,  but  they  tend  to  be  further  self-defeating. 

Even  solo  physicians  should  beware  of  this  problem.  The 
trend  today  is  so  much  towards  group  practice  that  persons 
who  only  a few  years  ago  intended  always  to  practice  alone 
are  today  finding  or  looking  for  associations.  I am, 
therefore,  not  satisfied  that  a fixed  benefit  plan  will  suit 
even  a solo  doctor  unless  there  is  a particularly  strong  in- 
dication that  he  is  unlikely  to  add  another  doctor  to  his 
practice. 

The  other  types  of  retirement  plans  (money  purchase 
pension  and  profit  sharing  plans)  avoid  this  problem  since 
contribution  rates  are  directly  proportionate  to  salary. 
Thus,  two  formerly  equal  partners  can  receive  equal  cor- 
porate salaries  and  have  equal  contributions  to  retirement 
despite  age  disparity.  Even  if  such  a situation  requires 
larger  contributions  for  the  aides,  which  will  normally  be 
true,  I have  found  that  the  extra  cost  is  well  worthwhile  in 
avoiding  a potentially  divisive  factor  between  the  doctors.' 

Ten-Year  Termination  Problem 

A final  objection  lies  in  the  so-called  “ten  year  termina- 
tion requirement."  Under  Treasury  Regulations,  a fixed 
benefit  pension  plan  must  have  extensive  provisions  af- 
fecting the  amount  which  can  be  distributed  to  a higher 


paid  participant  within  the  plan’s  first  ten  years.  This 
requirement  exists  specifically  to  prevent  a controlling  em- 
ployee or  employees  from  adopting  a plan,  taking  advantage 
of  the  disproportionately  large  funding  because  of  age  dif- 
ference and  then  dropping  the  plan  before  much  has  been 
accumulated  for  the  younger  employees.  If  the  plan  is 
dropped  within  the  ten-year  period,  some  or  all  of  the 
excess  allocated  to  the  older  doctor(s)  must  be  reallocated  to 
the  benefit  of  the  other  employees. 

Although  a doctor  may  fully  intend  to  continue  his 
present  practice  indefinitely,  he  cannot  really  be  assured  of 
what  changes  will  occur  over  ten  years.  Furthermore,  even 
if  two  or  more  doctors  are  practicing  together  successfully 
and  happily  they  cannot  be  sure  their  relationship  will  con- 
tinue for  such  a period.  As  a result,  the  apparent  actuarial 
advantage  of  a fixed  benefit  plan  may  well  disappear  if  a 
doctor  withdraws  his  retirement  funds  earlier  than  original- 
ly planned. 

Preferable  Alternatives  Exist 

Either  a “money  purchase  pension  plan"  or  a profit 
sharing  plan  avoids  the  described  difficulties  inherent  in  a 
fixed  benefit  plan.  There  are  advantages  of  each  of  these 
two  preferable  alternatives,  and  the  two  plans  might  both  be 
adopted  in  a combination  intended  to  take  advantage  of  the 
better  features  of  each  plan.  Since  the  retirement  plan  is  the 
raison  d’etre  of  professional  corporation  and  will  in  most 
cases  become  a doctor’s  largest  financial  resource,  the 
choice  is  important  enough  to  be  discussed  further  next 
month. 


Do  those  initials  puzzle  you?  Read  on! 

Do  you  know  the  meaning  of  every  set  of  initials  in  those  reports  from  government  bureaus?  If  you  do,  read  no  further.  But  if 
you  share  with  the  rest  of  us  a bewilderment  at  the  plethora  of  agencies  and  bureaus  whose  high-sounding  names  lend  them- 
selves well  to  identification  by  initial,  read  on.  The  full  names  in  themselves  explain  why  initials  are  used,  just  as  they  explain 
the  use  of  SGOT  and  BUN — or  would  you  like  to  write  those  out  at  every  reference  to  them? 
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Space  age  process  applied  to  medical  problem 


What  possible  relationship  could  there  be  between  the  National  Aeronautics  and  Space  Administra- 
tion and  a musician  with  an  occupational  health  problem?  The  answer  comes  from  Springdale 
physician  James  T.  McClowry,  M.D.,  and  his  long-time  friend  and  patient,  Maynard  Ferguson, 
hornplayer  and  widely  acclaimed  band  conductor.  Ferguson  for  years  had  observed  damage  to  his 
oral  tissues  caused  by  constant  contact  with  metal  surfaces — a not  uncommon  disorder  among 
hornplayers.  He  had  consulted  with  physicians  to  treat  the  symptoms  and  to  seek  a cause,  but  this 
“musician’s  musician’’  could  not  stop  playing  his  horns,  and  they  were  the  cause  of  his  problem.  He 
and  Dr.  McClowry,  who  has  treated  numerous  physicians  with  the  same  problem,  set  about  finding  a 
method  to  protect  the  oral  tissues  and  minimize  sensitivity  reactions.  Their  efforts  led  to  the  devel- 
opment of  the  space  age  process  described  in  the  article  below,  which  was  written  by  the  musician 
and  his  physician.  Dr.  McClowry  is  a family  physician  with  a subspecialty  in  neurology.  He  serves  the 
State  Society  as  a member  of  the  Commission  on  Environment  and  his  county  medical  society  as  as- 
sociate editor  of  the  Allegheny  County  Medical  Society  Bulletin.  Maynard  Ferguson  began  his 
musical  career  with  the  big  bands  of  Charlie  Barnet,  Jimmy  Dorsey,  and  Stan  Kenton.  After  forming 
his  own  jazz  band  he  toured  the  United  States  for  eleven  years,  but  he  disbanded  in  1967  and  moved 
to  England,  where  he  continued  his  leadership  in  the  field  of  jazz  music  and  became  widely  known  on 
the  European  continent.  Considered  tops  by  his  musical  colleagues,  Ferguson  now  teaches,  conducts 
music  clinics  for  students,  records,  and  tours,  free  from  his  occupational  illness.  NASA  has  requested 
and  been  granted  permission  to  release  this  information  as  a matter  of  public  interest. 


JAMES  T.  McCLOWRY,  M.D. 
Springdale 

MAYNARD  FERGUSON 
London,  England 


A review  of  the  current  medical  liter- 
ature reveals  many  articles  implicating 
most  metals  as  possible  causative  agents 
of  reactions  of  various  types  with  skin, 
mucous  membranes  and  other  tissues. 
Silver,  copper,  mercury,  nickel,  chro- 
mium, cobalt  and  alloys  of  these  sub- 
stances are  reported  as  being  involved. 
They  can  cause  eczematoid  reactions 


and  allergic  contact  types  of  dermatoses 
and  stomatitis.  It  is  this  involvement  of, 
and  damage  to,  oral  tissue  by  these 
metals  that  suggested  the  application  of 
a space  derived  technology  to  prevent, 
or  minimize,  these  reactions.  Even  pure 
gold  has  been  reported  to  cause  gingival 
slough  if  an  allergic  state  develops  in 
the  mouth  in  dental  crowns,  according 


MAY  1973 


41 


to  Drs.  Mervyn  L.  Elgert  and  Robert  S. 
Hegdon.1 

Numerous  theories  have  been  ad- 
vanced on  the  cause  of  these  reactions. 
Some  advocate  an  allergic  sensitization 
causation,  while  others  (Rostenberg, 
Perkins,  and  Fox2)  suggest  that  these 
reactions  are  manifestations  of  an  en- 
zymatic interference  in  a biochemi- 
cally deviant  person.  These  authors  list 
five  factors  that  play  a significant  role 
with  some  overlap.  They  are: 
1.  frequency  of  contact;  2.  solubility 
of  the  metal;  3.  penetrability  of  the 
metal;  4.  chemistry  of  the  metal;  and, 
5.  chemistry  of  the  person.3  Although 
each  has  sufficient  autonomy  to  war- 
rant individual  consideration,  it  is  not 
the  purpose  of  this  discussion  to  exam- 
ine them  in  depth  but  to  recognize  that 
they  exist. 

However,  using  such  studies  as 
guidelines,  it  was  determined  that  the 
use  of  vitellium  as  a protective  metal 
coating  in  the  procedure  described 
later  in  this  paper  was  advisable.  (Ref- 
erence was  also  made  to  da  Fonesas’ 
theory4  [regarding  polisensitization 
and  plurisensitization  rather  than 
hypersensitivity  to  groups  of  metals], 
and  to  the  study  of  Shigeo  Takahashi, 
D.D.S.5  [electro-chemical  processes  in 
oral  tissues] ). 

Vitellium,  an  alloy  composed  of 
approximately  60  percent  cobalt,  30 
percent  chromium,  6 percent  molybde- 
num, .75  percent  manganese,  .6  per- 
cent silicon  and  .5  percent  carbon,  has 
been  noted  for  its  low  reactivity  with 
human  tissue.  An  extremely  hard 
metal,  it  apparently  qualifies  chemi- 
cally as  well  as  from  a solubility  and 
permeability  standpoint  as  one  of  the 
"safer"  alloys  to  contact  oral  tissue  and 
saliva,  as  it  is  widely  used  in  dental 
prothesis.  It  was  theorized  that  if  vi- 
tellium could  be  used  in  the  manufac- 
ture of  mouthpieces,  or  to  coat  existing 
mouthpieces,  particularly  of  "brass" 
musical  instruments,  an  incidence  of 
oral  tissue  damage  could  be  prevented 
or  reduced  to  a minimum.  The 
frequency  of  stomatitis,  gingivitis, 
edema  and  secondary  infections  of 
buccal  surfaces,  lips,  gums  and  tongues 
with  cracking,  splitting  and  weeping  of 
surfaces  is  more  common  among  pro- 
fessional than  amateur  brass  in- 
strument musicians.  Although  silver 
and  gold  are  used  for  coatings  over  a 
brass  cast  or  a machine-tooled  mouth- 
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piece  the  constant  contact  under  pres- 
sure while  bathed  in  saliva  renders  the 
oral  tissues  a prime  target  for  this  type 
of  damage.  Trumpet  players  in  partic- 
ular who  often  scale  to  higher  registers 
or  pitch  while  playing,  more  severely 
aggravate  these  factors  by  compli- 
cating the  clinical  picture  with  greater 
pressure  trauma  than  others  who  use 
metal  mouthpieces  for  such  in- 
struments as  trombones,  French  horns, 
flugle  horns,  tubas,  flutes,  etc. 
Therefore,  using  a space  tech- 
nologically developed  process  called 
“ion  sputtering,”6  developed  by 
N.A.S.A.  for  coatings  of  metal  sur- 
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faces  in  space  vehicles,  a vitellium 
coating  has  been  applied  to  existing 
gold,  silver,  and  alloy  mouthpieces. 
This  method  of  ion  sputtering  is  much 
less  expensive  than  investment  casting 
or  tooling  an  entire  mouthpiece  of  vi- 
tellium and  serves  the  same  purpose  of 
protecting  the  tissue  from  contact  with 
metals  traditionally  used.  Also,  the 
wearability  of  the  coating  is  so  great 
that  the  expense  of  a pure  vitellium 
mouthpiece  is  not  warranted.  Further- 
more, the  mouthpiece  can  be  recoated, 
if  needed,  without  damage  or  change  of 
gauge.  Esthetically,  the  vitellium 
coating  is  of  a smooth  velvety  feel  with 
a soft  lustre  slightly  darker  than  a silver 
coating  but  yet  highly  reflective. 

The  average  thickness  of  5000  A is 
deemed  sufficient  to  coat  the  mouth- 
piece and  the  process  can  be  used  to 
cover  any  metal  that  contacts  tissue. 
This  implies,  of  course,  that  the 
coating  can  be  used  on  other  surfaces 
of  the  instrument,  including  those  that 
contact  hands,  arms,  etc.  Palmar 
sweating  often  penetrates  the  lacquer 


and  one  famous  jazz  trumpter,  now 
deceased,  constantly  carried  a hand- 
kerchief to  protect  his  hand  from  de- 
veloping a metal  sensitivity  reaction. 
Another  famous  musician,  and  co- 
author of  this  article,  who  is  plagued 
by  the  chronic  oral  tissue  type  of  dam- 
age, has  resolved  this  problem  by 
having  the  vitellium  coating  applied  to 
the  mouthpieces  of  all  the  brass  in- 
struments he  uses. 

Most  brass  instrumental  musicians, 
since  they  are  usually  versatile  in  more 
than  one  instrument,  use  a variety  of 
mouthpieces  with  different  metal 
coatings.  They  thereby  expose  them- 
selves to  various  kinds  of  metal  con- 
tact thus  developing  reactions  to  sever- 
al metals  at  the  same  time. 

In  conclusion,  this  does  not  presume 
that  vitellium  coatings  are  the  panacea 
for  all  oral  tissue  and  other  tissue 
metal  sensitivity  reactions,  but  the 
process  of  ion  sputtering  of  vitellium  is 
offered  for  consideration  where  such 
protective  coatings  seem  indicated.  To 
a musician  who  must  practice  and  per- 
form forty  or  more  hours  each  week, 
the  possibility  of  significant  protection 
and  relief  from  chronic  oral  tissue 
damage  and  the  accompanying  pain 
and  discomfort  involved  is  worth  a 
clinical  trial. 
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IN  A recent  report,  Berger  and 
Stary1  noted  that  the  distribution  of 
obstructive  lesions  in  the  major 
coronary  arteries  provided  a “fa- 
vorable anatomic  setting"  for  bypass 
surgery  in  88  percent  of  the  hearts  and 
67  percent  of  the  lesions  in  a series  of 
300  hearts  studied  at  autopsy.  Their 
findings  appeared  to  confirm  several 
earlier  reports  of  postmortem 
studies.2'5  However,  several  in  vivo 
angiographic  studies6  7 have  suggested 
that  the  distribution  of  lesions  may  be 
more  diffuse  and  that  only  a small 
fraction  of  patients  with  significant  ob- 
structive coronary  heart  disease  may 
be  candidates  for  this  direct  surgical 
approach.  In  an  attempt  to  further 
clarify  this  conflicting  information  and 
as  an  indicator  of  surgical  feasibility, 
the  present  angiocardiographic  study 
was  undertaken. 


Materials  and  Methods 

The  subjects  for  this  study  consisted 
of  100  consecutive  patients  who,  at 
selective  cine  coronary  arteriography, 
had  at  least  one  “critical”  obstructive 
coronary  lesion,  i.e.  75  percent  or 

The  authors  are  all  members  of  the 
division  of  cardiology  at  Jefferson 
Medical  College  and  Hospital, 
Thomas  Jefferson  University.  Dr. 
Brest  is  professor  of  medicine  and 
head  of  the  cardiology  division.  Dr. 
Neidorf  is  an  instructor  of  medicine. 
Dr.  Kasparian  is  professor  of  medi- 
cine and  head  of  the  cardiac  cathe- 
terization laboratory.  Dr.  Wiener  is 
associate  professor  of  medicine  and 
head  of  the  cardiac  care  unit.  Dr. 
Rafter  is  assistant  professor  of  medi- 
cine. 


greater  circumferential  luminal  com- 
promise in  one  or  more  of  the  major 
coronary  arteries.  The  only  other  quali- 
fication for  inclusion  in  this  study  was 
the  absence  of  significant  valvular, 
hypertensive,  primary  myocardial,  or 
congenital  heart  disease  which  might 
significantly  alter  cardiac  function. 

The  cases  were  grouped  according  to 
the  following  two  criteria:  (1)  “good 
distal  run-off,”  i.e.  good  antegrade  or 
retrograde  visualization  of  the  vessel 
distal  to  the  arterial  obstruction, 
without  any  circumferential  lesion 
compromising  the  caliber  of  the  distal 
segment  by  greater  than  50  percent 
(Figs.  1-4);  and  (2)  relatively  normal 
left  ventricular  function,  i.e.,  absence  of 
significant  left  ventricular  asynergy  as 
estimated  by  the  single-plane  30°  right 
anterior  oblique  left  ventricular  cine 
angiogram.  Left  ventricular  asynergy 


LAO  RAO 

FIGURE  1.  Selective  right  coronary  arteriography  in  left  an- 
terior oblique  (LAO)  and  right  anterior  oblique  (RAO)  views 
demonstrating  good  antegrade  filling  beyond  a critical  ob- 
structive lesion  (arrow). 
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RIGHT  CORONARY  ARTERY 


LAO 

FIGURE  2.  Selective  right  coronary  arteriography  demon- 
strating complete  obstruction  (arrow)  in  the  proximal  one- 
third  of  the  vessel  with  no  distal  antegrade  flow. 


was  considered  to  be  present  when  ei- 
ther of  the  following  was  observed:  (1) 
akinesis,  i.e.,  a total  lack  of  motion  of 
a portion  of  the  left  ventricular  wall 
(Fig.  5),  or  (2)  dyskinesis,  i.e., 
paradoxical  systolic  expansion  of  a 
portion  of  the  wall.  Mild  to  moderate 
segmental  hypokinesis,  i.e.,  reduced 
myocardial  contractility  without 
akinesis  or  dyskinesis  (Fig.  6),  was 
considered  to  be  potentially  reversible 
(i.e.,  “ischemic”)  and  was  included  in 
the  group  with  normal  left  ventricular 
function  for  the  purposes  of  this  study. 
An  "ideal”  candidate  for  surgery  ful- 
filled both  criteria,  i.e.,  good  distal 
run-off  in  each  of  the  involved  vessels 
•and  absence  of  significant  left  ven- 
tricular asynergy.  The  other  patients 
were  divided  into  groups  depending 
upon  the  combination  of  criteria 
which  were  fulfilled,  e.g.,  patients  with 
good  distal  run-off  in  all  obstructed 
vessels  but  abnormal  ventriculography 
were  considered  to  be  “partially  suita- 
ble" surgical  candidates,  while  those 
with  poor  runoff  in  all  obstructed 
vessels  were  considered  “unsuitable” 
for  surgery. 

All  patients  were  studied  using  the 
Sones  technique  for  selective  coronary 
arteriography.8  Renografin®  76% 
(Squibb)  was  employed  as  contrast  ma- 
terial for  both  coronary  arteriography 
and  ventriculography.  In  most  cases,  a 
No.  7.5  Sones  positrol  or  No.  8 Sones 
catheter  (USC1)  was  used  for  ven- 


triculography; in  a few  subjects,  a No. 
7 N1H  or  a No.  7 Lehman  catheter 
was  employed.  An  average  volume  of 
35  cc  of  contrast  material  was  injected 
for  ventricular  opacification,  and 
filming  for  both  coronary  ar- 
teriography and  ventriculography  was 
done  at  sixty  frames  per  second  using 


General  Electric  Fluoricon  II  equip- 
ment. 

Results 

Distribution  of  Critical  Coronary 
Obstructive  Lesions 

The  coronary  arterial  circulation  was 
categorized  into  four  "systems”:  right 


RIGHT  CORONARY  ARTERY  RETROGRADE  FILLING 


LAO  RAO 

FIGURE  3.  Late  phase  of  selective  left  coronary  ar- 
teriography in  the  same  patient  as  figure  2 demonstrating 
good  retrograde  filling  (arrows)  of  distal  segment  of  com- 
pletely obstructed  right  coronary  artery. 
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ABSENCE  OF  RETROGRADE  FILLING 


RCA  - LAO 


FIGURE  4.  (Left)  Selective  right  coronary  arteriography 
(RCA)  demonstrating  complete  obstruction  (arrows)  of  main 
vessel  without  any  antegrade  filling  of  distal  segment. 


DIASTOLE 


RAO  LEFT 


LCA  - LAO 


(Right)  Late  phase  of  selective  left  coronary  arteriography 
(LCA)  in  same  patient  demonstrating  absence  of  retrograde 
filling  of  distal  segment  of  completely  obstructed  right 
coronary  artery. 

SYSTOLE 


RAO 


FIGURE  5.  Left  ventriculography  in  (left)  end-diastole  and 
(right)  end-systole  demonstrating  virtually  complete 
akinesis  with  an  apical  aneurysm  (arrows). 


DIASTOLE 


SYSTOLE 


RAO  LEFT  VENTRICULOGRAPHY  RAO 
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FIGURE  6.  Left  ventriculography  demonstrating  mild  an- 
terior wall  (upper  portion)  hypokinesis  in  end-systole. 


TABLE  I 

NUMBER  OF  SYSTEMS  CRITICALLY 
OBSTRUCTED 
(100  Patients) 

Systems  % Involve- 

ment 


One  40 

Two  35 

Three  23 

Four  2 


TABLE  II 

INVOLVEMENT  BY  SYSTEM 

(100  Patients) 

System  % Involved 

Right 

Left  Anterior 

73 

Descending 

63 

Left  Circumflex 

47 

Left  Main 

4 

(Total  >100%  because  of 

multiple 

system  involvement  in  some  cases) 

TABLE  III 


ONE  SYSTEM  INVOLVED 
(40  Patients) 


Number 

System 

Involved 

% Involved 

Right 

17 

42.5 

Left  Anterior  Descending 

15 

37.5 

Left  Circumflex 

8 

20.0 

TABLE  IV 

TWO  SYSTEMS  INVOLVED 

(35  Patients) 

Number 

% 

Systems 

Involved 

Involved 

RCA  and  LAD 

19 

54.3 

RCA  and  LC 

12 

34.3 

LAD  and  LC 

2 

5.7 

LAD  and  LM 

2 

5.7 

TABLE  V 

DISTAL  “RUNOFF” 
(100  Patients) 

Good  Runoff 

77 

Poor  Runoff 

23 

Poor  in  each 
obstructed  vessel 

8 

Good  in  at  least  one 
obstructed  vessel 

15 

TABLE  VI 


LEFT  VENTRICULOGRAPHY 
(100  Patients) 


Normal 

67 

Mild  Segmental 
Hypokinesis 

34 

Perfectly 

Normal 

33 

Abnormal 

33 

Akinesis 

14 

Dyskinesis 

13 

Akinesis  and 
Dyskinesis 

6 

coronary  artery  (RCA),  left  anterior  de- 
scending coronary  artery  (LAD),  left 
circumflex  coronary  artery  (LC),  and 
left  main  coronary  artery  (LM).  Using 
this  classification,  it  was  determined 
that  critical  obstruction  of  one 
coronary  artery  “system”  was  present 
in  forty  patients,  two  coronary  artery 
“systems”  in  thirty-five  patients,  three 
coronary  artery  “systems”  in  twenty- 
three  patients,  and  four  coronary  artery 
"systems"  in  two  patients  (Table  1). 

The  distribution  of  critical  lesions  by 
"systems”  was:  RCA  involvement  in  73 
percent,  LAD  involvement  in  63  per- 
cent, LC  involvement  in  47  percent, 
and  LM  involvement  in  4 percent 
(Table  II). 


Of  the  40  patients  with  one  “system" 
critically  involved,  the  obstruction  was 
located  in  the  RCA  in  17  (42.5  per- 
cent), in  the  LAD  in  15  (37.5  percent), 
and  in  the  LC  in  8 (20  percent)  (Table 
III). 

Of  the  35  patients  with  two 
"systems”  critically  involved,  obstruc- 
tions were  located  in  the  RCA  and 
LAD  in  19  (54.3  percent).  RCA  and  LC 
in  12  (34.3  percent),  the  LAD  and  LC 
in  two  (5.7  percent),  and  the  LAD  and 
LM  in  two  (5.7  percent)  (Table  IV). 

Of  the  23  patients  in  whom  three 
“systems”  were  critically  involved,  ob- 
structions were  located  in  the  RCA, 
LAD,  and  LC  in  all  23.  There  were  no 
instances  of  critical  LM  involvement  in 
this  group. 

Two  patients  with  LM  involvement 
had  all  four  systems  critically  ob- 
structed. 

Distal  Run-Off 

Of  the  total  group  of  100  patients, 
seventy-seven  had  good  distal  run-off, 
i.e.,  the  segment  beyond  the  obstruction 
in  each  of  the  critically  involved  vessels 
was  well  visualized  and  had  no  lesions 
with  greater  than  50  percent  luminal 
compromise.  Of  the  remaining  twenty- 
three,  only  eight  (8  percent  of  the  total, 
34.8  percent  of  the  group  of  twenty- 
three)  had  poor  run-off  in  each  of  the 
critically  involved  vessels,  whereas  fif- 
teen had  good  run-off  in  at  least  one  of 
the  obstructed  vessels  (Table  V). 

Left  Ventriculography 

Of  the  total  group,  sixty-seven  pa- 
tients had  “normal”  ventriculography. 
Of  these,  thirty-four  (50.7  percent)  had 
mild  localized  hypokinesis,  while 
thirty-three  (49.3  percent)  had  perfectly 
normal  ventricular  contraction  pat- 
terns. Of  the  remaining  thirty-three  pa- 
tients with  abnormal  ventriculography, 
fourteen  (42.4  percent  of  the  group  of 
thirty-three)  had  large  areas  of  akinesis, 
thirteen  (39.8  percent)  demonstrated 
varying  degrees  of  dyskinesis,  and  six 
(17.8  percent)  showed  severe  akinesis 
with  additional  areas  of  dyskinesis 
(Table  VI). 

Correlation  of  Run-Off  and 
Ventriculography 

Of  the  total  group,  fifty-five  fulfilled 
both  criteria,  i.e.,  had  good  distal  run- 
off in  each  of  the  critically  involved 
vessels  and  "normal”  ventriculography. 
An  additional  twenty-two  had  good 
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distal  run-off  in  each  involved  vessel 
but  abnormal  ventriculography.  Of  the 
twenty-three  patients  with  poor  run-off 
in  at  least  one  involved  vessel,  twelve 
(52.1  percent)  had  normal  ven- 
triculography while  three  (13  percent) 
had  extreme  left  ventricular  dysfunc- 
tion. Of  the  eight  patients  (34.9  per- 
cent) with  poor  run-off  in  each  of  the 
involved  vessels,,  one  patient  had 
normal  ventriculography  despite 
having  high  grade  obstructive  lesions  in 
all  three  major  coronary  systems 
(excluding  the  LM);  the  other  seven  had 
left  ventricular  asynergy,  as  might  be 
expected. 

Discussion 

The  specific  purpose  of  this  study 
was  to  determine  how  many  patients 
with  at  least  one  critical  coronary  arte- 
rial obstruction,  but  otherwise  ran- 
domly selected  from  the  referral  popu- 
lation of  a large  center,  qualify  as  “suit- 
able" candidates  for  coronary  bypass 
surgery  from  the  angiocardiographic 


standpoint.  All  of  the  patients  in  this 
series  were  referred  for  evaluation 
because  of  recurrent  chest  pain,  and 
they  had  received  various  forms  of 
medical  therapy  for  different  periods  of 
time.  Thus,  they  represent  a reasonable 
sampling  of  the  population  with 
“severe"  coronary  heart  disease. 

Of  the  total  group  of  100  patients, 
fifty-five  were  considered  “ideal"  can- 
didates and  an  additional  twenty-two 
were  suitable  with  regard  to  each  of 
their  coronary  artery  lesions  although 
significant  left  ventricular  function  dis- 
qualified them  from  being  considered 
"ideal."  The  latter  judgment  is  conserv- 
ative, however,  since  it  must  be  ac- 
knowledged that  coronary  bypass  sur- 
gery has  resulted,  in  some  cases,  in  sig- 
nificant improvement  in  left  ven- 
tricular function  as  judged  by  angiocar- 
diographic and  hemodynamic  findings 
including  systolic  time  intervals.9” 14 

Of  the  remaining  twenty-three  pa- 
tients with  poor  run-off  in  at  least  one 
of  the  involved  vessels,  fifteen  were 
considered  "partially  suitable”  with 


regard  to  their  coronary  lesions;  but 
three  of  these  fifteen  were  categorized 
as  “unsuitable”  because  of  extreme, 
generalized  left  ventricular  dysfunc- 
tion. Eight  others  were  adjudged  “un- 
suitable” because  of  poor  runoff  in 
each  involved  vessel  (Table  VII). 

It  should  be  noted  that  the  figures 
related  to  run-off  are  conservative,  and 
this  is  related  to  technical  consider- 
ations regarding  angiography  and  col- 
lateral flow.  It  is  sometimes  observed 
at  surgery  that  the  distal  segment  of  an 
apparently  completely  occluded  vessel 
is  quite  patent  and  suitable  for  bypass 
grafting,  despite  not  having  been 
visualized  at  coronary  arteriography, 
either  because  of  poor  perfusion  pres- 
sure to  that  site  in  an  antegrade  fash- 
ion or  relatively  poor  collateralization 
so  as  not  to  allow  retrograde  visualiza- 
tion during  opacification  of  the 
contralateral  coronary  artery.  On  the 
other  hand,  the  converse  is  unlikely; 
thus,  a distal  vessel  which  is  well- 
visualized  and  without  significant 
lesions  at  angiography  will  likely  be  a 
suitable  site  for  bypass  grafting. 

These  data  support  the  findings  of 
Berger  and  Stary1  (Table  VIII).  In 
their  series  of  300  hearts  studied  at  au- 
topsy, they  found  576  stenosed  vessels 
or  1.92  lesions  per  heart  compared  to 
1.87  lesions  per  heart  in  the  present 
series.  They  judged  at  least  one  distal 
arterial  segment  to  be  suitable  for 
anastomosis  in  266  of  the  300  hearts 
(88  percent);  in  our  series,  considering 
only  the  coronary  arterial  lesions  as 
they  did,  the  comparable  figure  is  92 
percent.  All  obstructive  lesions  were 
suitable  in  185  of  their  subjects  (62 
percent)  compared  to  77  percent  of 
our  patients.  Finally,  of  the  total 
number  of  lesions  found  in  all  of  their 
subjects,  67  percent  were  judged  suita- 
ble for  anastomosis;  in  the  present 
group,  148  of  the  total  of  187  lesions 
(79  percent)  were  judged  suitable.  It 
seems  clear,  therefore,  that  there  is  an 
apparently  large  pool  of  candidates  in 
whom  coronary  bypass  surgery  is  at 
least  technically  feasible. 

With  the  increasing  use  of  coronary 
bypass  surgery  alone15  and  in  combi- 
nation with  other  direct  coronary 
procedures,  e.g.  gas  endarterectomy,9 
the  indications  for  surgery  are 
becoming  better  established.  It  is  now 
widely  accepted  that  the  primary  in- 
dication is  disabling  ischemic  chest 
pain  refractory  to  vigorous  medical 


TABLE  VII 

SUITABILITY  FOR  SURGERY 
(100  Patients) 

Ideal 

55 

Partially  Suitable 
Good  runoff  in  all 
vessels  but  abnormal 
ventriculography 

34 

22 

Good  runoff  in  at  least 
one  vessel  and  normal 
ventriculography 

12 

Unsuitable 

Good  runoff  in  at  least 
one  vessel  but  extreme 
L.V.  dysfunction 

11 

3 

Poor  runoff  in  all 
involved  vessels 

8 

TABLE  VIII 


COMPARISON  OF  AUTOPSY  AND  ANGIOGRAPHIC  STUDIES 


Berger 
and  Stary  * * 
(300  Hearts) 

Present  Study 
(100  Angiograms) 

Lesions  per  Heart 

1.92 

1.87 

Patients  with  at  least 
one  vessel  suitable 
for  surgery 

88% 

92% 

Patients  with  all 
vessels  suitable 
for  surgery 

62% 

77% 

**New  Eng.  J.  Med.  285:248, 

1971. 

MAY  1973 
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therapy  in  a patient  with  the  appropri- 
ate coronary  artery  pathology  (i.e. 
good  distal  run-off)  as  well  as  the  ab- 
sence of  severe  left  ventricular 
asynergy  and  clinical  congestive  heart 
failure  (though  this  latter  criterion 
varies  among  centers).  It  has  further 
been  established  that  successful  sur- 
gery results  in  objective  improvement 
in  exercise  tolerance,10,13  in  improved 
subjective  and  objective  responses  to 
the  stress  of  atrial  pacing11-16  and  in 
improvement  of  coronary  flow  to  areas 
served  by  vessels  with  high-grade  ob- 
struction.17'20 The  results  of  similar 
studies  in  patients  having  indirect 
coronary  artery  surgical  procedures  do 
not  show  such  uniform  objective  im- 
provement.21 The  other  indication  for 
coronary  bypass  surgery  which  is 
gaining  increasing  acceptance  is  so- 
called  “pre-infarction  angina.”22-25  On 
the  other  hand,  the  indications  for 
coronary  bypass  surgery  remain  specu- 
lative in  asymptomatic  patients  with 
angiographically  documented  cor- 
onary heart  disease  and  in  those  whose 
symptoms  remit  with  medical  manage- 
ment. It  is  apparent  from  the  data 
presented  in  this  study  (as  well  as  the 
previously  mentioned  autopsy 
studies)1-5  that  if  the  coronary  bypass 
procedures  can  be  shown  by  appro- 
priately-controlled studies  to  alter  the 
natural  history  of  coronary  heart 
disease,  then  large  numbers  of  patients 
could  become  candidates  for  surgery, 
perhaps  enabling  enormous  therapeu- 
tic impact. 

Of  interest  are  the  four  patients  with 
occlusive  disease  of  the  left  main 
coronary  artery.  In  the  opinion  of 
many  observers,  critical  occlusion  of 
this  vessel  is  almost  invariably  fatal  in 
the  setting  of  acute  myocardial  infarc- 
tion. Furthermore,  when  seen  at  an- 
giography, such  lesions  are  considered 
by  some  to  be  an  indication  for  semi- 
emergency or  emergency  bypass  sur- 
gery, regardless  of  symptoms,  since  the 
morbidity  and  mortality  of  catheteriza- 
tion is  strikingly  increased  when  the 
left  main  coronary  artery  is  critically 
involved.26  Fortunately,  there  was  no 
catheterization  morbidity  or  mortality 
in  this  particular  group  of  four  pa- 
tients. 

Summary  and  Conclusions 

( 1 )  Of  1 00  consecutive  patients  with 
at  least  one  critical  (75  percent  or 
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greater)  coronary  artery  obstructive 
lesion  seen  at  angiography,  and  in 
whom  distal  run-off  and  left  ven- 
triculography were  used  in  assessment 
of  suitability  for  coronary  bypass  sur- 
gery, thirty-five  were  considered 
“ideal”  surgical  candidates.  Of  the 
remainder,  most  would  qualify  as  “par- 
tially suitable  candidates,”  i.e.,  they 
demonstrated  good  run-off  in  at  least 
one  of  the  critically  involved  vessels 
without  extreme  left  ventricular  dys- 
function. A small  group  (eleven)  were 
completely  unsuitable  for  coronary 
bypass  surgery,  either  because  of  poor 
run-off  in  each  of  the  involved  vessels 
or  else  because  of  extreme  left  ven- 
tricular dysfunction. 

(2)  The  data  related  to  run-off  may 
be  considered  conservative,  because  of 
technical  considerations  regarding  an- 
giography and  collateral  flow. 

(3)  Critical  obstruction  of  the  left 
main  coronary  artery  is  seen  in- 
frequently by  selective  coronary  ar- 
teriography (four  patients  in  the  present 
series),  possibly  reflecting  the  lethal  im- 
pact of  this  lesion  in  the  setting  of  acute 
myocardial  infarction. 

(4)  Carefully-controlled  studies  re- 

garding the  impact  of  coronary  bypass 
surgery  on  the  natural  history  of 
coronary  heart  disease  are  required  to 
determine  which  fraction  of  an  ap- 
parently large  pool  of  potential  surgical 
candidates  are,  in  fact,  likely  to  benefit 
from  this  therapy.  □ 
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He  wont  resist 

eeing  better  with 


Mylanta 

Because  the  taste  is  good. 

□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 

□ non-constipating 


LIQUID 


MYLANTA 


TABLETS 


aluminum  and  magnesium  hydroxides  with  simethicone 


STUART  PHARMACEUTICALS  | Dimion  of  ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 


‘Antiacid”  action 
for  ulcer  patients... 


one  of  the  many 
things^you  need  in  an 
anticholinergic. 


Pro-Banthine  is  provided  in  several  different  dos- 
age forms  and  combinations  which  will  meet  vir- 
tually any  clinical  need.  It  is  just  as  versatile  in 
filling  patient  needs,  among  which  are: 

"Antiacid"  action — Pro-Banthine®  (propantheline 
bromide)  reduces  gastric  secretory  volume  and 
resting  total  and  free  acid. 

"Sustained"  action — Pro-Banthine  P.A.®  (propan- 
theline bromide)  contains  30  mg.  of  the  drug  in  the 
form  of  sustained-release  or  timed-release  beads; 
on  ingestion  about  half  of  the  drug  is  released 
within  an  hour  and  the  remainder  continuously  as 
earlier  increments  are  metabolized. 

High-level  anticholinergic  activity  is  main- 
tained all  day  and  all  night  in  most  patients  with 
only  two  tablets  every  eight  hours. 

"Analgesic"  action — Pro-Banthine  helps  to  control 
the  acid-spasm-pain  complex. 

A "diagnostic  tool” — Pro-Banthine  may  be  used 
parenterally  to  immobilize  the  duodenum  for 
more  revealing  roentgenographic  appraisal 
through  hypotonic  duodenography. 

Pro-Banthine  is  considered  adjunctive  in  total 
peptic  ulcer  therapy  that  may  include  diet,  con- 
ventional antacids,  bed  rest,  and  other  supportive 
measures. 

Vigorous  anticholinergic  action  — Pro-Banthine® 
Vials,  30  mg.,  are  for  intramuscular  or  intravenous 
use  when  prompt  and  vigorous  anticholinergic  ac- 
tion is  required. 


Indications:  Pro-Banthine  is  effective  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer.  Dosage  must  be  adjusted 
to  the  individual. 

Contraindications:  Glaucoma,  obstructive  disease  of  the 
gastrointestinal  tract,  obstructive  uropathy,  intestinal  atony, 
toxic  megacolon,  hiatal  hernia  associated  with  reflux 
esophagitis,  or  unstable  cardiovascular  adjustment  in 
acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease  should  be 
given  this  medication  with  caution. 

Fever  and  possibly  heat  stroke  may  occur  due  to  anhidrosis. 
In  theory  a curare-like  action  may  occur,  with  loss  of  volun- 
tary muscle  control.  For  such  patients  prompt  and  continu- 
ing artificial  respiration  should  be  applied  until  the  drug 
effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate  obstruction, 
and  this  possibility  should  be  considered  before  adminis- 
tering Pro-Banthine. 

Precautions:  Since  varying  degrees  of  urinary  hesitancy 
may  be  evidenced  by  elderly  males  with  prostatic  hyper- 
trophy, such  patients  should  be  advised  to  micturate  at 
the  time  of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients  severely  ill  with 
ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of  drying  of  salivary 
secretions  may  occur  as  well  as  mydriasis  and  blurred 
vision.  In  addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness,  dizziness,  insom- 
nia, headache,  loss  of  the  sense  of  taste,  nausea,  vomiting, 
constipation,  impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The  recommended  daily  dos- 
age for  adult  oral  therapy  is  one  15-mg.  tablet  with  meals 
and  two  at  bedtime.  Subsequent  adjustment  to  the  patient’s 
requirements  and  tolerance  must  be  made. 

Pro-Banthine  P.A.— Each  tablet  of  Pro-Banthine  P.A.  (pro- 
pantheline bromide)  contains  30  mg.  of  the  drug  in  the 
form  of  sustained-release  or  timed-release  beads;  on  in- 
gestion about  half  of  the  drug  is  released  within  an  hour 
and  the  remainder  continuously  as  earlier  increments  are 
metabolized.  Thus  the  result  is  even,  high-level  anticholin- 
ergic activity  maintained  all  day  and  all  night  in  most  pa- 
tients with  only  two  tablets  daily.  Some  patients  may 
require  one  tablet  every  eight  hours. 

The  contraindications  and  precautions  applicable  to  Pro- 
Banthine  15  mg.  should  be  observed. 

How  Supplied:  Pro-Banthine  is  supplied  as  tablets  of  15 
and  7.5  mg.,  as  prolonged-acting  tablets  of  30  mg.  and,  for 
parenteral  use,  as  serum-type  vials  of  30  mg. 


Mild  anticholinergic  action — Pro-Banthine®  Half 
Strength,  7.5-mg.  tablets,  for  more  exact  adjust- 
ment Of  maintenance  dosage  in  mild  to  moderate  Address  medical  inquiries  to:  G D.  Searle  & Co. 
gastrointestinal  disorders.  Medical  Department.  Box  5110,  Chicago,  III.  60680  383 


SEARLE 


Searle  & Co. 

San  Juan.  Puerto  Rico  00936 


Pro-Banthine* 

brand  of  ill*  1 • 

propantheline  bromide 

a good  option  in  peptic  ulcer 


The  Rx  that  says 

“Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effeq 
minor  dosage  adjustments  are  usually  all  that’s  needed  to 
produce  the  desired  degree  of  sedation.  (With  3 dosage  form' 
and  4 strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non- 
cumulative  action:  begins  to  work  within  30  minutes. . .yet. 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a ‘roller-coaster”  nor  a "hangover”  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated: 

a 30-year  safety  record  assures  you  that  there  is  little  likelihoo 
of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 
sedative  tranquilizers* 


These  are  four  good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  set 
just  a little  slower.  Its  gentle  daytime  sedative  action  is  often 
all  that’s  needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress. 

'Based  on  surveys  of  average  daily  prescription  costs. 


Buliisol 

RBITAL) 


SODIUi 


Contraindications'.  Porphyria,  sensitivity  to  barbiturates,  or  susceptibility  to 
dependence  on  sedative-hypnotics  Warning:  May  be  habit  forming. 
Precautions:  Exercise  caution  in.  moderate  to  severe  hepatic  disease; 
withdrawal  in  drug  dependence  or  the  taking  of  excessive  doses  over  a long 
period,  to  avoid  withdrawal  symptoms;  elderly  or  debilitated  patients,  to  avoid  1 
possible  marked  excitement  or  depression;  use  with  alcohol  or  other  CNS 
depressants,  because  of  combined  effects.  Adverse  Reactions:  Drowsiness  at  j 
daytime  sedative  dose  levels,  skin  rashes,  “hangover”  and  gastrointestinal 
disturbances  are  seldom  seen.  Usual  Adult  Dosage:  For  daytime  sedation, 

15  mg.  to  30  mg.  t.i.d.  or  q.i.d.  For  hypnosis,  50  mg.  to  100  mg.  Available  as: 
Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 
BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital)]  15  mg.,  30  mg.; 
50  mg.,  100  mg. 


Me  NEIL  I McNeil  Laboratories.  Inc.,  Fort  Washington,  Pa.  19034 


each  tablet, 
capsule  or  5 cc 
teaspoonful  each 

of  elixir  Donnatal  each 

feA  , ( (23%  alcohol) No  2 Extentab 

hyoscyamine  sulfate  0 1037  mg  0.1037  mg  0.31 11  mg. 

atropine  sulfate  0.0194  mg  0.0194  mg  0 0582  mg 

hyoscine  hydrobromide  0.0065  mg.  0.0065  mg  0.0195  mg. 

phenobarbital  (}4gr)l6  2mg  ()^gr)32  4 mg  (^gr)48  6mg 

(warning:  may  be  habit  forming] 


Brief  summary.  Adverse  Reactions  Blurring  of  vision,  dry  mouth, 
difficult  urination,  and  flushing  ordryness  of  the  skin  may  occur  on 
higher  dosage  levels,  rarely  on  usual  dosage.  Contraindications: 
Glaucoma;  renal  or  hepatic  disease,  obstructive  uropathy  (for  ex- 
ample, bladder  neck  obstruction  due  to  prostatic  hypertrophy);  or 
hypersensitivity  to  any  of  the  ingredients 

/1'H'DOBINS  A H Robins  Company  Richmond  Virginia  23220 


To  many  people  the  evening  meal  just 
isn’t  complete  without  potatoes.  But 
your  patient  would  have  to  eat  1 5 of 
them  (skins  and  all!)  to  get  as  much 
Vitamin  C as  is  contained  in  just  one 
Allbee  with  C capsule  taken  daily.  A 
bottle  of  30  (month’s  therapeutic  dose) 
supplies  as  much  ascorbic  acid  as  450 
potatoes,  plus  full  therapeutic  amounts 
of  the  B-complex  vitamins.  For  the 
patient  who  is  counting  calories,  Allbee 
with  C is  small  potatoes  because  the  B’s 
and  C are  water  soluble.  Consider  the 
number  of  calories  in  15  potatoes,  not 
to  mention  the  mountain  of  butter  and 
sour  cream.  Albee  with  C is  avail- 
able at  pharmacies  in  the  handy 
bottle  of  30  and  the  economy 
size  of  100  on  your  prescrip- 
tion or  recommendation. 

A.  H.  Robins  Company, 

Richmond,  Va.  23220 


Allbee’withC 

MULTIVITAMINS 


Each  capsule  contains: 

Thiamine  mononitrate  (B-)  15  mg  1500%j|M 
Riboflavin  (Bi)  10  mg 

Pyridoxme  hydrochloride  (B.)  5 mg  • 
Niacinamide  50  mg  500%|^ 

Calcium  pantothenate  10  mg  ••  1 ' 

Ascorbic  acid  (Vitamin  C)  300  mg  10009a 


AHj^OBINS 


2 ways  (o  provide  o doily 
therapeutic  supply  of  Vitamin  C 

15  baked  potatoes  (skins  and  all!) 

or  one  capsule  of 
Albee' with  C 


About  20  mg.  Vitamin  C in  one  baked  potato  (2Vz"  diameter). 
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ALSO  AVAILABLE  FOR  THE  TREATMENT  OF 

impotence 

due  to  androgenic  deficiency  in  the  American  male. 


BUCCAL  Tabs 


Android!  5 

Methyltestosterone  N.F.-5  mg. 

Android!  10 

Methyltestosterone  N.F.-IO  mg, 

Android  1 25 

Methyltestosterone  N.F.  -25  mg. 


MAY  1973 


DESCRIPTION:  Methyltestosterone  is  17/:-Hydroxyl7  Methylandrost  4 en 
3-one 

ACTIONS:  Methyltestosterone  is  an  oil  soluble  androgenic  hormone 

INDICATIONS:  In  the  male  1 Eunuchoidism  and  eunuchism  2 Male 
climacteric  symptoms  when  these  are  seconlary  to  androgen  deficiency 
3 Impotence  due  to  androgenic  deficiency  4 Postpuberal  cryptor 
chidism  with  evidence  of  hypogonadism 

Cholestatic  hepatitis  with  jaundice  and  altered  liver  function  tests,  such 
as  increased  BSP  retention  and  rises  in  SCOT  levels,  have  been  reported 
after  Methyltestosterone  These  changes  appear  to  be  related  to 
dosage  of  the  drug  Therefore,  in  the  presence  of  any  changes  in  liver 
function  tests,  drug  should  be  discontinued 

PRECAUTIONS:  Prolonged  dosage  of  androgen  may  result  in  sodium  and 
fluid  retention  This  may  present  a problem,  especially  in  patients 
with  compromised  cardiac  reserve  or  renal  disease  In  treating  males 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of  mcreas 
mg  the  nervous,  mental,  ’and  physical  activities  beyond  the  patient  s 
cardiovascular  capacity. 

CONTRAINDICATIONS:  Contraindicated  in  persons  with  known  or  s'us 
pected  carcinoma  of  the  prostate  and  in  carcinoma  of  the  male  breasl 
Contraindicated  in  the  presence  of  severe  liver  damage 

WARNINGS:  If  priapism  or  other  signs  of  excessive  sexual  stimulation 
develop,  discontinue  therapy.  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular  function,  with 
resultant  oligospermia  and  decrease  in  ejaculatory  volume  Use  caul 
lously  in  young  boys  to  avoid  premature  epiphyseal  closure  or  pre 
cocious  sexual  development.  Hypersensitivity  and  gynecomastia  may 
occur  rarely  PBI  may  be  decreased  in  patients  taking  androgens 
Hypercalcemia  may  occur,  particularly  during  therapy  for  metastu 
breast  carcinoma  It  this  occurs,  the  drug  should  be  discontinued 


ADVERSE  REACTIONS:  Cholestatic  Jaundice  • Oligospermia  and  di 
creased  ejaculatory  volume  • Hypercalcemia  particularly  in  patients 
with  metastic  breast  carcinoma  This  usually  indicates  progression  of 
bone  metastases  • Sodium  and  water  retention  • Priapism  • Vir.h 
zation  in  female  patients  • Hypersensitivity  and  gynecomastia 


DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  stridy  individualized 
as  patients  vary  widely  in  requirements  Daily  requirements  are  best 
administered  in  divided  doses  The  following  chart  is  suggested  as  an 
average  daily  dosage  guide 


INDICATION 


Average  Daily  Dosage 
Tablets 


In  the  male: 

Eunuchoidism  and  eunuchism  10  to  40  mg 

Male  climacteric  symptoms  and  impotence 

due  to  androgen  deficiency  10  to  40  mg 

Postpuberal  cryptorchism  30  mg 


HOW  SUPPtlEO:  5.  10  25  mg  in  bottles  of  60.  250 


Write  tor  Literature  and  Samples 


R£FE*  TO 


THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  6th  Street.  Los  Angeles.  Calitornia  90057 
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new  members 


(Continued  from  page  55) 

Chandrappa  S.  Reshmi,  M.D.,  2708  Brownsville  Rd.,  Pittsburgh 
15227. 

Conrad  S.  Revak,  M.D.,  St.  Francis  Hospital,  Pittsburgh  15201. 

Hubert  F.  Sadowski,  M.D.,  245  Hoodridge  Dr.,  Pittsburgh. 
15234. 

Gene  H.  Samuelson,  M.D.,  Children’s  Hospital,  Pittsburgh 
15213. 

C.  Paul  Scott,  M.D.,  3811  O’Hara  St.,  Pittsburgh  15213. 

Robert  G.  Selker,  M.D.,  3459  Fifth  Ave.,  Pittsburgh  15213. 

Robert  G.  Sellig,  M.D.,  20  Julian  Dr.,  Pittsburgh  15235. 

Bruce  D.  Smith,  M.D.,  Presbyterian-University  Hospital,  Pitts- 
burgh 15213. 

Henry  L.  Sommers,  M.D.,  McKeesport  Hospital,  McKeesport 
15131. 

Donal  A.  Warde,  M.D.,  Allegheny  General  Hospital,  Pittsburgh 
15212. 

Sidney  Wolfson,  Jr.,  M.D.,  3459  Fifth  Ave.,  Pittsburgh  15213. 


ARMSTRONG  COUNTY: 

Se  Boo  Kang,  M.D.,  Armstrong  Memorial  Hospital,  Kittanning 
16201. 


BERKS  COUNTY: 

Henry  R.  Hartman,  M.D.,  914  Elizabeth  Ave.,  Laureldale  19605. 
Peter  G.  Kutra,  M.D.,  130  Kenhorst  Blvd.,  Reading  19607. 

Mary  C.  Orff,  M.D.,  229  E.  Lancaster  Ave.,  Shillington  19607. 


BLAIR  COUNTY: 

Dennis  G.  Youshaw,  M.D.,  501  Howard  Ave.,  Altoona  16601. 

DAUPHIN  COUNTY: 

C.  Wayne  Bardin,  M.D.,  Milton  S.  Hershey  Medical  Center, 
Hershey 17033. 

John  W.  Burnside,  M.D.,  Milton  S.  Hershey  Medical  Center, 
Hershey  17033. 

Robert  E.  Dye,  M.D.,  Milton  S.  Hershey  Medical  Center, 
Hershey 17033. 

John  W.  Kreider,  M.D.,  Milton  S.  Hershey  Medical  Center, 
Hershey  17033. 

Edgar  J.  Sanford,  M.D.,  Milton  S.  Hershey  Medical  Center, 
Hershey  17033. 

Richard  J.  Santen,  M.D.,  Milton  S.  Hershey  Medical  Center, 
Hershey  17033. 

Kenneth  L.  Smeltzer,  M.D.,  1919  N.  Front  St.,  Harrisburg  17102. 

Joseph  J.  Trautlein,  M.D.,  6430  Colchester  Ave.,  Harrisburg 
17111. 


MONTGOMERY  COUNTY: 

Laurence  M.  Silver,  M.D.,  1123  Kerper  St.,  Philadelphia  19111. 
Joel  L.  Schwartz,  M.D.,  830  Twining  Rd.,  Dresher  19025. 

Vedat  M.  Sezer,  M.D.,  1033  Germantown  Pike,  Norristown 
19401. 

George  G.  Brackin,  M.D.,  Village  Lane  Apts.,  Abington  19001 . 
Thomas  A.  Bruce,  M.D.,  1000  Welsh  Rd.,  Ambler  19002. 

MONTOUR  COUNTY: 

Maurice  E.  Bandy,  M.D.,  Geisinger  Medical  Center,  Danville 
17821. 

David  R.  Brill,  M.D.,  Geisinger  Medical  Center,  Danville  17821. 
Arthur  F.  Kriner,  Jr.,  M.D.,  R.D.  6,  Danville  17821. 

John  N.  Thurman,  M.D.,  27  Vine  St.,  Danville  17821. 

A.  Claude  Williams,  Jr.,  M.D.,  Geisinger  Medical  Center,  Dan- 
ville 17821. 


PROLOID®  (thyroglobulin) 

Caution:  Federal  law  prohibits  dispensing  without 
prescription. 

Description.  Proloid  (thyroglobulin)  is  obtained 
from  a purified  extract  of  frozen  hog  thyroid. 
It  contains  the  known  calorigenically  active 
components,  Sodium  Levothyroxine  (T4)  and 
Sodium  Liothyronine  (T3).  Proloid  (thyroglobu- 
lin) conforms  to  the  primary  USP  specifications 
for  desiccated  thyroid— for  iodine  based  on 
chemical  assay— and  is  also  biologically  as- 
sayed and  standardized  in  animals. 

Chromatographic  analysis  to  standardize  the 
Sodium  Levothyroxine  and  Sodium  Liothyro- 
nine content  of  Proloid  (thyroglobulin)  is  rou- 
tinely employed. 

The  ratio  of  T4  and  T3  in  Proloid  (thyroglob- 
ulin is  approximately  2.5  to  1 . 

Proloid  (thyroglobulin)  is  stable  when  stored 
at  usual  room  temperature. 

Indications.  Proloid  (thyroglobulin)  is  thyroid 
replacement  therapy  for  conditions  of  inade- 
quate endogenous  thyroid  production:  e.g., 
cretinism  and  myxedema.  Replacement  therapy 
will  be  effective  only  in  manifestations  of  hypo- 
thyroidism. 

In  simple  (nontoxic)  goiter,  Proloid  (thyro- 
globulin) may  be  tried  therapeutically,  in  non- 
emergency situations,  in  an  attempt  to  reduce 
the  size  of  such  goiters. 

Contraindication.  Thyroid  preparations  are 
contraindicated  in  the  presence  of  uncorrected 
adrenal  insufficiency. 

Warnings.  Thyroglobulin  should  not  be  used 
in  the  presence  of  cardiovascular  disease  un- 
less thyroid-replacement  therapy  is  clearly  in- 
dicated. If  the  latter  exists,  low  doses  should 
be  instituted  beginning  at  0.5  to  1.0  grain  (32 
to  64  mg)  and  increased  by  the  same  amount 
in  increments  at  two-week  intervals.  This  de- 
mands careful  clinical  judgment. 

Morphologic  hypogonadism  and  nephroses 
should  be  ruled  out  before  the  drug  is  admin- 
istered. If  hypopituitarism  is  present,  the  adre- 
nal deficiency  must  be  corrected  prior  to 
starting  the  drug. 

Myxedematous  patients  are  very  sensitive  to 
thyroid  and  dosage  should  be  started  at  a very 
low  level  and  increased  gradually. 

Precaution.  As  with  all  thyroid  preparations 
this  drug  will  alter  results  of  thyroid  function 
tests. 

Adverse  Reactions.  Overdosage  or  too  rapid 
increase  in  dosage  may  result  in  signs  and 
symptoms  of  hyperthyroidism,  such  as  men- 
strual irregularities,  nervousness,  cardiac  ar- 
rhythmias, and  angina  pectoris. 

Dosage  and  Administration.  Optimal  dosage 
is  usually  determined  by  the  patient’s  clinical 
response.  Confirmatory  tests  include  BMR,  T3 
131 1 resin  sponge  uptake,  T3  1 3 ’ I red  cell  up- 
take, Thyro  Binding  Index  (TBI),  and  Achilles 
Tendon  Reflex  Test.  Clinical  experience  has 
shown  that  a normal  PBI  (3.5-8  mcg/100  ml) 
will  be  obtained  in  patients  made  clinically 
euthyroid  when  the  content  of  T4  and  T3  is 
adequate.  Dosage  should  be  started  in  small 
amounts  and  increased  gradually  with  incre- 
ments at  intervals  of  one  to  two  weeks.  Usual 
maintenance  dose  is  0.5  to  3.0  grains  (32  to 
190  mg)  daily. 

Overdosage  Symptoms.  Headache,  instability, 
nervousness,  sweating,  tachycardia,  with  un- 
usual bowel  motility.  Angina  pectoris  or  con- 
gestive heart  failure  may  be  induced  or 
aggravated.  Shock  may  develop.  Massive  over- 
dosage may  result  in  symptoms  resembling 
thyroid  storm.  Chronic  excessive  dosage  will 
produce  the  signs  and  symptoms  of  hyperthy- 
roidism. 

(Treatment:  In  shock,  supportive  measures 
should  be  utilized.  Treatment  of  unrecognized 
adrenal  insufficiency  should  be  considered.) 
How  Supplied.  Vi  grain;  Vz  gram:  scored  1 
grain;  IV2  grain;  scored  2 grain;  3 grain;  and 
scored  5 grain  tablets,  in  bottles  of  100  and 
1000. 

Full  information  available  on  request. 

WARNER/CHILCOTT 

Division,  Warner-Lambert  Company 
Morris  Plains,  New  Jersey  07950 
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PENNSYLVANIA  MEDICINE 


IN  NATURAL  THYROID  THERAPY: 

AIE  MTIL  S 
6ETTHI6  THE  POTENCY 

YM  PKESCUBE? 


v jJj  , • ' i<:  Z*.  ^ ***•  S 5L 


Unlike  U.S.P. 
desiccated  thyroid, 
Proloid8(thyrO' 
globulin)  offers 
the  assurance  of 


constant  potency. 

To  begin  with, 

Proloid  is  uniquely 
purified.  The 

thyroglobulin  extracted  from  hog  thyroid  is  devoid  of  any  glandular  debris. 

Then,  Proloid  is  chemically  and  biologically  assayed  to  assure  consistent 
metabolic  activity  from  batch  to  batch.  The  T4  and  T3  content  of  every  dose  is 
blended  for  optimal  thyroid  replacement. 

Important,  too,  is  the  fact  that  Proloid  is  invariably  “fresh”  when  your  patients 
take  it.  Under  proper  storage  conditions,  its  potency  will  not  diminish  for  at  least 
four  years. 

All  of  which  adds  up  to  this:  the  potency  of  Proloid  is  constant...  for  more 
consistent  results. 


(thyroglobulin) 


natural  thyroid  therapy 
that  leaves 
nothing  to  chance 


SMAU  ROl'  mm 

Two  forms  of  Cordrari 

cordra'  Flurandrenolide 

TAPE 

flUBANOMN<H« 


Additional  information  available 
to  the  profession  on  request. 


Eli  Lilly  and  Company  . Indianapolis.  Indiana  46206 
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Coronary  Bypass  Surgery  in  Myocardial  Ischemia 


A MAJOR  public  health  problem 
in  the  United  States  is  ar- 
teriosclerotic coronary  artery  disease. 
It  is  estimated  that  four  million  Ameri- 
cans have  the  disease  and  that  approxi- 
mately 600,000  of  them  die  annually 
as  a result.1  Statistics  show  that  over 
the  past  twenty  years  there  has  been  a 
20  percent  reduction  in  the  death  rates 
from  cardiovascular  and  renal  disease 
in  the  young  and  middle  adult  years.1 
This  is  largely  due  to  control  of  rheu- 
matic fever  and  therapy  for  congenital 
heart  disease.  However,  in  the  35-44 
year  age  group  the  death  rate  increased 
by  12.4  percent  due  to  arterio- 
sclerosis.1 

While  prevention  should  be  the 
prime  goal,  search  must  continue  to 
find  effective  therapeutic  measures  to 
relieve  those  afflicted  by  the  disease. 
Fundamental  anatomic  and  pathologic 
observations  show  that  the  most  ad- 
vanced lesions  which  include  athero- 
sclerotic stenosis  and  occlusion  are 
most  frequently  located  in  the  prox- 
imal half  of  the  coronary  arteries. 
Distal  vessels  2 mm  or  less  in  diameter 
are  usually  free  of  disease  and  the  in- 
tramyocardial  branches  of  the 
coronary  arteries  are  practically  im- 
mune to  atherosclerosis.  These  con- 
cepts form  the  basis  for  the  direct  sur- 
gical procedures  designed  to  revascu- 
larize the  ischemic  myocardium. 

History 

Local  coronary  endarterectomy  was 
first  applied  clinically  by  Bailey,2 
followed  by  Longmire,  Dilley  and  as- 
sociates.3 4 However,  the  results  were 
disappointing  due  to  the  high  in- 
cidence of  subsequent  thrombosis. 
Senning5  advocated  splitting  of  the 
stenosis  and  patch  graft  repair.  Effler 
et  al,6  by  employing  an  essentially  sim- 
ilar technique,  met  satisfactory  results 
with  localized  segmental  occlusions  of 
the  proximal  right  coronary  artery,  but 
for  the  left  coronary  artery  the  opera- 
tive mortality  was  approximately  50 
percent.  Recently  extended  endarterec- 


A.  MONEIM  A.  FADALI,  M.D. 

Philadelphia 

tomy,  usually  with  the  employment  of 
carbon  dioxide  gas,  has  been  used  in 
patients  with  totally  occluded  domi- 
nant right  coronary  artery.7  Now  its 
use  has  been  extended  to  include  the 
left  anterior  descending  and  the  in- 
completely occluded  distal  right 
coronary  arteries.  However,  a patency 
rate  at  the  end  of  twenty-four  months 
of  only  50  percent  makes  endarterec- 
tomy unsatisfactory  as  an  isolated 
procedure. 

Over  the  past  five  years  it  became 
apparent  that  coronary  arteries  with  a 
diameter  as  small  as  1 mm  can  be  suc- 
cessfully anastomosed  to  a saphenous 
vein  autograft  from  the  aorta  or  to  the 
internal  mammary  artery.  Based  on 
the  natural  history  of  severe  proximal 
coronary  artery  disease  and  the  avail- 
able results  after  bypass-operations,  the 
outlook  for  this  new  approach  is  en- 
couraging. Moberg  and  associates8 
followed  435  patients  with  80  to  100 
percent  occlusions  in  the  proximal 
coronary  arteries  as  judged  by  selective 
arteriography.  All  had  normal  or 
moderately  depressed  left  ventricular 
function,  and  their  median  age  was  49. 
They  were  medically  treated  and 
followed  up  for  seven  to  nine  years. 
The  yearly  attrition  for  patients  with 
1-2-  and  3-vessel  disease  was  3 per- 
cent, 6 percent  and  10  percent  respec- 
tively. For  the  whole  group  the  yearly 
mortality  rate  was  6 percent.  Data 
collected  from  various  surgical  serv- 
ices across  the  country  show  that  for  a 
similar  group  of  patients  the  operative 
mortality  is  in  the  neighborhood  of  5 
percent  and  the  postoperative  yearly 
attrition  rate  is  approximately  2 per 
cent.  Dr.  J.  K.  Sehapayak9  of  Saint 
Paul  Hospital,  Dallas,  Texas,  and  his 
associates  studied  the  subsequent 
course  of  two  comparable  groups  of 
patients  in  their  institution.  One  group 
was  managed  medically  and  the  second 
by  aorto-coronary  bypass  surgery.  The 
total  mortality  at  twenty-eight  months 
was  24.2  percent  in  the  medical  group 
as  compared  with  a 12  percent  mortal- 
ity rate  in  the  surgically  treated'group. 


Follow-up  studies  by  Sheldon  and  his 
group10  documented  improved  patient 
survival  after  vein  graft  surgery  for 
coronary  artery  disease.  These  prelimi- 
nary data  together  with  our  personal 
experience  with  the  coronary  bypass 
operation  justify  our  present  approach 
to  myocardial  ischemia.  It  is  a policy 
of  enthusiasm,  optimism,  and  caution. 

Most  surgeons  use  the  reversed  au- 
togenous saphenous  vein  to  bypass 
coronary  arterial  lesions.  The  patency 
rate  at  twenty-four  months  is  approxi- 
mately 75  percent.  Use  of  the  internal 
mammary  artery  for  coronary  bypass 
grafting  is  associated  with  a patency 
rate  of  97  percent  at  the  end  of  two 
years.  Since  long  term  patency  rate  is 
the  principal  factor  in  selecting 
vascular  grafts,  the  internal  mammary 
artery  has  become  our  choice  for 
bypassing  coronary  occlusions.  Our 
experience  with  small  vessel  anas- 
tomosis showed  that  aid  with  binocu- 
lar microscopes  and  binocular  loops  is 
an  unnecessary  adjunct  to  mammary- 
coronary  anastomosis.11  Fine  vascular 
instruments  are  used  and  a quiet  field 
is  provided  by  anoxic  cardiac  arrest. 

Indications  for  Surgery 

At  present,  we  believe  that  there  are 
four  principal  indications  for  coronary 
artery  bypass  surgery:  (1)  disabling  an- 
gina pectoris  poorly  responsive  to  med- 
ical management;  (2)  unstable  angina 
(impending  myocardial  infarction  or 
pre-infarction  angina);  (3)  ar- 
teriographic  lesions  considered  a threat 
to  life;  (4)  significant  arterial  stenosis 
concomitant  with  operable  ventricular 
aneurysm  or  valvular  heart  disease. 

Disabling  Angina  Pectoris 

Block  and  associates12  followed 
6,882  cases  of  angina  pectoris  for  five 
to  twenty-three  years.  Their  statistical 
analysis  unequivocally  demonstrated 
the  shortened  life  span  of  patients  with 
angina  when  compared  to  a normal 
control  group  in  the  same  age  bracket. 
More  recently  the  Framingham  Study 
emphasized  the  ominous  nature  of  an- 


MAY  1973 


59 


gina  pectoris.13  Angina  pectoris  resist- 
ant to  medical  treatment  is  now  con- 
sidered a prime  indication  for 
coronary  bypass  surgery.  The  general 
experience  including  ours  shows  that 
the  operative  mortality  is  approxi- 
mately 5 percent  and  follow-up  reveals 
that  65  percent  of  the  patients  are 
completely  free  of  angina  and  25  per- 
cent significantly  improved. 

Pre-Infarction  Syndrome 

The  definition  and  management  of 
this  syndrome  stirred  considerable  con- 
troversy among  various  authorities.  We 
diagnose  this  syndrome  when  the  pa- 
tient complains  of  angina  at  rest  or  of 
an  acute  appreciable  increase  in  the  se- 
verity of  pre-existing  angina.  This  may 
be  associated  with  electrocardiographic 
signs  of  ischemia.  The  number  of  those 
patients  who  proceed  to  myocardial  in- 
farction varies  in  different  statistics. 
From  our  experience  and  from  litera- 
ture review  we  believe  that  one-third  of 
them  will  proceed  to  frank  myocardial 
infarction.  In  a collective  series  of  ap- 
proximately 200  patients,  emergency 
coronary  bypass  for  this  condition  was 
gratifying.  The  operative  mortality  was 
4 percent  and  the  incidence  of  post- 
operative infarction  was  no  higher 
than  after  elective  bypass  cases.  In  al- 
most all  of  them  complete  relief  of  an- 
gina was  achieved.  Though  long-term 
follow-up  is  not  yet  available,  our  early 
experience  at  this  stage  indicates  that 
this  syndrome  in  association  with  criti- 
cal coronary  artery  stenosis  warrants 
emergency  coronary  bypass  surgery. 

Coronary  Arterial  Lesions 

Coronary  arteriograms  done  for  in- 
dications other  than  intractable  angina 
pectoris  may  show  significant  stenosis 
of  one  or  more  proximal  coronary  arte- 
ries. The  natural  course  of  severe  nar- 
rowing of  the  left  main  coronary  artery 
is  ominous.  Although  this  group  of  pa- 
tients appears  to  be  a higher  surgical 
risk  than  other  patients  with  coronary 
artery  disease,  bypass  surgery  gives 
better  results  than  medical  manage- 
ment alone. 

The  second  group  are  those  patients 
who  manifest  severe  stenosis  involving 
the  three  major  vessels.  In  this  group 
those  with  good  or  moderately 
depressed  left  ventricular  functions  are 
expected  to  have  a yearly  mortality  rate 
of  about  10  percent.  Surgical  risk  in  this 
group  is  considerably  less  and  therefore 


we  consider  them  candidates  for 
coronary  bypass  surgery.  For  asymp- 
tomatic anatomical  lesions  at  other 
sites  we  recommend  medical  therapy  at 
the  present  time. 

Proximal  Coronary  Arteries 

Patients  with  valvular  heart  disease 
at  the  time  of  cardiac  catheterization 
should  have  coronary  arteriograms  per- 
formed if  they  have  symptoms  of 
myocardial  ischemia. 

If  significant  lesions  are  revealed  in 
the  proximal  coronary  arteries,  it  is  ad- 
visable to  combine  valve  replacement 
with  coronary  bypass.  The  operative 
risk  is  not  significantly  higher  than  that 
following  isolated  valve  replacement, 
and  in  both  instances  the  functional 
performance  of  the  cardiac  muscle 
seems  to  be  the  prime  factor  deter- 
mining the  operative  risk.  The  opera- 
tive mortality  following  the  combined 
procedure  is  approximately  15  percent. 

Resection  of  left  ventricular  an- 
eurysms gives  gratifying  results  in  pa- 
tients with  intractable  heart  failure,  re- 
current ventricular  arrhythmias,  and  in 
cases  of  recurrent  systemic  emboli.  If 
the  remaining  myocardium  is  supplied 
by  jeopardized  vessels,  concomitant 
revascularization  is  indicated.  This 
approach  has  improved  the  operative 
mortality  and  the  early  postoperative 
results  are  encouraging. 

While  the  above  represents  the  four 
principal  indications  for  coronary 
bypass  surgery,  the  following  are  de- 
batable indications  for  this  kind  of  sur- 
gical intervention:  (1)  acute  myocar- 
dial infarction;  (2)  post-infarction  an- 
gina or  spreading  myocardial  infarc- 
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tion;  (3)  cardiogenic  shock;  (4)  acute 
myocardial  infarction  with  impending 
shock  (marginally  compensated  hemo- 
dynamics); (5)  recurrent  ventricular 
tachyarrhythmias. 

Currently  at  our  institution  the  sur- 
gical approach  to  the  first  four  items  is 
that  of  conservatism  and  caution.  Our 
attitude  differs  with  regard  to  recurrent 
ventricular  tachyarrhythmia.  If  the  un- 
derlying cause  is  myocardial  ischemia 
and  a severe  proximal  coronary  arterial 
stenosis  is  demonstrated  by  an- 
giography, we  do  not  hesitate  to  bypass 
such  lesions.  Our  results  are  very  en- 
couraging particularly  in  those  cases 
where  a ventricular  aneurysm  is  found 
and  simultaneously  resected. 

While  some  indications  for  bypass 
surgery  are  debatable,  there  are  few 
generally  accepted  contraindications: 
(1)  inadequate  distal  vessels;  (2)  poor 
left  ventricular  function;  (3)  severe  con- 
comitant disease  of  vital  organs. 

Inadequate  Distal  Vessels 

A good  quality  selective  coronary  ar- 
teriogram is  essential  for  the  proper 
preoperative  evaluation  of  patients  with 
myocardial  ischemia.  It  literally 
provides  the  surgeon  with  a guiding 
road  map  on  the  basis  of  which  he  can 
plan  surgery.  The  site  and  degree  of  the 
stenosis  can  be  estimated  together  with 
the  adequacy  of  the  distal  run-off.  The 
arteriogram  may  not  be  a mirror  image 
of  the  operative  or  pathologic  findings. 
Vessels  with  advanced  atherosclerosis 
may  not  appear  too  severe  on  the  ar- 
teriogram. On  the  other  hand  the  diam- 
eter of  a distal  vessel  filled  by  collaterals 
or  retrograde  flow  might  be  underes- 
timated on  the  radiogram.  However,  in 
most  instances  we  find  a good  degree  of 
correlation  between  the  preoperative 
arteriographic  findings  and  our  opera- 
tive findings.  In  our  experience, 
coronary  arteries  of  a diameter  1 mm  or 
more  with  distal  patency  are  adequate 
for  performing  a satisfactory  anas- 
tomosis to  an  autogenous  saphenous 
vein  or  to  the  internal  mammary  artery. 
Less  than  5 percent  of  our  patients  were 
found  at  the  time  of  surgery  to  have  in- 
adequate distal  vessels.  The  adequacy 
of  the  distal  vessels  is  not  only  impor- 
tant for  the  performance  of  a satisfac- 
tory anastomosis,  but  is  also  a principal 
factor  governing  long-term  graft  pa- 
tency. In  presence  of  severe  proximal 
coronary  stenosis  together  with  a good 
distal  run-off,  a properly  performed 
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anastomosis  will  allow  high  volume 
flow  in  the  graft.  Such  grafts  have  ex- 
cellent chances  to  remain  patent  over  a 
long  period  of  time.  If  under  these  fa- 
vorable conditions  an  autogenous  arte- 
ry like  the  internal  mammary  is 
utilized,  the  prospect  of  late  graft 
occlusion  is  in  our  opinion  very  remote. 
Even  under  these  optimal  conditions,  a 
vein  interposed  in  the  arterial  system 
might  undergo  hypertrophic  and 
hyperplastic  changes  which  might 
proceed  to  complete  or  near  complete 
occlusion. 

To  circumvent  these  unavoidable 
problems  associated  with  vein  grafts  we 
currently  prefer  the  use  of  the  right  and 
left  internal  mammary  arteries  for 
coronary  bypass.11 

Poor  Left  Ventricular  Function 

The  most  important  factor  in- 
fluencing the  risk  of  coronary  bypass 
procedures  is  the  functional  status  of 
the  left  ventricle.  Operations  in  pres- 
ence of  congestive  heart  failure  are  as- 
sociated with  high  mortality  and  poor 
postoperative  results.  When  the  left 
ventricular  ejection  faction  was  below 
30  percent  the  operative  mortality  ex- 
ceeded 60  percent,  while  with  ejection 
factions  above  30  percent  the  operative 
mortality  was  4 percent.  The  ar- 
teriovenous oxygen  difference  is  a 
measure  of  the  adequacy  of  the  cardiac 


output  for  tissue  perfusion.  When  it  was 
over  6.5  volume  percent,  the  operative 
mortality  was  approximately  40  per- 
cent. Conversely,  when  the  difference 
was  less  than  6.5  volume  percent,  the 
operative  mortality  was  less  than  8 per- 
cent. While  mild  and  moderate  degrees 
of  left  ventricular  dysfunction  do  not 
contraindicate  surgery,  diffuse  hypo- 
kinesia of  the  left  ventricle  as  shown  by 
ventriculography  contraindicates  this 
type  of  surgery.  The  only  exception  is 
ventricular  hypokinesia  which  results 
from  acute  ischemia.  This  might  be  re- 
versible. However,  by  our  present 
methodology,  such  a reversible  process 
is  hard  to  define  with  absolute  certainty 
in  the  majority  of  instances. 

Conclusions 

In  properly  selected  cases  of  myocar- 
dial ischemia,  coronary  bypass  surgery 
offers  great  hope  and  prospect  for 
improving  the  quality  and  possibly  the 
quantity  of  life.  The  operation  is  tech- 
nically feasible  in  approximately  95 
percent  of  patients  referred  for  surgery. 
Long-term  patency  rates  favor  the  use 
of  the  internal  mammary  artery  to  the 
use  of  the  saphenous  vein  in  bypassing 
coronary  arterial  occlusions.  This  is  our 
method  of  choice,  and  our  results  are 
very  encouraging.  □ 
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What  Price  Antibiotic  Bowel  Preparation? 


INDRU  T.  KHUBCHANDANI,  M.D. 
HOWARD  D.  TRIMPI,  M.D. 
JAMES  A.  SHEETS,  M.D. 
Allentown 


t THERAPY  t 


THE  COLON  represents  a distinct 
microecologic  niche  and  attempts 
at  its  antisepsis  have  been  numerous. 
Charcoal,  chlorine,  naphthalene,  iodo- 
form, and  salicylates  were  used  in  the 
preantibiotic  era.  In  the  late  thirties, 
sulfa  drugs  were  popularized  by 
Garlock  and  Seley,7  and  since  then  a 
host  of  antibiotics  have  been  used  in 
varying  combinations.  It  became  ap- 
parent, after  early  enthusiasm,  that 
several  side  effects  were  attributable  to 
the  use  of  these  chemoprophylactic 
agents.  In  recent  years  there  have  been 
several  reports  recommending  that  the 
routine  use  of  antibiotics  for  prepara- 
tion of  the  bowel  be  abandoned. 
Lancet9  commented  in  a recent  edito- 
rial, “Experience  with  thousands  of  pa- 
tients over  two  decades  thus  points 
away  from  preoperative  interference 
with  the  colon."  It  is  the  purpose  of 
this  study  to  reappraise  the  phenomena 
surrounding  the  antibiotic  bowel 
preparation. 

Material  and  Methods 

An  ongoing  study  was  carried  out  in 
a consecutive  series  of  thirty-seven  pa- 
tients using  only  mechanical  bowel 
preparation.  This  was  followed  by 
another  series  of  forty-two  patients 
using  kanamycin  bowel  preparation 
for  forty-eight  hours  prior  to  surgery. 
The  operations  performed  by  one  of  the 
surgeons  on  the  team  (I.T.K.)  were 
included  for  purposes  of  standardi- 
zation of  the  technic.  The  conclusions 
were  not  significant  statistically  in  view 
of  the  small  group  of  patients  involved, 
but  they  pointed  towards  certain  advan- 
tages when  administering  antibiotics  in 
the  preoperative  phase.  Seventy-nine 
patients  had  resection  of  large  intestine. 
A single  layer  anastomosis  was  carried 
out  using  5-0  monofilament  stainless 
steel  wire  by  open  technique.  When 
using  the  antibiotics,  kanamycin  was 
used,  one  gram  administered  orally 
every  four  hours,  starting  forty-eight 
hours  prior  to  surgery.  It  was  then  con- 
tinued every  four  hours  until  the  morn- 
ing of  surgery. 

Discussion 

It  would  be  well  to  consider  the  bac- 
teriology of  the  human  lower  intestinal 
tract,  inasmuch  as  conclusions  drawn 


from  previous  animal  experimentation 
have  sometimes  been  erratic.  An- 
aerobic, non-sporulating  gram  nega- 
tive rods,  predominantly  bacteroides, 
are  the  most  prevalent  bacteria  in  the 
colon,  usually  100-10,000  times  more 
numerous  than  aerobic  organisms 
(Table  I). 

In  postoperative  wound  infection, 
particularly  following  the  use  of 
kanamycin,  bacteroides  is  the  predom- 
inant organism.  It  being  an  obligate 
anaerobic,  the  growth  has  traditionally 
been  missed  over  the  years.  Bac- 
teroides are  insensitive  to  the  majority 
of  oral  antibiotics  used  for  intestinal 
preparation  (Fig.  1).  Abdominal  sur- 

Dr.  Khubchandani  is  senior  at- 
tending surgeon  in  the  department 
of  colon  and  rectal  surgery  at 
Allentown  Hospital  and  at  Sacred 
Heart  Hospital.  Allentown.  Dr. 
Trimpi  holds  the  same  appoint- 
ments. They  are  both  consulting 
surgeons  in  the  colon  and  rectal 
division  at  Muhlenberg  Medical 
Center,  Bethlehem,  and  are  both 
fellows  of  the  American  College  of 
Surgeons.  Dr . Sheets  is  attending 
surgeon  in  the  colon  and  rectal  sur- 
gery departments  at  Allentown  and 
Sacred  Heart  Hospitals. 


geons  agree  that  proper  mechanical 
cleansing  is  a sine  qua  non  of  intestinal  l 
antisepsis. 

It  has  been  argued  that  antibiotic 
bowel  preparation  suppresses  or  elimi- 
nates the  normal  flora  allowing  unop- 
posed staphylococcus  to  flourish.  The 
more  successful  the  preparation,  the 
more  disastrous  are  the  results  with 
overgrowth  of  pathogenic  organisms. 

It  has  been  said  that  the  surgeon 
acquires  an  unjustifiable  sense  of  pro- 
tection tempting  him  to  practice  un- 
sound surgical  techniques.  The  compli- 
cations attributable  to  the  use  of  anti- 
biotics which  have  been  listed  are 
numerous  (Table  II,  III,  IV.  V). 

The  results  in  our  patients  are 
shown  in  Tables  VI  and  VII.  Following 
earlier  studies  of  Vink,16  and  later  con- 
firmed by  Cohn  and  Atik,5  the  higher 
incidence  of  tumor  growth  in  a 
sterilized  colon  has  now  been  accepted 
as  a serious  drawback  of  the  use  of 
chemotherapeutic  agents  in  the  bowel. 

The  colon  has  its  own  defense  mech- 
anism against  bacterial  invasion  and  a 
very  efficient  one.  Prohaska14  per- 
formed 300  colon  resections  for  in- 
flammatory disease  of  the  bowel  with 
no  mechanical  or  local  antibiotic 
bowel  preparation.  He  used  te- 
tracycline intravenously  for  three  days 
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TABLE  I 


TABLE  IV 


Bacteriology  of  Normal  Human  Colon 
Per  gram  of  feces 

1 09-1 01 1 Anoerobic  Bacteroides 

1 06-1 0s  Aerobic  Coliforms 

Aerobic  Lactobacilli 
Anaerobic  Lactobacilli 
Streptococci 

Minor 

Proteus 

Pseudomonos 

Clostridia 

Staphylocci 


TABLE  II 

Complication  of  Antibiotic  Bowel 

Preparation 

Staphylococcal  Enterocolitis 

Altemeier 

43% 

Azar  and  Drapanas 

30% 

Beahrs  et  al 

3.9% 

Gaylor  et  al 

30% 

Polacek  and  San  Felippo 

50% 

TABLE  III 

Complication  of  Antibiotic  Bowel 

Preparation 

Wound  Infection 

Altemeier  et  al 

12.9% 

Azar  and  Drapanas 

19% 

Beahrs  et  al 

8% 

Cohn 

12.1% 

Polacek  and  San  Felippo 

23% 

Sellwood  et  al 

21% 

Thieme  and  Fink 

10% 

postoperatively.  No  sepsis  was  noted 
in  100  consecutive  cases  and  in  only 
two  instances  in  the  rest.  Belsey9 
prefers  to  operate  on  a deliberately 
constipated  colon,  in  which  feces  can 
be  moved  away  from  the  segments 
used  during  colon  interposition  opera- 
tions for  esophagus  replacement  sur- 
gery. He  has  discarded  preoperative 
antibiotics  as  unhelpful. 

The  proponents  of  the  use  of  antibi- 
otics locally  in  the  preoperative  phase 
base  their  argument  on  the  fact  that 
the  germs  play  a significant  role  in  de- 
termining the  survival  of  stressed  gas- 
trointestinal tract.  Experimentally  this 
was  shown  by  the  classic  work  of 
Cohn5  and  his  associates  in  the  labora- 
tory. Intraluminally  injected  antibiot- 
ics prevented  the  slough  of  large  bowel 
anastomosis  made  under  conditions  in 
which  the  blood  supply  to  one  side  of 
anastomosis  had  been  compromised. 
When  the  peritoneal  defenses  had  been 


Complication  of  Antibiotic  Bowel  Preparation 
Diarrhoea 


Author 

Year 

No.  of 
Cases 

Percentage 

Altemeier 

1966 

10% 

Azar  and  Drapanas 

1968 

445 

10% 

Cohn 

1970 

560 

3/560 

Polacek  and  San  Felippo 

1968 

270 

27% 

Thieme  and  Fink 

1970 

112 

12% 

excluded  by  performing  the  anas- 
tomosis beneath  the  peritoneal  floor  or 
by  experimental  wrapping  in  a plastic 
sheet,  the  incidence  of  anastomotic 
disruption  was  much  higher.  This  was 
also  reported  by  Herter8  and  his  as- 
sociates in  a study  of  1,042  cases. 

Both  Cohn6  and  Poth,2have  demon- 
strated that  the  healing  of  an  anas- 
tomosis of  the  intestines  in  animals  not 
prepared  with  preoperative  antibiotics 
is  associated  with  a marked  inflamma- 
tory response,  inhibition  of  normal 
progression  of  fibroplasia,  and  the  de- 
velopment of  small  microabscesses 
within  the  anastomotic  wound.  Fecal 
infection  causes  thrombosis  of  small 
vessels  and  necrosis  of  the  margins  of 
the  healing  wound. 

Thieme  and  Fink13  studied  1 12  pa- 
tients with  a specific  intent  to  observe 
the  side  effects  of  oral  antibiotics.  The 
change  in  the  flora  was  shown  in  75 
percent  of  their  patients  with  no 
staphylococcal  enterocolitis  or  staphy- 
lococcal wound  infection.  This  is  in 
contrast  to  the  experience  of  Al- 
temeier1  and  his  coworkers,  who 
reported  staphylococcal  overgrowth  in 
over  50  percent  receiving  neomycin. 
Polacek  and  San  Felippo12  attributed 
40  percent  of  their  wound  infections  to 
staphylococcus.  Azar  and  Drapanas2 
in  their  study  of  445  cases  had  an  in- 
cidence of  30  percent  enterocolitis  and 
19  percent  wound  infection,  24  per- 
cent of  which  were  due  to  staphylo- 
coccus aureus.  Beahrs14  and  associates 
did  a retrospective  study  on  500  cases 
and  found  15  cases  of  pseudomonas 
enterocolitis  with  staphylococcus 
aureus  as  the  offending  organism. 
They  recommended  the  administration 
of  neomycin  and  oxytetracycline 
orally  for  two  days  prior  to  the  opera- 
tion and  penicillin  and  streptomycin 
parenterally  for  seven  days  postopera- 
tively. Bacitracin  was  supplemented 
orally  or  by  tube  in  the  postoperative 
period. 

Nichols  and  Condon11  in  a most 


TABLE  V 

Complication  of  Antibiotic  Bowel 
Preparation 

Implied  Potential  Hazards 

Increased  anastomotic  leak 

(except  low  anterior  resection) 
Yeast  Overgrowth 

(Moniliasis  in  infants) 
Hypoprothrombinemia 
Tumor  implantation 


TABLE  VI 

Complications  Following  Bowel 

Resection 

Mechanical  Preparation  Only 

37  Cases 

(Khubchandani,  et  al) 

Deaths 

1 

Wound  infection 

6 20% 

Clinical  peritonitis 

1 

Subclinical  leak 

1 

Pelvic  abscess 

1 

Tetanus 

1 

Diarrhea 

0 

TABLE  VII 

Complications  Following  Bowel 

Resection 

Kanamycin  Bowel  Preparation 

42  Cases 

(Khubchandani,  et  al) 

Wound  Infection 

5 

12.5% 

Clinical  peritonitis 

0 

Subclinical  leaks 

0 

Pelvic  abscess 

1 

Enterocolitis 

2 

Diarrhea 

7 

16.5% 

comprehensive  collective  review  ana- 
lysed all  of  the  antibiotics  presently 
used  for  preoperative  bowel  prepara- 
tion and  concluded  that  not  one  of 
them  could  be  used  singly  as  an  effec- 
tive intestinal  antibiotic.  Following 
Cohn’s6  work,  kanamycin  has  been 
used  almost  as  widely  as  the  traditional 
sulfa-neomycin  combination;  but  its 
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limitations,  particularly  in  regard  to  its 
efficacy  towards  anaerobes,  is  now 
common  knowledge.  Cohn6  suggested 
more  recently  that  clindamycin  be 
combined  with  kanamycin  but  no 
large  series  have  been  reported  to 
validate  the  combination. 

Conclusion 

There  is  sufficient  documentation 
that  the  routine  use  of  preoperative  an- 
tibiotics for  bowel  preparation  is 
fraught  with  complications.  The  most 
significant  of  these  is  the  overgrowth 
of  resistant  bacteria-producing  en- 
terocolitis and  wound  infection. 
Implantation  of  tumor  cells  at  the  su- 
ture line  is  an  added  hazard.  However, 
there  has  been  an  undisputable  lower- 
ing of  overall  mortality  from  around 
20  percent  in  the  preantibiotic  era  to 
around  5 percent  today.  Antibiotics 
certainly  help  when  the  anastomosis  is 
below  the  peritoneal  floor  or  when 


vascularity  of  the  cut  edge  is  question- 
able. Each  surgeon  must  weigh  the 
pros  and  cons  in  his  own  mind.  In  our 
short  trial  it  appeared  that  the  use  of 
antibiotics  had  a slight  edge  over 
mechanical  preparation  alone.  We 
recognize  the  limitations  of  antibac- 
terial agents  available  but  continue  to 
use  them  in  anticipation  of  an  ideal 
oral  antibiotic  agent.  □ 
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Early  Diagnosis  of  Breast  Cancer 

Mammography  and  Thermography 


Over  the  last  ten  years  interest  in 
mammography  and  more  recently  in 
thermography  has  increased  consider- 
ably with  respect  to  their  role  in  the 
early  detection  of  breast  cancer.  The 
study  was  first  done  clinically  in  1923, 
but  it  remained  for  Drs.  J.  Gershon- 
Cohen  of  Philadelphia  and  Robert 
Egan  of  Texas  to  develop  the  tech- 
niques and  diagnostic  criteria  to  bring 
about  present-day  interest  in  this  sub- 
ject. Constant  improvement  in  radio- 
graphic  technique  and  instrumentation 
including  the  use  of  xeroradiography 
has  resulted  in  easier  and  more  accurate 
visualization  of  radio-graphic  signs  of 
malignancy.  These  include  the  presence 
of  a mass  in  the  breast  (particularly  one 
with  irregular  margins),  multiple  punc- 
tate calcifications  (either  with  or 
without  a mass),  increased  prominence 
of  vascular  structures,  and  skin 
thickening. 

Thermographic  examination  which 


MARC  S.  LAPAYOWKER,  M.D. 

Philadelphia 

shows  increased  skin  temperature  by 
detection  of  infrared  radiations  from 
the  body  is  also  valuable  in  that  a high 
percentage  of  breast  cancers  will  show 
an  increase  in  skin  temperature  or 
prominence  of  the  vascular  pattern  of 
the  breast.  While  this  non-invasive 
technique  avoiding  radiation  is  helpful, 
increased  temperature  is  a non-specific 
finding  and  must  be  correlated  with 
clinical  or  radiographic  information. 
Individual  indications  for  mam- 
mography and  thermography  are 
numerous.  They  include  the  presence  of 
a palpable  mass,  a known  primary  car- 
cinoma in  one  breast,  fibrocystic 
disease,  serous  or  bloody  discharge 
from  the  nipple,  or  pain.  They  are  also 


helpful  in  attempting  to  detect  an  occult 
primary  lesion  in  women  with  metas- 
tatic carcinoma  elsewhere.  Women 
with  a history  of  breast  cancer  in  the 
family  are  ideal  candidates  for  this  ex- 
amination. These  studies  have  also  been 
useful  in  screening  large  groups  of  pa- 
tients. Initial  results  from  a large  series 
in  New  York  suggests  that  lesions  are 
being  discovered  at  an  earlier  stage  with 
many  fewer  axillary  metastases  than  if 
palpation  alone  is  relied  upon.  Long- 
term follow  ups  will  be  necessary  to  de- 
termine if  survival  rates  will  be 
appreciably  affected  by  the  use  of  these 
diagnostic  modalities. 

The  studies  should  only  in  rare  in- 
stances be  considered  a substitute  for 


Dr.  Lapayowker  is  professor  and  director  of  the  section  of 
diagnostic  radiology  in  the  department  of  radiology  at  the 
Temple  University  Hospital.  Philadelphia. 
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Figure  1 . Carcinoma  of  the  left  breast. 


IB.  Thermogram.  The  upper  outer  quadrant  of  the  left  breast  is  abnormally  warm.  A 
normal  vascular  pattern  is  seen  throughout  the  remaining  breast  tissue. 


Figure  1 . Carcinoma  of  the  left  breast. 
1A.  Left  lateral  mammogram.  A 2 cm 
dominant  mass  is  present  in  the  supe- 
rior portion  of  the  breast.  The  hazy 
border  of  the  mass  and  spiculations 
projecting  into  the  surrounding  breast 
tissue  are  characteristic  of  malig- 
nancy. 


biopsy  in  a patient  with  a palpable 
mass.  There  are  limitations  to  both  of 
these  examinations  in  that  some  of  the 
malignancies  do  not  show  increased  in- 
frared emission  on  thermographic  ex- 
amination. In  the  pre-menopausal  age 
group,  mammographic  examination 
may  show  diffuse  soft  tissue  density 
throughout  the  breasts  which  is  due  to 
active  tissue  and  fibrocystic  disease. 
This  type  of  tissue  can  obscure  malig- 
nancies on  the  radiographs  resulting  in 
a low  positive  yield  in  the  younger  age 


group.  The  interpretation  of  the  films 
can  be  quite  difficult  particularly  for 
the  inexperienced  physician.  The 
results  in  the  older  age  group  where 
considerable  fatty  replacement  of  ac- 
tive breast  tissue  has  occurred  are  much 
better.  The  results  of  using  both  mam- 
mography and  thermography  in  combi- 
nation indicate  that  a detection  sensi- 
tivity of  85-90  percent  is  obtainable. 
This  is  an  extremely  encouraging  in- 
dication for  the  continued  use  of  these 
two  modalities. 

It  is  extremely  important  for  the  re- 
ferring physician  to  realize  that  the  ex- 
amination is  much  more  rewarding  in 
the  older  age  group,  but  it  can  be  very 
helpful  in  the  younger  group  and  in 
finding  early  carcinomas  that  are  non- 
palpable.  There  are  several  good  rules 
to  follow  in  regard  to  the  results  of 
mammography.  If  mammography  re- 
ports a carcinoma  or  dominant  mass, 
immediate  biopsy  should  be  recom- 
mended. If  a mass  is  palpable,  biopsy 


should  always  be  performed  unless  the 
mammography  report  is  a completely 
normal  fatty  breast.  The  presence  of 
fibrocystic  disease  on  the  films  often 
means  that  the  presence  of  a small  car- 
cinoma cannot  be  excluded. 

The  use  of  mammography  and  ther- 
mography in  breast  cancer  has  been  a 
valuable  adjunct  to  the  usual  physical 
examination.  There  are  many  women 
in  the  United  States  today  who  have 
had  non-palpable  carcinomas  and  pal- 
pable lesions  removed  at  an  earlier 
stage  because  of  these  studies.  It  has 
provided  reassurance  to  many  women 
who  have  been  worried  about  the  possi- 
bility of  cancer,  and  it  has  been  able  to 
prevent  repeated  biopsies  of  fibro- 
cystic disease  in  some  cases.  It  is  most 
important  for  the  referring  physician  to 
have  good  rapport  with  the  radiologist 
so  that  the  wording  of  his  reports  and 
his  feelings  about  accuracy  can  lead  to 
the  proper  handling  of  patients  with 
breast  problems. 


CANCER  FORUM  — presented  cooperatively  by  the  PMS  Council  on  Education  and  Science,  the  Pennsylvania  and  Philadelphia 
Divisions  of  the  American  Cancer  Society,  and  the  Cancer  Control  Section,  Pennsylvania  Department  of  Health.  The  Cancer 
Forum  is  edited  by  Roland  A.  Loeb,  M.D.,  Lancaster. 
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Peripheral  Arterial  Disease — 1973 


David  Naide,  M.D.,  Division  of 
Vascular  Diseases,  Graduate  Hospital 
of  the  University  of  Pennsylvania, 
Philadelphia,  is  questioned  by  William 
G.  Leaman,  Jr.,  M.D. 

What  is  the  main  underlying  cause  of 
arterial  occlusive  disease? 

By  far  the  majority  of  cases  are 
related  to  atherosclerotic  involvement 
of  the  vessels.  The  exact  cause  of 
atherosclerosis  is  not  known,  but 
factors  believed  to  be  important  include 
genetics,  dietary  habits,  blood  lipid 
levels,  tobacco,  stress,  and  other  envi- 
ronmental factors.  Other  causes  of  arte- 
rial insufficiency  include  emboli,  in- 
flammatory involvement  such  as  in 
collagen  vascular  disease,  diabetes, 
thromboangitis  obliterans,  and  arterial 
injury. 

What  is  the  place  of  Doppler  Ul- 
trasound in  arterial  disease? 

With  the  Doppler  instrument  one 
can  detect  blood  flow  through  the  pedal 
arteries  even  though  there  is  no  pal- 
pable pulse.  The  quality  of  the  sound 
enables  us  to  determine  if  it  is  occurring 
as  a result  of  collateral  flow  or  through 
a normal  pathway.  We  can  also  then  ob- 
tain the  ankle  blood  pressure  which  can 
be  compared  to  the  opposite  ankle  and 
to  the  arm  blood  pressure.  In  addition, 
the  Doppler  instrument  is  often  helpful 
in  evaluating  the  patency  of  a bypass 
graft  and  in  comparing  preoperative 
and  postoperative  blood  flow  in  the 
limb. 

What  is  the  most  important  aspect  in 
the  management  of  patients  with  arteri- 
al insufficiency? 

Prophylactic  foot  care.  This  will  do 
more  to  prevent  loss  of  limb  than  any 
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other  factor.  If  the  initial  break  in  the 
skin  can  be  prevented,  a person  with 
severe  ischemia  may  go  on  indefinitely 
without  developing  gangrene.  The  pa- 
tient, as  well  as  his  family  physician  and 
podiatrist,  must  be  trained  to  prevent 
trauma  to  the  feet  and  to  inspect  the 
feet  carefully  at  frequent  intervals. 

What  is  the  best  “conservative”  method 
of  trying  to  improve  peripheral  circula- 
tion in  the  lower  extremities? 

Walking  to  the  point  of  tolerance  is 
the  best  stimulus  to  the  development  of 
collateral  blood  vessels  in  an  ischemic 
limb.  We  encourage  patients  to  walk  as 
often  and  as  far  as  possible  to  the  point 
of  fatigue  in  the  leg,  then  to  rest  for  a 
short  time  and  to  walk  again.  On  rare 
occasions,  we  have  even  seen  the  return 
of  distal  pulses,  presumably  through 
collateral  flow. 

What  is  the  place  of  vasodilator  drugs? 

These  drugs  may  be  of  some  value  in 
the  treatment  of  arterial  disease.  Their 
efficacy  is  presently  under  investigation 
by  the  FDA.  We  believe  they  may  have 
some  benefit  and  recommend  them  for 
the  patient  with  severe  ischemia  and 
also  for  vasospastic  disorders.  For  the 
patient  with  mild  ischemia,  they  are 
probably  not  important. 

W hat  about  blood  lipids? 

People  with  normal  blood  lipids 
(cholesterol,  triglycerides)  are  less 
prone  to  the  development  of  athero- 
sclerosis. Therefore,  if  patients  have 
elevation  of  either  or  both  of  these,  we 
obtain  a lipoprotein  electrophoresis  and 
then  select  the  most  appropriate  diet 
(low  fat  or  low  carbohydrate)  and,  if 
necessary,  add  drug  therapy  to  help 
lower  the  lipid  elevations. 


Are  anticoagulants  of  value  in  manag- 
ing patients  with  arterial  insufficiency? 

There  is  no  good  evidence  that  an- 
ticoagulants are  effective  in  preventing 
the  development  or  progression  of 
atherosclerotic  vascular  disease.  There- 
fore, we  generally  do  not  use  them  for 
this  purpose  although  there  are  oc- 
casional exceptions.  For  instance,  the 
patient  with  generalized  atherosclerosis 
of  the  peripheral,  cerebral,  and 
coronary  vessels. 

Do  most  patients  with  arterial  occlusive 
disease  have  to  undergo  arterial  sur- 
gery? 

To  the  contrary,  probably  95  percent 
of  all  patients  with  arterial  insufficiency 
to  the  limbs  do  not  require  arterial 
reconstruction.  Many  have  mild  disease 
that  does  not  warrant  surgery.  Some 
have  small  vessel  disease  or  poor  distal 
run-off  that  is  not  amenable  to  bypass 
procedures,  and  others  are  too  ill  or  do 
not  wish  to  undergo  surgery.  Therefore, 
most  patients  with  arterial  insufficiency 
must  be  managed  medically  as  outlined 
here. 

What  are  the  indications  for  arterial 
reconstructive  surgery? 

Severe  intermittent  claudication,  rest 
pain  due  to  ischemia,  and  non-healing 
ischemic  lesions  are  strong  indications 
for  proceeding  with  arteriography  with 
a view  toward  arterial  reconstructive 
surgery.  We  do  not  generally  do  ar- 
teriography unless  we  plan  to  go  ahead 
with  arterial  surgery. 

This  Brief  has  been  edited  by  William 
G.  Leaman,  Jr.,  M.D.,  for  the  Council 
on  Education  and  Science,  in  coopera- 
tion with  the  Pennsylvania  Affiliate  of 
the  American  Heart  Association. 
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Hours  of  attendance  at  any  of  the  courses  included  in  this  listing  may  be  reported  to  meet  the  continuing  medical  education 
membership  requirement  of  PMS.  Courses  coded  AMA  may  be  reported  in  Category  1 on  the  application  for  the  AMA  Physician’s 
Recognition  Award.  All  other  courses  may  be  reported  in  Category  2. 


INTERMITTENT  COURSES 

Listed  below  are  courses  of  continuing  medical 
education  which  include  a series  of  two  or 
more  sessions  on  various  subjects.  To  deter- 
mine the  specific  topic  on  any  given  day,  con- 
tact the  director  at  the  address  given  in  the 
course  listing. 


CARDIOVASCULAR  DISEASE 
Sayre:  September  1,  1972;  August  31,  1973 
AMA — Cardiology;  at  Robert  Packer  Hosp.;  by 
Hahnemann;  1 hr.  per  day;  - 1 day  per  mo.;  12  days 
total;  no  fee.  Contact  Paul  C.  Royce,  M.D.,  Ph  D., 
Dir.  of  Med.  Educ.  Robert  Packer  Hosp.,  Sayre 
18840. 


DERMATOLOGY 

Sayre;  September  1,  1972  - August  31,  1973 
AMA — Dermatology;  at  Robert  Packer  Hosp.;  by 
Hahnemann;  1 hr.  per  day;  1 day  every  other  mo.;  5 
days  total;  no  fee.  Contact  Paul  C.  Royce,  M.D., 
Ph.D.,  Direc.  of  Med.  Educ.,  Robert  Packer  Hosp., 
Sayre  18840. 


EMERGENCY  MEDICINE 
Sayre;  September  1,  1972  - August  31,  1973 
AMA — Emergency  Medicine;  at  Robert  Packer 
Hosp.;  by  Hahnemann;  1 hr.  per  day;  1 day  per 
week;  16  days  total;  no  fee.  Contact  Paul  C.  Royce, 
M.D.,  Ph  D.,  Dir.  of  Med.  Educ.,  Robert  Packer 
Hosp  , Sayre  18840. 


ENDOCRINOLOGY 

Sayre;  September  1/1972  - August  31,  1973 
AMA — Endocrinology;  at  Robert  Packer  Hosp.; 
by  Hahnemann;  1 hr.  per  day;  1 day  per  mo.;  11 
mos.;  no  fee.  Contact  Paul  C.  Royce,  M.D.,  Ph.D., 
Dir.  of  Med.  Educ.,  Robert  Packer  Hosp.,  Sayre 
18840. 


FAMILY  MEDICINE 

Pittsburgh;  July  19,  1972  - June  13,  1973 

Post  Graduate  Family  Practice  Lectures;  at  Fami- 
ly Health  Center  Conf.  Rm.,  St.  Margaret  Mem. 
Hosp.;  1 hr.  per  day;  1 day  per  week;  48  weeks; 
AAFP  credit  requested.  Contact  Paul  W.  Dishart, 
M.D.,  D.M.E.,  St.  Margaret  Mem.  Hosp.,  265-46th 
St.,  Pittsburgh  15201. 


Titusville  Hospital;  December  18,  1972,  March  19 
and  June  18,  1973 

AMA — Continuing  Education  for  Physicians; 
three  of  8 sessions  in  a program  planned  by  Pitt, 
and  sponsored  by  the  Venango  Co.  Med.  Soc.  (see 
Franklin  and  Oil  City  listings  for  other  sessions). 
16  hrs.  AAFP  credit  requested.  Contact  Joseph  P. 
Dunn,  M.D.,  407  Third  Street,  Titusville  16354. 


GASTROENTEROLOGY 

Bradford  Hospital;  September  1,  1972  - June  30, 
1973 

Telephone  Lecture  Network  Regional  Medical 
Program  of  Western  New  York;  1 hr.  per  day;  80 
days;  AAFP  credit  approved.  Contact  Howard  S. 
Miller,  M.D.,  Chrm.  Educ.  Cmte.,  Bradford  Hosp., 
Interstate  Parkway,  Bradford  16701. 


Bradford  Hospital;  September  1,  1972  - June  30, 
1973 

Network  for  Continuing  Medical  Education — 
Television  Tapes;  1 hr.  per  day;  1 day  per  week;  40 
weeks.  Contact  Howard  S.  Miller,  M.D.,  Chrm., 
Educ.  Cmte.,  Bradford  Hosp.,  Interstate  Parkway, 
Bradford  16701. 


GENERAL  MEDICINE 
Bridgeville;  April,  1973  - January,  1974 
AMA — General  Medicine;  by  Pitt  and  Western 
Pa.  RMP;  at  Mayview  State  Hosp.;  2 hrs.  ea.  day; 
first  Thurs.  ea  mo.;  AAFP  credit  requested.  Con- 
tact Marion  H.  Elwood,  Admin.  Ass’t.,  Western  Pa 
RMP,  200  Meyran  Ave.,  Pittsburgh  15213. 


CODE  KEY 

S — Designed  lor  lull-time  specialists 

AAFP — American  Academy  ol  Family  Physi- 
cians 

ACGP — American  College  ol  General  Practi- 
tioners in  Osteopathic  Medicine  and  Surgery 

AMA — AMA  Accredited  Educational  Institution 
(Eligible  tor  AMA  Physician' s Ftecognition 
Award  Credit) 

PMS — Pennsylvania  Medical  Society 

Hahnemann — Hahnemann  Medical  College  and 
Hospital 

M S Hershey — Pennsylvania  State  University 
College  ol  Medicine,  Milton  S.  Hershey  Med- 
ical Center 

Jefferson — Jefferson  Medical  College  of 
Philadelphia 

Pitt — University  of  Pittsburgh  School  of  Medi- 
cine 

Penn  State — Pennsylvania  State  University 

Temple — Temple  University  School  of  Medi- 
cine 

U.  of  Pa. — University  of  Pennsylvania  School  of 
Medicine 

MCP — The  Medical  College  of  Pennsylvania 


Canonsburg;  August.  1972  - December,  1973 
AMA — Medical  Practice  Assessment  Program; 
by  Pitt  and  Western  Pa.  RMP;  at  Canonsburg  Hosp.; 
2 hrs.  ea.  day;  first  Tues.  ea.  mo.;  AAFP  credit 
approved.  Contact  Marion  H.  Elwood,  Admin. 
Ass’t.,  Western  Pa.  RMP,  200  Meyran  Ave.,  Pitts- 
burgh 15213. 


Coatesville;  September,  1972  - June  1973 
AMA — Neuropharmacology  Course;  at  V.A  Hos- 
pital; by  Jefferson;  1 Va  hrs.  ea.  mo.;  third  Mon.  ea. 
mo.;  15  hrs.  elective  AAFP  credit  approved  Con- 
tact J.  Clifford  Scott,  M.D.,  Dir.,  Prof.  Educ.,  VA 
Hosp.,  Coatesville  19320. 


Drexel  Hill;  January  6 - June  30,  1973 
AMA — Saturday  Conference;  at  Delaware  County 
Memorial  Hospital;  co-sponsored  by  Delaware 
County  A.A.F.P. ; 24  hrs.  "prescribed"  AAFP  credit 
approved.  Contact  Robert  Mitterling,  M.D.,  Dir.  of 
Med.,  Delaware  Co.  Mem.  Hosp.,  Lansdowne  & 
Keystone  Ave.,  Drexel  Hill  19026. 


Easton;  September  20,  1972  - June  20,  1973 

AMA — Continuing  Education  Program;  by  Hah- 
nemann; at  Easton  Hosp.;  1 V2  hrs.  per  day;  1 day 
per  mo;  12  hrs.  AAFP  credit  requested.  Contact 
Frederick  K.  Heath,  M.D.,  Assoc.  Dean,  Sch.  of 
Cont.  Educ.,  Hahnemann,  230  N Broad  St., 
Philadelphia  19102. 


Greensburg;  September  12,  1972  - August  14,  1973 
AMA — Continuing  Education  for  Physicians;  at 
Westmoreland  Hosp.;  by  Pitt.;  2 hrs.  per  day;  2nd 
Tues.  ea.  mo.;  24  hrs.  AAFP  credit  requested.  Con- 
tact F.D.  Edgar,  Jr.,  M.D.,  Med.  Dir.,  Westmoreland 
Hosp.  532  W.  Pittsburgh  St.,  Greensburg  15601. 


Kittanning;  October  7,  1972  - June  2,  1973 
AMA — Continuing  Education  for  Physicians;  at 
Armstrong  Co.  Mem.  Hosp.;  by  Pitt;  2 hrs  per  day; 
every  other  Saturday  morning;  32  hrs.  AAFP  credit 
requested.  Contact  Roderick  R.  McLeod,  M.D  , 137 
S.  Jefferson  St.,  Box  150,  Kittanning,  16201. 


McKeesport  Hospital;  February  7,  June  20,  1973 
AMA — Continuing  Education  for  Physicians;  by 
Pitt;  every  other  Wed.  eve.;  2 hrs.  ea  day;  20  hrs 
AAFP  credit  requested.  Contact  William  M.  Cooper, 
M.D.  Dir.,  Div.  of  Cont.  Educ.,  Pitt.,  1022-H  Scaife 
Hall,  Pittsburgh  15213. 


Meadville  City  Hospital;  October  4,  1972  - June  6, 
1973 

Practical  Pharmacology/A  Continuing  Education 
Program  for  Physicians;  by  Crawford  County  Medi- 
cal Society  and  Gannon  College  (Erie);  first  Wed. 


ea  mo.;  2 hrs.  ea.  day;  18  hrs.  AAFP  credit 
requested;  fee  = $50  ($7.50)  single  sess.),  Con- 
tact Robert  C.  Challener,  M.D  . Meadville  City 
Hosp.,  Liberty  St.,  Meadville  16335. 


Mount  Pleasant;  March,  1973  - August,  1973 
AMA — Medical  Practice  Assessment  Program; 
by  Pitt  and  Western  Pa.  RMP;  at  Henry  Clay  Frick 
Mem.  Hosp.;  1 hr.  ea  day;  third  Wed.  ea.  mo.; 
AAFP  credit  approved  = 6 hrs.  Contact  Marion'H. 
Elwood,  Admin.  Ass't.,  , Western  Pa.  RMP,  200 
Meyran  Ave.,  Pittsburgh  15213. 


New  Kensington;  February  6 - November  27,  1973 
AMA — Continuing  Education  for  Physicians;  at 
Citizens  General  Hospital;  by  Pitt;  1 day  ea.  mo.;  1 
hr.  ea.  day;  8 hrs.  AAFP  credit  requested.  Contact 
Walter  N.  Zuck,  M.D  . Citizens  Gen  Hosp.,  New 
Kensington  15068. 


Philadelphia;  September  8,  1972  - June,  1973 
Continuing  Education  for  Physicians;  at  Frank- 
ford  Hosp.;  1 hr.  per  day;  1 day  per  week;  40 
weeks;  40  hrs.  AAFP  credit  requested.  Contact 
Ronald  E.  Cohn,  M.D  . Med  Dir.,  Frankford  Hosp  , 
Frankford  Ave.  & Wakeling  St.,  Philadelphia 
19124. 


Pittsburgh;  July  20.  1972  - June  14,  1973 

Post  Graduate  Medical  Education  Lectures;  at 
St.  Margaret  Memorial  Hosp.;  30  weeks;  1 hr.  per 
day;  1 day  per  week — first,  second  and  third 
Thurs.  ea.  mo.;  30  hrs.  AAFP  credit  requested 
Contact  Paul  W.  Dishart,  M.D  , D.M.E.,  St.  Mar- 
garet Mem.  Hosp.,  265-46th  St.,  Pittsburgh  15201 


Pittsburgh;  May  2 - June  11.  1973 

AMA — Internal  Medicine  Review  Course;  at  Pitt; 
co-sponsored  by  Amer.  Coll,  of  Phys.;  3 hrs.  per 
day;  2 days  per  week;  33  hrs.  AAFP  credit 
requested;  fee  = $50  ($25  residents).  Contact 
William  M.  Cooper,  M.D.,  Dir..  Div.  of  Cont.  Educ.. 
Pitt.,  1022-H  Scaife  Hall,  Pittsburgh  15213. 


Pittsburgh;  October  25,  1972  - June  13,  1973 
AMA — Continuing  Education  for  Physicians;  at 
St.  John's  General  Hosp  and  Suburban  General 
Hosp.;  by  Pitt;  2 hrs.  per  day;  one  Wed  ea.  mo.; 
18  hrs.  AAFP  credit  requested.  Contact  Raymond 
J.  Wojciak,  D O.,  275  Silver  Lane,  McKees  Rocks 
15136 


Pottsville  Hospital,  September  7,  1972  - June  7, 
1973 

AMA — A Program  of  Continuing  Medical  Educa- 
tion; by  Jefferson  and  Penn  State;  2 hrs.  per  day;  1 
day  per  mo.  for  10  months;  20  hrs.  AAFP  credit 
approved.  Contact  John  H.  Killough,  Ph  D.,  M.D., 
Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Sunbury  Community  Hospital;  February  14  - 

November  28,  1973 

AMA — -Continuing  Education  Program;  by  Hah- 
nemann; 2nd  and  4th  Wed.  afternoon  ea.  mo.  (ex- 
cept June,  July  & Aug.);  3 hrs.  ea.  day;  AAFP 
credit  requested.  Contact  Willard  W Christman, 
M.D  , Community  Hosp.,  Sunbury  17801 


Warren;  August,  1972  - November,  1973 

AMA — Medical  Practice  Assessment  Program; 
by  Pitt  and  Western  Pa.  RMP;  at  Warren  Gen. 
Hosp.;  2 hrs.  ea.  day;  fourth  Tues.  ea.  mo.;  AAFP 
credit  approved.  Contact  Marion  H.  Elwood, 
Admin.  Ass’t.,  Western  Pa.  RMP,  200  Meyran  Ave., 
Pittsburgh  15213 


HEMATOLOGY 

Sayre;  September  1,  1972  - August  31,  1973 

AMA — Hematology;  at  Robert  Packer  Hosp.;  by 
Hahnemann;  1 hr.  per  day;  1 day  per  mo.  13  days 
total  no  fee.  Contact  Paul  C.  Royce,  M.D  , Ph.D.. 
Dir.  of  Med  Educ.,  Robert  Packer  Hosp.,  Sayre 
18840. 
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MALIGNANT  DISEASE 
Reading;  Fourth  Tuesday  ea.  month 
Tumor  Conference;  at  Community  General  Hos- 
pital. Contact  Harold  I.  Faber,  M.D..  Dir.,  Tumor 
Clinic,  Community  Gen.  Hosp.,  145  N.  Sixth  St., 
Reading  19601 . 


NEPHROLOGY 

Sayre;  September  1,  1972  - August  31,  1973 

AMA — Urology-Nephrology;  at  Robert  Packer 
Hosp.;  by  Hahnemann;  1 hr.  per  day;  1 day  per  mo; 
9 days  total;  no  fee.  Contact  Paul  C.  Royce,  M.D., 
Ph.D.,  Dir.  of  Med.  Educ.,  Robert  Packer  Hosp., 
Sayre  18840. 


NEUROLOGY 

Sayre;  September  1,  1972  - August  31,  1973 
AMA — Neurology;  at  Robert  Packer  Hosp.;  by 
Hahnemann;  1 hr.  per  day;  1 day  a mo;  7 days 
total;  no  fee.  Contact  Paul  C.  Royce.  M.D.,  Ph.D., 
Dir.  of  Med.  Educ.,  Robert  Packer  Hosp.,  Sayre 
18840. 


ONCOLOGY 

Sharon;  August,  1972  - July  20,  1973 
AMA — Medical  Practice  Assessment  Pro- 

gram/Oncology; by  Pitt  and  Western  Pa.  RMP;  at 
Sharon  Gen.  Hosp.;  1 hr.  ea.  day;  first  and  third 
Fri.  ea.  mo.;  AAFP  credit  approved.  Contact 
Marion  H.  Elwood,  Admin.  Ass't.,  Western  Pa. 
RMP,  200  Meyran  Ave.,  Pittsburgh  15213. 


PSYCHIATRY 

Abington  Memorial  Hospital;  January  8 - June  25, 
1973 

AMA/S — Seminars  in  Psychiatry;  by  The  Insti- 
tute of  Pa.  Hosp.;  2 hrs.  per  day;  1 day  approx, 
every  3 weeks;  total  = 16  hrs.;  fee  = $75.  Contact 
John  D.  Pruitt,  M.D.,  Coordinator  of  C.M.E.,  Ab- 
ington Mem.  Hosp.,  Abington  19001. 


Easton  Hospital,  September  25,  1972  - June  25, 
1973 

AMA — Psychiatry  in  Medical  Practice;  by  Dept, 
of  Mental  Health  Sciences  of  Hahnemann;  1 V2  hrs. 
per  day;  1 day  per  mo.;  13'/2  hrs.  AAFP  and  ACGP 
credit  requested.  Contact  Paul  J.  Fink,  M.D.  Dir.  of 
Educ.  and  Training,  Hahnemann,  230  N.  Broad  St. , 
Philadelphia  19102. 


Philadelphia;  September  5,  1972  - June  5,  1973 
AMA/S — Recent  Advances  in  Psychiatry  and  the 
Behavioral  Sciences;  by  U.  of  Pa.,  Dept,  of  Psychia- 
try; at  the  Institute  of  Pa.  Hosp.;  1 hr.  per  day;  1 day 
per  mo.;  10  months;  fee  = $50  Contact  Peter  B 
Bloom,  M.D  , Coordinator,  Institute  of  Pa.  Hosp., 
Ill  N.  49th  St.,  Philadelphia  19139. 


Pittsburgh;  September  7,  1972  - June  14,  1973 
Psychiatry  Seminars  in  Family  Practice;  at  St. 
Margaret  Mem.  Hosp.;  2 hrs.  per  day;  1 day  per 
week;  30  weeks;  60  hrs.  AAFP  credit  requested; 


fee  = $50  for  each  10-week  series.  Contact  Paul 
W.  Dishart.  M.D.,  Dir.  of  Med.  Educ.,  St.  Margaret 
Mem.  Hosp.,  265-46th  St.,  Pittsburgh  15201. 


OTHER  COURSES 
code 

C — Continuous  (Consecutive  Days) 
O — One  Day  or  Less 
PG — Postgraduate  Traineeship 
M — Multiple  Sites  (Circuit) 


ALLERGY 

Continuous  (May  7 - June  29,  1973);  Philadelphia 
(repeat  September  3 - October  26,  1973) 

AMA/PG — Clinical  Immunology  Tutorial  Course; 
at  Hahnemann;  7-8  hrs.  per  day;  40  days;  fee  = 
$500.  Contact  Frederick  K.  Heath,  M.D.,  Assoc. 
Dean,  Sch.  of  Cont.  Educ.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


CARDIOVASCULAR  DISEASE 
Continuous  (October  2,  1972  - June  22.  1973); 
Philadelphia 

AMA/PG — Tutorial  Courses  (15  days  in  each 
sub-specialty;  clinical  cardiology  and  car- 
diovascular surgery,  clinical  cardiology- 

physiology  and  phono-echo,  electrophysiology, 
cardio-hemodynamics,  cardiac  care  unit);  at  Hah- 
nemann; 6-9  hrs.  per  day;  15  days  each  course; 
fee  = $300  each  course.  Contact  Frederick  K. 
Heath,  M.D  , Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N Broad  St.,  Philadelphia  19102. 


May  23-24,  1973;  Philadelphia 
Cl  AMA — The  Clinical  Manifestations  of  Congen- 
ital Heart  Disease  from  Birth  through  Adulthood; 
by  Amer.  Coll,  of  Cardiology;  fee  = $70  ($90  for 
non-members  of  ACCard.),  Contact  Miss  Mary 
Anne  Mclnerny,  Dir.,  Dept,  of  Cont.  Educ.,  Amer. 
Coll  of  Cardiology,  9650  Rockville  Pike, 
Bethesda,  Md.  20014 


July  16  - 18,  1973;  Philadelphia 

AMA/C — Bedside  Diagnosis  of  Heart  Disease; 
by  Hahnemann;  7 hrs.  per  day;  3 days;  21  hrs. 
AAFP  credit  requested;  fee  = $125.  Contact 
Frederick  K.  Heath,  M.D.  Exec.  Dir.,  Sch.  of  Cont. 
Educ.,  Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102. 


September  10-12,  1973;  Philadelphia 

AMA/S/C — Mechanisms  and  Therapy  of  Cardiac 
Arrhythmias;  by  Hahnemann  and  American  Coll,  of 
Cardiology;  at  Hahnemann;  8 hrs.  per  day;  3 days; 
fee  = $150.  Contact  Leonard  S.  Dreifus,  M.D., 
Dept,  of  Cardiology;  Hahnemann,  230  N Broad 
St.,  Phila.  19102. 


CHEST  DISEASES 

Continuous  (September,  1972  - December  1973); 
Philadelphia 

AMA/PG — Tutorial  Courses  (20  days  in  each 
sub-specialty;  respiratory  inhalation  therapy;  res- 
piratory intensive  care;  pulmonary  physiology; 
clinical  pulmonary  disease);  at  Hahnemann;  8-9 
hrs.  per  day;  fee  = $350  per  course.  Contact 
Frederick  K.  Heath,  M.D.,  Assoc.  Dean,  Sch.  of 
Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


ENDOCRINOLOGY 

Continuous  (September  3-28,  1973)  Philadelphia 

AMA/PG — Diabetes  Tutorial  Course;  at  Hah- 
nemann; 7-8  hrs.  per  day,  20  days;  fee  = $350. 
Contact  Frederick  K.  Heath,  M.D  , Assoc.  Dean, 
Sch.  of  Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


June  11-15,  1973;  Eagleville  (repeat  October  1-5 
and  December  3-7,  1973) 

C — Alcoholism  Training  Program  for  Mental 
Health  Professionals;  at  Eagleville  Hosp.  and  Re- 
habilitation Center;  by  Natl.  Inst,  of  Alcohol  and 
Natl.  Inst,  of  Mental  Health;  one  week  session  of 
workshops  with  one-day  follow-up  and  problem- 
solving sessions  at  four  and  eight-month  intervals. 
Contact  Barry  Vernick,  Proj.  Dir.,  Eagleville  Hosp., 
Eagleville  19408. 


NEUROLOGY 

Continuous  (October  2,  1972  - June  22,  1973); 
Philadelphia 

AMA/PG — Tutorial  Courses  (60  days  in  each 
sub-specialty — adult  neurology,  neuropathology, 
pediatric  neurology);  at  Hahnemann;  5-6  hrs.  per 
day;  310  hrs.  total  ea.  course;  fee  = $1,000  per 
course.  Contact  Frederick  K.  Heath,  M.D.,  Assoc. 
Dean.  Sch.  of  Cont.  Educ.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


OPHTHALMOLOGY  & OTOLARYNGOLOGY 
August  6-10,  1973;  Pittsburgh 

AMA/S/C — The  Management  of  Retinal  Detach- 
ment; by  Pitt;  at  Eye  and  Ear  Hosp.;  Course 
Director-William  G.  Everett,  M.D  ; fee  = $325. 
Contact  William  M.  Cooper,  M.D.  Dir.,  Div.  of 
Cont.  Educ.,  Pitt.,  1022-H  Scaife  Hall,  Pittsburgh 
15213. 


PEDIATRICS 

May  21-25,  1973;  Philadelphia 
C — Refresher  Course  in  Pediatrics  for  Pediatri- 
cians and  General  Practitioners;  by  Children's 
Hosp.  and  U.  of  Pa.;  at  Warwick  Hotel;  bVi  hrs. 
per  day;  5 days;  27  hrs.  AAFP  credit  approved;  fee 
= $200.  Contact  Frederick  B.  Becker,  M.D., 
Assoc.  Dir.  Med.,  Children's  Hosp.,  1740 
Bainbridge  St.,  Philadelphia  19146 


CATEGORY  ONE  CREDIT  AVAILABLE 

The  following  institutions  have  programs  accredited  for  Category  One  of  the  AMA  Physician’s  Recognition  Award  and  toward  the 
PMS  education  requirement  for  membership.  This  list  is  a supplement  to  the  master  list  published  on  page  26  of  Pennsylvania 
Medicine,  December  1972. 


Medical  Schools 

Meharry  Medical  College 

Temple  University  Health  Sciences  Center 

Specialty  Societies 

American  Academy  of  Ophthalmology  and  Otolaryngology 
American  College  of  Radiology 
American  Fertility  Society 
American  Fracture  Association 

American  Society  of  Ophthalmologic  and  Otolaryngologic 
Allergy 

American  Society  of  Plastic  and  Reconstructive  Surgery 

Congress  of  Neurological  Surgeons 

Illinois  Society  of  Anesthesiologists 

International  College  of  Surgeons 

New  York  State  Society  of  Anesthesiologists 

Pacific  Dermatologic  Association 

Pennsylvania  Academy  of  Ophthalmology  and  Otolaryngology 
State  Medical  Associations  and  Societies 
Kentucky  Medical  Association 
Hospitals 

Baroness  Erlanger,  Chattanooga,  Tennessee 
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Bronx-Lebanon  Hospital  Center  ((Division  of  Micrology  and 
Epidemiology),  Bronx,  New  York 
Community  Hospital,  Los  Gatos,  California 
Kaiser  Foundation  Hospital,  Bellflower,  California 
Kaiser  Foundation  Hospital,  Fontana,  California 
Kaiser  Foundation  Hospital,  Panorama  City,  California 
Memorial  Hospital  for  Cancer  and  Allied  Diseases,  New  York 
City 

Mercy  Hospital,  San  Diego,  California 

Norristown  State  Hospital,  Norristown,  Pennsylvania 

St.  Joseph  Hospital,  Orange,  California 

St.  Mary’s  Hospital,  Long  Beach,  California 

St.  Mary’s  Hospital,  San  Francisco,  California 

Scripps  Hospital,  LaJolla,  California 

VA  Hospital,  Perry  Point,  Maryland 

VA  Hospital,  Coatesville,  Pennsylvania 

Others 

Civil  Aeromedical  Institute,  Oklahoma  City 
Knoxville  Academy  of  Medicine,  Knoxville,  Tennessee 
Margaret  Sanger  Research  Bureau,  New  York  City 
Southern  Medical  Association,  Birmingham,  Alabama 
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PHYSICIANS  WANTED 

Internist,  orthopedic  surgeon,  derma- 
tologist, psychiatrist — Board  Certified 
or  Board  Eligible.  To  join  small  group 
with  modern  offices  in  beautiful,  rapid- 
ly growing  community  with  full  hospi- 
tal privileges  available.  Write:  Ralph  J. 
Miller,  M.D.,  Heatherbrae  Square,  In- 
diana, Pennsylvania  15701. 

Orthopedic  Surgeon  wanted— As- 
sociate for  well  established  clinic  in 
Eastern  Pennsylvania.  Under  36  years. 
Partnership  after  IV2  years.  No  invest- 
ment needed.  Board  eligibility 
required.  Write  Department  612,  Penn- 
sylvania Medicine,  20  Erford  Rd., 
Lemoyne,  Pa.  17043. 

Psychiatrists  and  Physicians — 

Accredited  Hospital:  Affiliated  with 
approved  general  hospital  for  all  medi- 
cal and  surgical  treatments  as  required. 
$20,629  to  $30,540;  Limited  housing 
possible.  Pennsylvania  license  required. 
Robert  L.  Gatski,  M.D.,  Director,  State 
Hospital,  Danville,  Pa.  17821. 

Wanted:  Established  seven-man  emer- 
gency room  physicians'  group  desires 
expansion  to  staff  Emergency  Room 
f6r  progressive  600-bed  medical  center. 
Averages  43,000  outpatients  per 
annum.  Population  145,000.  Ideal 
year-round  climate.  Excellent  compen- 
sation and  working  conditions.  Ade- 
quate leisure  time.  Send  complete 
resume  to:  Damon  D.  King,  Adminis- 
trator; Medical  Center  of  Central 
Georgia;  P.O.  Box  6000;  777  Hemlock 
St.,  Macon,  Georgia  3 1 208. 

Psychiatrist — Community  oriented — - 
for  base  service  unit  of  County  Mental 
Health-Mental  Retardation  Program — 
minimum  of  half  time.  Potential  for 
university  affiliation  or  private  practice 
in  prosperous,  urban-rural  county  of 
1 00,000.  M ust  be  Board  eligible  or  cer- 
tified. Pennsylvania  State  licensed  or  el- 
igible. Salary  commensurate  with  quali- 
fication, experience  and  hours  worked. 
Contact  Mrs.  Elinor  Westerfeld,  Exec- 
utive Director,  The  Counseling  Service, 
Inc.,  441  North  Spring  Street, 
Bellefonte,  Pa.  16823.  Telephone: 
(814) 355-5541. 


Pathologist — Immediate  opening  for 
pathologist  with  drawing  population  of 
20,000  located  at  intersection  of  1-79 
and  1-80.  Growing  area,  clean  air,  good 
schools  in  Western  Pennsylvania. 
Guarantee  negotiable.  Contact  Mr. 
J.  A.  Colaizzi,  Administrator,  Grove 
City  Hospital,  Grove  City,  Pa.  16127. 

Wanted — Interns  and  residents  with 
health  professions  loans  to  investigate 
the  many  attractive  practice  opportuni- 
ties in  the  twenty-one  Pennsylvania 
counties  declared  shortage  areas,  per- 
mitting cancellation  of  50  percent  of 
loan.  For  further  details  contact  The 
Educational  and  Scientific  Trust,  20 
Erford  Rd.,  Lemoyne,  Pa.  17043. 

Emergency  Room  Physician  to  join 
five-man  group.  325  bed  hospital. 
Northeastern  Pennsylvania.  Excellent 
compensation  and  benefits.  Flexible 
hours.  Apply  to  Box  616,  Pennsyl- 
vania Medicine,  20  Erford  Rd., 
Lemoyne,  Pa.  17043. 

Family  Physicians — Hunterdon  Medi- 
cal Center:  Family  Physicians  needed 
to  staff  and  operate  innovative 
university-affiliated  satellite  Family 
Practice  Health  Center  located  in  the 
picturesque  Delaware  Valley.  Opportu- 
nity for  patient  care  and  training  of 
Family  Practice  Residents.  Contact: 
Frank  C.  Snope,  M.D.,  Director  of 
Medical  Education  or  Mr.  William  P. 
Ferretti,  Assistant  Director  at  Hun- 
terdon Medical  Center,  Flemington, 
New  Jersey.  Call  collect  (201)  787- 
2121,  extension  422  or  338. 

University  Health  Service  needs  a gen- 
eral practice  physician;  has  congenial, 
active  staff;  many  fringe  benefits;  sala- 
ry negotiable,  depending  on  qualifica- 
tions and  experience.  Reply  with 
complete  curriculum  vitae  to:  P.L. 
Kreider,  M.D.,  Lehigh  University 
Health  Service,  Bethlehem,  Pa.  18015. 
An  equal  opportunity  employer  M/F. 

Physicians  Wanted:  Male  and  Female, 
licensed  for  children's  camps,  July — 
August.  Good  Salary:  free  placement, 
350  member  camps.  Write  Dept.  P., 


Association  Private  Camps,  55  West  42 
St.,  New  York,  N.Y.  10036.  Tele- 
phone: (212)  695-2656. 

Daytime  emergency  room  physician. 

Position  available  July  I,  1973  at  the 
Monongahela  Division  of  the  Monon- 
gahela  Valley  Hospital  Inc.,  No  night 
or  weekend  duty.  Salary  excellent  with 
good  fringe  benefits  and  vacation  time. 
For  information  call  the  administrator 
at  (4 1 2)  258-4800,  Extension  5 1 0. 

Emergency  Room  Physician:  800  bed, 
two  hospital,  teaching — Medical 
Center  Philadelphia  area.  Includes  con- 
tract arrangement,  paid  malpractice, 
full  fringe  benefits.  Requires  Pennsyl- 
vania license  and  eligibility  for  BNDD 
No.  Reply  to  Box  619,  Pennsylvania 
Medicine,  20  Erford  Rd.,  Lemoyne, 
Pa.  17043. 

Physicians — Private,  reputable  chil- 
dren’s resident  camp  in  Poconos — July 
and/or  August.  Camp  Swago,  1410  East 
24th  Street,  Brooklyn,  New  York 
11210. 


FOR  RENT 

Professional  space  available  in  Her- 
shey,  Pa.  Medical-Dental  Building 
located  one-half  mile  from  Milton  S. 
Hershey  Medical  Center.  For  details, 
contact  Edwin  F.  Weaver,  D.D.S.,  P.O. 
Box  422,  Hershey,  Pa.  17033.  Tele- 
phone (717) 533-2828. 

FOR  SALE 

Combined  home  and  fully  equipped  of- 
fice. Community  of  250,000  in 
Southeast  Pennsylvania.  Three  hospi- 
tals. Price  $37,500.  Additional  details 
on  request.  Present  owner  retiring  from 
OB/GYN  practice.  Write  Dept.  618, 
Pennsylvania  Medicine,  20  Erford  Rd., 
Lemoyne,  Pa.  17043. 

POSITION  WANTED 

Anesthesiologist — Board  eligible — fif- 
teen years  experience  as  associate  or 
head.  Prefer  full  time.  Pittsburgh  area 
or  nearby.  Please  reply  to  Box  617, 
Pennsylvania  Medicine,  20  Erford  Rd., 
Lemoyne,  Pa.  17043. 
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obituaries 


• Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 


• Maitland  Alexander,  Jr.,  Se- 

wickley;  Columbia  University  College 
of  Physicians  and  Surgeons,  1937;  age 
64;  died  February  15,  1973.  He  is  sur- 
vived by  his  wife,  two  daughters,  two 
sons,  and  a stepson. 

• Fred  S.  Anderson,  Swarthmore; 
University  of  Pennsylvania  School  of 
Medicine,  1956;  age  42;  died  February 
28,  1973.  He  was  secretary  of  the  med- 
ical staff  of  the  Crozer-Chester  Medi- 
cal Center.  Dr.  Anderson  was  a fellow 
of  the  American  College  of  Surgeons. 
He  is  survived  by  his  wife,  his  mother, 
two  sons,  and  two  daughters. 

• J.  Carl  Baier,  Williamsport;  Uni- 
versity of  Pennsylvania  School  of 
Medicine,  1932;  age  65;  died  February 
22,  1973.  Dr.  Baier  was  a fellow  of  the 
American  College  of  Surgeons  and  the 
American  Academy  of  Ophthalmology 
and  Otolaryngology.  He  was  a former 
president  of  the  Lycoming  County 
Medical  Society  and  a former  member 
of  the  Board  of  Managers  of  the 
Williamsport  Hospital.  He  is  survived 
by  his  wife,  a daughter,  a son,  and  a 
sister. 

• Donald  Berkowitz,  Philadelphia; 
Hahnemann  Medical  College,  1949; 
age  54;  died  March  9,  1973.  He  was 
professor  of  medicine  at  the  Medical 
College  of  Pennsylvania  and  an  at- 
tending physician  in  gastroenterology 
at  the  Albert  Einstein  Medical  Center 
and  the  Sidney  Hillman  Medical 
Center.  Survivors  include  his  wife,  two 
sons,  a daughter,  and  his  mother. 

• Chads  O.  Chalfant,  Pittsburgh; 
University  of  Pittsburgh  School  of 
Medicine.  1935;  age  62;  died  February 
9,  1973.  He  retired  from  private  prac- 
tice in  Donora  in  1967.  He  is  survived 
by  his  wife,  a daughter,  three  sisters, 
and  a brother. 

• John  B.  Claffey,  Philadelphia; 
Jefferson  Medical  College,  1932;  age 
67;  died  February  26,  1973.  No  infor- 
mation regarding  survivors  is  avail- 
able. 

• Andrew  J.  Dobosh,  Lansford; 
Temple  University  School  of  Medi- 
cine, 1927;  age  74;  died  February 
1973.  He  is  survived  by  two  sisters  and 
a brother. 


• Edgar  J.  Douglas,  Oakmont;  Uni- 
versity of  Pittsburgh  School  of  Medi- 
cine, 1934;  age  63;  died  March  3, 
1973.  Survivors  include  his  wife,  two 
sons,  and  a daughter. 

• Spencer  W.  Hurst,  Altoona;  Uni- 
versity of  Pennsylvania  School  of 
Medicine,  1909;  age  91;  died  October 
7,  1972.  Information  regarding  sur- 
vivors is  unavailable. 

• Walters.  Kaminski,  Philadelphia; 
Hahnemann  Medical  College  and  Hos- 
pital, 1938;  age  59;  died  March  11, 
1973.  Information  regarding  survivors 
is  unavailable. 

• John  M.  Ronan,  Jr.,  Bellwood; 
Georgetown  University  School  of 
Medicine,  1952;  age  64;  died  February 
23,  1973.  He  is  survived  by  his  wife,  a 
daughter,  a son,  six  sisters,  and  two 
brothers. 

• Richard  T.  Smith,  Philadelphia; 
Jefferson  Medical  College,  1941;  age 
58;  died  March  1,  1973.  He  was 
director  of  the  rheumatology  division 
at  the  Benjamin  Franklin  Clinic, 
Philadelphia,  and  was  in  charge  of 
medical  services  at  Merck,  Sharp  and 
Dohme,  West  Point,  Montgomery 
County.  He  was  a past  president  of  the 
Philadelphia  Rheumatism  Society  and 
was  a member  of  the  American 
Congress  of  Physical  Medicine,  the 
Pennsylvania  Academy  of  Physical 
Medicine,  the  American  Geriatrics  So- 
ciety, and  the  Pan  American  Medical 
Association.  His  wife,  a son,  and  a 
daughter  survive  him. 

• Daniel  Solomon,  Sunbury;  Dal- 
housie  University,  Halifax,  Nova 
Scotia,  1937;  age  62;  died  February  8, 
1973.  Survivors  include  his  wife;  a 
daughter;  his  mother;  a sister;  and  a 
brother,  Macey  Solomon,  M.D.. 
Phoenixville. 

• John  L.  Spangler,  Haverford; 
University  of  Pennsylvania  School  of 
Medicine,  1914;  age  82;  died  February 
5,  1973.  Prior  to  his  retirement  in 
1968,  Dr.  Spangler  had  practiced  in 
Devon  for  sixty  years. 

• John  Tekach,  Ridley  Township; 
Buenos  Aires  Faculty  of  Medicine, 
1958;  age  39;  died  January  13,  1973. 


His  wife,  two  daughters,  a brother,  and 
a sister  survive  him. 

John  J.  Bongiovanni,  Upper  Darby; 
Jefferson  Medical  College,  1946;  age 
48;  died  October  27,  1972.  He  is  sur- 
vived by  his  wife. 

Henry  U.  Hopkins,  Philadelphia; 
University  of  Pennsylvania  School  of 
Medicine,  1928;  age  72;  died  February 
10,  1973.  He  was  emeritus  professor 
and  had  taught  at  the  University  of 
Pennsylvania  School  of  Medicine  for 
more  than  forty  years.  He  was  certified 
by  the  American  Board  of  Internal 
Medicine  and  was  a fellow  of  the 
American  Thoracic  Society.  He  is  sur- 
vived by  three  sisters. 

Myles  T.  Kavanaugh,  Woodland 
Hills,  California;  Jefferson  Medical 
College,  1933;  age  65;  died  February 
1973.  He  practiced  in  Kingston  for 
twenty-two  years  before  moving  to 
California  in  1956.  Survivors  include 
his  wife,  a son,  a daughter,  a brother, 
and  three  sisters. 

Alfredo  Mollinedo,  Philadelphia; 
Temple  University  School  of  Medicine, 
1920;  age  77;  died  February  1973. 
Prior  to  his  retirement  in  1 969,  he  was  a 
research  associate  at  the  Valley  Forge 
Heart  Institute  and  Hospital.  He  is  sur- 
vived by  his  wife,  two  daughters,  a 
sister,  and  two  brothers. 

George  W.  Sharshon,  Jr.,  Phoenix- 
ville; Temple  University  School  of 
Medicine,  1950;  age  46;  date  uncon- 
firmed. Three  sons,  two  sisters,  and  his 
mother  survive  him. 

Alfred  F.  Shinkus,  Bridgeville;  Hah- 
nemann Medical  College,  1952;  age 
47;  died  September  20,  1972.  His  wife 
survives  him. 

William  Steinberg,  Philadelphia;  Jef- 
ferson Medical  College,  1924;  age  71; 
date  unconfirmed.  His  wife  and  a step- 
daughter survive  him. 

Francis  H.  Stern,  North  Miami 
Beach,  Florida;  Hahnemann  Medical 
College,  1941;  age  56;  died  March 
1973.  He  was  formerly  chief  of  medi- 
cine at  St.  Joseph  Hospital,  Philadel- 
phia. He  was  a fellow  of  the  Academy 
of  Psychosomatics  and  the  American 
Geriatric  Society.  His  wife  and  a son 
survive  him. 
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acute  arthritic  inflammation... heat  that  freezes 

In  acute  rheumatoid  arthritis  consider  Tandearil.  The  anti-inflammatory 
action  of  Tandearil  quickly  helps  reduce  heat,  pain,  swelling,  and 
stiffness.  Results  are  usually  seen  in  3 or  4 days.  Try  it  for  a week  when 
the  symptoms  defy  aspirin  control. 


Remember  that  Tandearil  is  not  a simple  analgesic.  It  should  not  be  used 
on  patients  responding  to  routine  therapy.  Before  using,  please  read 
the  prescribing  information.  It’s  summarized  below. 

Tandearil'  helps  take  the  heat  off 

oxyphenbutazone  NF 

Geigy 


Tablets  of  100  mg. 

Important  Note:  This  drug  is  not  a simple 
analgesic.  Do  not  administer  casually.  Care- 
fully evaluate  patients  before  starting  treat- 
ment and  keep  them  under  close  supervision. 
Obtain  a detailed  history,  and  complete  phys- 
ical and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing 
and  at  frequent  intervals  thereafter.  Carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures,  contraindicated  patients 
or  those  who  cannot  be  observed  frequently. 
Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms 
with  the  smallest  possible  dosage  is  the  goal 
of  therapy.  Dosage  should  be  taken  with  meals 
or  a full  glass  of  milk.  Patients  should  discon- 
tinue the  drug  and  report  immediately  any  sign 
of:  fever,  sore  throat,  oral  lesions  (symptoms 
of  blood  dyscrasia);  dyspepsia,  epigastric 
pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulcera- 
tion or  hemorrhage,  skin  reactions,  significant 
weight  gain  or  edema.  A one-week  trial  period 
is  adequate.  Discontinue  in  the  absence  of  a 
favorable  response.  Restrict  treatment  periods 
to  one  week  in  patients  over  sixty. 

Indications:  Acute  gouty  arthritis,  rheumatoid 
arthritis,  rheumatoid  spondylitis. 
Contraindications:  Children  14  years  or  less; 
senile  patients;  history  or  symptoms  of  G.l. 
inflammation  or  ulceration  including  severe, 
recurrent  or  persistent  dyspepsia;  history  or 
presence  of  drug  allergy;  blood  dyscrasias; 
renal,  hepatic  or  cardiac  dysfunction;  hyper- 
tension; thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due 
to  the  drug;  polymyalgia  rheumatica  and  tem- 
poral arteritis;  patients  receiving  other  potent 
chemotherapeutic  agents,  or  long-term  anti- 
coagulant therapy. 

Warnings:  Age,  weight,  dosage,  duration  of 
therapy,  existence  of  concomitant  diseases, 
and  concurrent  potent  chemotherapy  affect  in- 
cidence of  toxic  reactions.  Carefully  instruct 
and  observe  the  individual  patient,  especially 
the  aging  (forty  years  and  over)  who  have 
increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh 
initially  unpredictable  benefits  against  po- 


tential risk  of  severe,  even  fatal,  reactions. 

The  disease  condition  itself  is  unaltered  by 
the  drug.  Use  with  caution  in  first  trimester  of 
pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious, 
even  fatal,  blood  dyscrasias,  including 
aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest 
days  or  weeks  after  cessation  of  drug.  Any 
significant  change  in  total  white  count,  rela- 
tive decrease  in  granulocytes,  appearance 
of  immature  forms,  or  fall  in  hematocrit  should 
signal  immediate  cessation  of  therapy  and 
complete  hematologic  investigation.  Unex- 
plained bleeding  involving  CNS,  adrenals,  and 
G.l.  tract  has  occurred.  The  drug  may  potenti- 
ate action  of  insulin,  sulfonylurea,  and  sul- 
fonamide-type  agents.  Carefully  observe 
patients  taking  these  agents.  Nontoxic  and 
toxic  goiters  and  myxedema  have  been  re- 
ported (the  drug  reduces  iodine  uptake  by  the 
thyroid).  Blurred  vision  can  be  a significant 
toxic  symptom  worthy  of  a complete  ophthal- 
mological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented 
by  reducing  dosage.  If  edema  occurs  in  pa- 
tients over  sixty,  discontinue  drug. 

Precautions:  The  following  should  be  ac- 
complished at  regular  intervals:  Careful  de- 
tailed history  for  disease  being  treated  and 
detection  of  earliest  signs  of  adverse  reac- 
tions; complete  physical  examination  includ- 
ing check  of  patient’s  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two 
week  blood  check;  pertinent  laboratory  studies. 
Caution  patients  about  participating  in  activ- 
ity requiring  alertness  and  coordination,  as 
driving  a car,  etc.  Cases  of  leukemia  have 
been  reported  in  patients  with  a history  of 
short-  and  long-term  therapy.  The  majority  of 
these  patients  were  over  forty.  Remember  that 
arthritic-type  pains  can  be  the  presenting 
symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its 
misuse  can  lead  to  serious  results.  Review 
detailed  information  before  beginning  therapy. 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia. 


gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  ab- 
dominal distention,  agranulocytosis,  aplastic 
anemia,  hemolytic  anemia,  anemia  due  to 
blood  loss  including  occult  G.l.  bleeding, 
thrombocytopenia,  pancytopenia,  leukemia, 
leukopenia,  bone  marrow  depression,  sodium 
and  chloride  retention,  water  retention  and 
edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepa- 
titis (cholestasis  may  or  may  not  be  promi- 
nent), petechiae,  purpura  without  thrombocy- 
topenia, toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syn- 
drome, Lyell’s  syndrome  (toxic  necrotizing 
epidermolysis),  exfoliative  dermatitis,  serum 
sickness,  hypersensitivity  angiitis  (poly- 
arteritis), anaphylactic  shock,  urticaria,  arth- 
ralgia, fever,  rashes  (all  allergic  reactions 
require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria, 
anuria,  renal  failure  with  azotemia,  glomeru- 
lonephritis, acute  tubular  necrosis,  nephrotic 
syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug, 
impaired  renal  function,  cardiac  decompensa- 
tion, hypertension,  pericarditis,  diffuse  inter- 
stitial myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia 
rheumatica,  optic  neuritis,  blurred  vision, 
retinal  hemorrhage,  toxic  amblyopia,  retinal 
detachment,  hearing  loss,  hyperglycemia, 
thyroid  hyperplasia,  toxic  goiter,  association 
of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions 
associated  with  overdosage,  including  convul- 
sions, euphoria,  psychosis,  depression,  head- 
aches, hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia;  ulcerative 
stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-F  (10/71) 

For  complete  details,  Including  dosage, 
please  see  full  prescribing  Information. 
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‘‘Too  many  doctors  are  indiff 
ent  to  the  economic  consequence  if 
their  decisions.”  So  stated  a receni 
issue  of  Medical  News  Report  (De  l 
cember  4,  1972),  an  independent 
weekly  newsletter  published  by  for  4 
AMA  Chief  Executive  F.  J.  L.  Blasir 
game,  M.D. 


Doctor,  are  you  indifferent...? 

In  discussing  an  anticipated 
crease  in  Blue  Shield  rates,  Dr.  Blc 
ingame’s  newsletter  had  this  to  sa\ 

“In  general,  it  can  be  said,  M 
have  given  the  impression  they  are 
not  particularly  concerned  with  th< 
increase  in  cost  of  health  care  to  tl 
patients... 

“True,  an  MD’s  training  is  pri 
marily  scientific,  but  in  the  real  wc 
of  practice,  all  of  his  scientific  dec 
sions  have  a price  tag,  or  an  econo 
impact.  The  economics  of  health  ci 
beckon  the  practitioner’s  attentior 
Concern  for  economics  of  medicim 
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When  the  pharmacist  recom- 
mends that  a drug  product  other  tl 
the  one  ordered  be  dispensed,  the 
prescriber  invariably  permits  the 
change  when  he  feels  the  best  intei 
ests  of  the  patient  will  be  served. 


Shortcomings  of  Pro-Substitution 
Argument 

The  fact  remains  that  it  is  nec 
sary  for  the  prescriber  to  know  thai ; 
the  change  is  being  contemplated, 
and  to  be  in  a position  to  consent  o 
demur.  Without  that  opportunity,  tl 
unilateral  decision  of  the  pharmaci 
made  in  the  absence  of  clinical  knc 
edge  of  the  patient,  could  expose  h 
to  needless  risks,  and  in  addition, 
jeopardize  the  relationship  betwee 
the  professions  of  Pharmacy  and 
Medicine.  In  my  view,  there  is  noth 
in  the  pro-substitution  argument  th 
offsets  these  risks. 


Advertisement 


The  Issue  of  Drug  Knowledge 

Substitution  advocates  claim 
that  the  primary  justification  for 
changing  the  rules  is  the  desire  to 
better  utilize  pharmacists’  knowled 
about  drugs.  Yet  the  pharmacist’s 
task  to  keep  current  on  the  entire 
field  of  drug  therapy,  to  some  degri 
puts  him  at  a disadvantage.  Most 
often,  a practicing  physician  will  nej 
expert  knowledge  of  no  more  than  ^ 


Mid  be  an  obligation  of  medical 
i;tice... 

"Medical  societies  ought  to  con- 
i 1 continuing  campaigns  to  point 
i the  substantial  savings  that  could 
eealized  thru  deductible  insurance 
r protection  for  catastrophic  ill- 
(x  At  the  very  least,  they  should,  in 
l patients’  interest,  question  the 
i ics  of  any  insurance  organization 
i raises  health  care  costs  by  forc- 
■policyholders  to  buy  insurance 
I'  may  not  need  or  want  and  prob- 
t ' won’t  ever  use. 

“Too  many  doctors  are  indiffer- 
ho  the  economic  consequences  of 
ji  r decisions.  Too  many,  for  ex- 
hle,  habitually  hospitalize  patients 
3 he  convenience  of  the  MD.  It’s 
( sense  to  deny  such  habits  exist . . . 

"Doctors,  thru  their  medical  so- 
j ies,  have  unhesitatingly  appealed 
j leir  patients  for  support  in  the 
1 1 against  government  interference 
ri.i  the  private  practice  of  medicine. 

,i  the  public  in  the  past  has  re- 
sided. It’s  time  the  American  Med- 
: Association  and  state  and  local 
piical  societies  paid  off  the  debt  by 
kisive  action  to  hold  down  the  cost 
f ledical  care.’’ 

kt  of  Drugs 

Insurance  rates  and  hospital 
trges  are  only  two  factors  in  health 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation’s  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. "Drug  product  selection”  simply 
means  that  the  pharmacist  functions 
in  the  patient’s  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

( For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  "White 
Paper  on  the  Pharmacist's  Role  in 
Product  Selection"  from:  American 
Pharmaceutical  Association, 

221 5 Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


LO  drugs  that  he  selects  to  treat  the 
\ ority  of  conditions  encountered  in 
ioractice.  Moreover,  the  physi- 
i i’s  choice  of  a specific  brand  is 
ted  on  his  knowledge  of  the  pa- 
it  t’s  medical  history  and  current 
■dition,  and  his  experiences  with 
I particular  manufacturer’s 
n duct. 

Some  substitution  proponents 
lie  argued  that  the  dispensing  of  a 
ascription  is  a simple  two-party 
lisaction  between  the  pharmacist 
r the  patient,  and  that  a substitut- 
I pharmacist  may  avoid  even  a 
Imical  breach  of  contract  by  simply 
Ifying  the  patient  that  he  is  making 
i substitution.  I would  judge  that 
» courts  would  be  sympathetic 
lard  a pharmacist  who  substituted 
liout  physician  approval  and  who 
i ertook  a legal  defense  that  seeks 
Jiake  the  patient  responsible  for 
p pharmacist’s  actions. 

• uced  Prescription  Prices? 

Substitution  advocates  are 
i gesting  to  the  consumer,  and  par- 
larly  the  consumer  activist,  that 
uced  prescription  prices  could 
)w  legalization  of  substitution, 
have  seen  absolutely  no  evidence 
jstify  this  claim.  To  the  contrary, 
(erience  in  Alberta,  Canada,  where 
■ stitution  is  authorized,  suggests 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands— of,  say,  ampicillin 
or  tetracycline  — or  how  long  they 
keep  "slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  "corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


cates as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

( 1 ) that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  for  our  booklet,  " The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?" 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 


It’s  about  time 
somebody  told 
the  true  story  of 
the  American  Doctoi 


You’d  agree  1 00%  on  that.  There  have  been  too  many  of  the 
other  kind  of  story. 

You  know  that  the  vast  majority  of  American  doctors  are 
honest,  hardworking,  skilled  and  dedicated  human  beings 
who  have  the  interests  of  their  patients  at  heart. 

That’s  exactly  what  the  AMA  is  trying  to  make  the  public 
aware  of. 


One  of  the  many  ways  the  AMA  is  doing  it  is  through  its 
special  communications  program. 

Perhaps  you've  seen  pages  in  newspapers  and  national 
magazines  signed  "America’s  Doctors  of  Medicine."  They’re 
part  of  this  program.  It  tells  the  true  story  of  what  it  takes  to 
become  a doctor.  The  ways  American  medicine  has  improved 
the  public’s  health.  And  to  express  the  profession’s  concern 
about  health  by  providing  information  which  will  help  every 
American  lead  a healthier  life. 

We’re  telling  this  story  for  you,  the  American  doctor.  If  we 
are  to  continue  to  represent  you  effectively,  we  need 
your  support. 

Find  out  more  about  what  the  AMA  does  for  you  and  the 
public.  Send  for  the  pamphlet,  “The  AMA  and  the  American 
Doctor:  Sharing  a Common  Goal.”  Write:  Dept.  DW,  at  the 
address  below. 

JOIN  US. 

WE  CAN  DO  MUCH  MORE  TOGETHER. 

American  Medical  Association 

535  North  Dearborn  Street/Chicago,  Illinois  6061 0 
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SPECIAL  HOUSE  SESSION  ON  PSRO  The  spotlight  will  be  on  Profession- 
al Standards  Review  Organizations 

(PSROs)  at  the  special  session  of  the  PMS  House  of  Delegates  June  9 
and  10  at  the  Harrisburg  Host  Inn.  There  will  be  an  open  hearing  of 
the  Special  Reference  Committee  on  Medical  Service  at  which  any  mem- 
ber may  testify.  Seven  resolutions  have  been  submitted  to  date, 
and  others  can  still  be  submitted.  The  open  hearing  will  be  served 
by  the  following  expert  panel:  John  R.  Farrell,  M.D.,  Washington, 

D.C.,  senior  physician  on  the  staff  of  the  director  of  the  HEW  Office 
of  Professional  Standards  Review  (William  I.  Bauer,  M.D.);  Russell 
B.  Roth,  M D.,  Erie,  AMA  president-elect;  James  Mongon,  M.D.,  Wash- 
ington, D.C.,  staff  member.  Senate  Finance  Committee;  William  B. 
Beach,  Jr.,  M.D.,  Harrisburg,  deputy  secretary  for  medical  services, 
Pennsylvania  Department  of  Welfare;  and  Matthew  Marshall,  Jr.,  M.D., 
Pittsburgh,  president  of  the  Pennsylvania  Medical  Care  Foundation. 

The  call  to  the  special  session  went  to  all  delegates  as  well  as  to 
State  Society  and  county  society  officers  and  to  presidents  of  the 
medical  staffs  of  the  316  hospitals  in  the  state. 


MENTAL  INSTITUTION  STUDY  ASKED  The  State  Society,  in  an  early 

May  letter  from  Robert  S.  Sanford, 

M.D.,  Society  president,  called  upon  Governor  Milton  J.  Shapp  to  con- 
duct a single,  thorough,  objective  evaluation  of  the  state's  mental 
health/mental  retardation  program,  bringing  together  a number  of  now 
uncoordinated  studies.  Shortly  after,  the  governor  announced  an 
evaluation;  and  on  May  20,  Secretary  of  Welfare  Helene  Wohlgemuth 
announced  the  initiation  of  an  "in  depth  review  of  policies,  programs, 
and  procedures  at  department  institutions."  First  to  be  studied  is 
Eastern  State  School  and  Hospital  at  Trevose.  The  plan  called  for 
the  study  to  be  expanded  to  four  other  institutions  by  May  29,  as 
review  teams  visit  each  institution  in  the  Commonwealth.  The  Society 
letter  and  the  state's  action  followed  in  the  wake  of  the  dismissal 
of  James  H.  McClelland,  M.D.,  from  his  post  as  superintendent  of 
Polk  State  School  and  Hospital  in  Venango  County  (See  Correspondence, 
page  33  of  this  issue). 

DRUG  RECALLS  IN  PROGRESS  Recall  orders  on  certain  types  of 

amphetamine  products  can  be  expected  by 
pharmacists  and  physicians  from  the  distributors  of  those  products, 
and  should  be  complied  with  by  returning  the  drugs  to  the  distributor 
before  June  30*  Recalled  drugs  can  no  longer  be  legally  prescribed 
or  dispensed.  Because  of  appeals,  certain  exemptions  exist.  The 
Department  of  Health  Bureau  of  Drug  Control  said  that  questions  re- 
garding the  status  of  a particular  drug  should  be  referred  to  the 
distributor.  The  following  types  of  amphetamine  products  are  subject 
to  recall:  1.  Any  combination  of  amphetamines,  dextroamphetamines, 
and  their  salts  with  other  ingredients  such  as  tranquilizers,  seda- 
tives, rauwolfia  derivatives,  vitamins,  etc.  2.  Parenteral  injections 
of  amphetamines;  3*  Levamf etamine  and  its  salts;  and  4.  Any  geri- 
atric products  that  contain  amphetamines  and  vitamins  without  hormones. 
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COURT  DECISION  FAVORS  PHYSICIAN  Eugene  Brecher,  M.D.,  Philadelphia 

physician  who  was  ordered  to  pay 
his  patient's  hospital  bill  by  a lower  court,  has  won  his  appeal  of 
that  ruling.  Common  Pleas  Judge  Harry  A.  Takiff  declared  that  as  a 
matter  of  law,  the  physician  was  under  no  contractual  obligation  to 
pay  the  bill.  Blue  Cross  had  refused  payment  claiming  the  hospitali- 
zation was  for  diagnostic  purposes.  Judge  Takiff  also  ruled  there 
were  no  ground's  for  a medical  malpractice  suit  in  the  case.  Blue 
Cross  of  Philadelphia  has  been  ordered  to  pay  the  bill.  Some  twenty- 
four  similar  cases  were  being  held  in  abeyance  in  Philadelphia  Courts 
pending  the  decision. 

PROFESSIONAL  CORPORATIONS  FREE  OF  FEE  Commonwealth  Attorney  General 

Israel  Packel  has  issued  a 

cease  and  desist  order  on  the  collection  of  registration  fees  from 
professional  corporations  to  the  State  Board  of  Medical  Education  and 
Licensure.  Initial  registration  fees  already  deposited  by  the  state 
will  not  be  refunded,  but  those  not  yet  deposited  and  all  renewal  fees 
will  be  returned  eventually.  The  State  Board's  fee  for  registering 
professional  corporations  had  been  $50  biennially.  The  State  Board 
also  announced  that  professional  corporations  using  only  the  name  or 
names  of  the  members  no  longer  need  special  approval  of  the  county 
medical  society  and  the  State  Society.  Such  approval  will  be  consid- 
ered automatic  in  keeping  with  PMS  Resolution  72-34,  approved  by  the 
House  of  Delegates  last  year.  Such  corporations  need  only  send  a 
signed  copy  of  their  articles  of  incorporation  to  the  State  Board  of 
Medical  Education  and  Licensure,  279  Boas  St.,  Harrisburg  17102,  as 
well  as  file  with  the  Corporation  Bureau  of  the  Department  of  State. 
Problem  names  using  geographic  or  specialty  terminology  still  require 
county  society  and  State  Society  review,  but  the  opinion  of  the  State 
Board  is  binding.  Revised  guidelines  for  the  approval  of  professional 
corporations  are  available  from  Raymond  C.  Grandon,  M.D..  secretary, 
Pennsylvania  Medical  Society,  20  Erford  Rd . , Lemoyne  17043. 

COMMITTEE  ON  AMA  MEMBERSHIP  APPOINTED  David  S.  Masland,  M.D.,  chair 

man  of  the  PMS  Board  of  Trust 
ees,  has  appointed  an  Ad  Hoc  Committee  on  AMA  Membership.  Members  are 
Donald  R.  Cooper,  M.D.,  Philadelphia,  chairman;  David  J.  Keck,  M.D., 
Erie;  Ralph  K.  Shields,  M.D.,  Northampton;  and  Ralph  C.  Wilde,  M.D., 
Allegheny. 

USE  OF  WELFARE'S  NEWEST  DISCHARGE  FORM  RESCINDED  The  Department  of 

Welfare's  Memo- 
randum 44,  containing  its  newest  discharge  form,  has  been  rescinded. 
The  State  Society  vigorously  protested  KA39,  a four-page  form  which 
was  to  be  submitted  along  with  the  discharge  summary  for  all  medical 
assistance  claims  for  psychiatric  patients.  Memorandum  44  also  con- 
tained guidelines  for  psychiatric  examination  and  treatment  in  hospi- 
tals with  no  approved  psychiatric  residency.  Welfare  Department  spoke* 
men  said  the  guidelines  will  be  reissued--to  be  used  as  guidelines 
and  not  to  be  interpreted  as  regulations.  The  discharge  form  is 
scheduled  for  revision. 

LIBRARY  AT  HERSHEY  NAMED  FOR  DR.  HARRELL  The  Pennsylvania  State 

University  has  announced 

the  naming  of  the  library  of  the  Milton  S.  Hershey  Medical  Center  as  tl 
George  T.  Harrell  Library  in  honor  of  the  first  dean  and  provost.  Dr. 
Harrell, now  vice-president  for  medical  sciences  for  the  university, 
retires  June  30. 
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PENNSYLVANIA  MEDICINE 


PROFESSIONAL  LIABILITY 
INSURANCE 

PENNSYLVANIA  MEDICAL  SOCIETY 
(Sponsor) 


\RGONAUT  INSURANCE 
COMPANY 

(Underwriter) 


PARKER  & COMPANY  INC. 
OF  PENNSYLVANIA 

(Administrator) 


A long-term,  physician-oriented  insurance  partnership.. .designed  for  today  with 

tomorrow  in  mind! 


Check  the  Program’s  key  features — each  of  significant  value  to  you... 

★ No  member’s  application  can  be  rejected  without  the  applicant  having  the  right  to  request 
the  State  Society’s  review  and  concurrence... 

★ Five  year  coverage  cannot  be  canceled  or  non-renewed  (except  for  non-payment  of 
premium)  without  consent  of  the  State  Society  following  the  insured’s  appeal  for  review... 


★ State  Society  “peer  review’’  of  individual  claim  or  suit  settlement  disputes... 

★ Primary  coverage  available  up  to  and  including  limits  of  $1 ,000,000... 

★ Physicians  previously  insured  under  Lloyds’  “claims  made”  policy  have  the  option  of 
purchasing  retroactive  “drop-back”  coverage  ... 

★ Extensive  involvement  by  State  Society  in  underwriting,  claims,  classification  statistics  and 
rate-making  developments... 

★ Planned  program  of  continuing  education  in  malpractice  claims  avoidance  and  preven- 
tion... 


Plan  now  on  participating...  with  the  State  Society  acting  as  the  physician’s  “Ombudsman,” 
it’s  like  having  your  own  insurance  company...  only  better! 


Use  this  coupon  to  secure  an  application 


Name 


Office  Address 
City  


Telephone 


□ 


Medical  Specialty 


Date  your  professional  liability 
insurance  expires  


Mail  to: 

Parker  & Company  Inc.  of  Pennsylvania 
1616  Walnut  Street,  Philadelphia,  Pa.  19103 
Attention:  A.  John  Smither.  Vice-President 

I am  interested  in  participating  in  the  PMS  Lia- 
bility Insurance  Program.  Please  send  me  an 
application. 


Present  Carrier 


Everybody  experiences  psychic  tension. 


i 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
^diazepam)  part  of  your  treatment 

Elan,  check  on  whether  or  not  the 
atient  is  presently  taking  drugs 
ind,  if  so,  what  his  response  has 
Deen.  Along  with  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
when  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  when  dosage  guidelines 
are  followed,  Valium  is  well 
tolerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-rng,  5-mg 
and  io-na^  tablets. 

Drowsiness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
be  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 


Roche  Laboratories 

Division  ot  Hoffmann-La  Roche  Inc. 

Nutley.  N.J  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  becaqse  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hvperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  io  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-L-Dose®  packages  of  1000. 


Valium 

(diazepam) 

To  help  you  manage  excessiv  e psychic  tension 
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The  treatment  of 


\ due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
as  effective  therapy. 


Android 

(thyroid-androgen)  tablets 


® Mg? 
Ip 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


The  Treatment  ot  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 
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Choice  of  4 strengths: 

Android  Android-HP 


Each  yellow  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  lit.  (1/6  gr.)  ..10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL 10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 

REEER  TO 

PDR 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg 
Thyroid  Eit.  (Va  gr.)  ...30  mg 

Glutamic  Acid  50  mg 

Thiamine  HCL 10  mg 

Dose:  1 tablet  3 times  daily 
Available: 

Bottles  of  100,  500.  1000. 


Write  tor  literature  and  samples: 


Android-X  Android-Plus 

EXTRA  HIGH  POTENCY  WITH  HIGH  POTENCY 

B COMPLEX  AN0  VITAMIN  C 

Each  orange  tablet  contains:  Each  white  tablet  contains: 

Methyl  Testosterone  .12.5  mg.  Methyl  Testosterone  ..2.5  mg. 

Thyroid  E*t.  (1  gr.)  64  mg.  Thyroid  Ext.  (V5»  gr.)  ...15  mg. 

Glutamic  Acid  50  mg.  Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  10  mg.  Thiamine  HCL  25  mg. 

. Dose:  1 or  2 tablets  daily.  Glutamic  Acid  100  mg. 

. Pyridoxine  HCL 5 mg. 

P fin  Knn  Niacinamide  75  mg. 

Bottles  of  60,  500.  Calcium  Pantothenate  .10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60,  500. 

THE  BROWN  PHARMACEUTICAL  CO. 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos- 
terone. Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 


Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dirtiness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  watei,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 
Hypercalcemia  may  occur,  particularly  in  immobilized  patients  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 


References:  1 Montesano,  P , and  Evangelista.  I.  Methyltestosterone-thyroid  treatment  of  sekual 
impotence.  Clin  Med  12  69,  1966  2.  Dublin,  M F.  Treatment  of  impotence  with  methyltestosterone- 
thyroid  compound  West  Med  5 67,  1964  3.  Titeff,  A.  S.  Methyltestosterone-thyroid  in  treating  impotence. 
Gen  Prac  25  6,  1962  4.  Heilman.  l„  Bradlow,  H l.,  Zumoff,  B . Fukushima,  0.  K.,and  Gallagher,  T.  F. 
Thvroid-androgen  interrelations  and  the  hypocholesteremic  effect  of  androsterone.  J Clin  Endocr  19  936, 
F*rr,s-  L,  and  Colton,  S W.  Effects  of  L-thyroxine  and  liothyronine  on  spermatogenesis. 
J Urol  79  863,  1958  6.  Osol,  A . and  Farrar,  G.  E.  United  States  Dispensatory  (ed.  25).  lippincott,  Phila- 
delphia. 1955,  p 1432.  7.  Wershub,  L.  P.  Sexual  Impotence  in  the  Male  Thomas,  Springfield, 

III.,  1959,  pp.  79-99.  ’ 


INC.  2500  West  6th  Street,  Los  Angeles,  California  90057 


1.  Does  your  Professional  and  Personal 
Liability  Insurance  Program  give  you  all 
the  coverage  you  need  ? 

2.  Are  your  limits  of  liability  high  enough  to 
protect  you? 

3.  Are  you  sure  you  don’t  have  too  little  protection  for 
some  risks  and  too  much  for  others? 

4.  Are  you  protected  for  risks  not  covered  in  standard 
personal  liability  policies? 


If  your  answer  is  no  to  any  one  of  the  above 
questions . . . you  need  $1,000,000 
worth  of  protection  with  a 
Personal/Professional  Umbrella 
Liability  Insurance  Policy. 


I am  interested  in  participating  in 
the  Liability  Insurance  Program. 
Please  send  me  an  application  for 
the  $1,000,000  Personal /Prof es- 
□ sional  Umbrella  Liability  Policy. 


THE  PERSONAL 
PROFESSIONAL 
UMBRELLA  LIABILITY 
INSURANCE  PROGRAM  HAS 
BEEN  ENDORSED 
BY  THE  PENNSYLVANIA 
MEDICAL  SOCIETY 


Name 


Office  Address 
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I 
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I 
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City- 

State- 


I 

I 

I 
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Telephone- 


Mail  to:  ALEXANDER  AGENCY,  INC. 

Union  Bank  Building,  Pittsburgh,  PA.  15222 


ADMINISTRATOR 


MEXKNDER 
kGENCY  INC 

INSURANCE  WORLD-WIDE  SINCE  1853 
Union  Bank  Building,  Pittsburgh,  PA.  15222 
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dispensing 


E-Myciii 

(erythromycin,  Upjohn) 

Available  in  250  mg  tablets 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


® 1972  THE  UPJOHN  COMPANY  JA72-2141-6 


Upjohn 
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newsfronts 


Interest  high  at  Society’s  1973  Officers’  Conference 


The  State  Society's  1973  Officers 
Conference  explored  some  current 
issues  and  new  ideas  before  a record 
number  of  participants  at  the  Penn 
Harris  Motor  Inn,  Camp  Hill.  Photo 
coverage  appears  on  pages  14  and  1 5 of 
this  issue. 

Robert  S.  Sanford.  M.D.,  Society 
president,  made  communications  the 
theme  of  his  keynote  address,  and  dele- 
gates did  communicate  on  legislative 
matters,  medical  malpractice,  physi- 
cians' unions,  proposed  federal  legisla- 
tion. peer  review,  and  AM  A matters. 

Society  Environmental  Improve- 
ment Awards  and  Donaldson  Awards 
were  presented  following  a banquet  at 
which  Robert  H.  Henry,  director  of 
professional  relations  for  the  U.S.  Phar- 
macopoeia! Convention,  spoke.  Envi- 
ronmental Improvement  Awards  went 
to  Lefferts  Hutton,  of  New  Hope,  and 
to  the  Sharon  Steel  Co.,  represented  by 
Henry  Evans.  Winners  of  the 
Donaldson  Awards  for  radio  and  televi- 
sion and  the  name  of  each  station’s  rep- 
resentative were:  WARM,  Scranton. 
William  Kelly;  WDAS.  Philadelphia. 
Robert  Perkins;  WITE-TV,  Hershey, 
Ray  Priest;  and  WTAE-TV.  Pittsburgh. 
Fred  Young.  Honorable  mention  certif- 
icates went  to  WWSW,  Pittsburgh, 
represented  by  Rev.  Peter  Gallagher. 
S.J.;  WBRE-TV,  Kingston,  represented 
by  Elke  Mueller;  and  WSBA.  York, 
represented  by  William  Walker. 

James  A.  Reynolds.  Washington  edi- 
tor of  Medical  Economics,  told  dele- 
gates that  national  health  insurance 
may  be  considered  “an  idea  whose  time 
has  not  yet  come.”  He  predicted  its  res- 
urrection as  a political  issue  in  1976. 
but  said  that  government  programs  cov- 
ering pockets  of  the  population  as  with 
medicare  can  be  expected  to  be  enacted 
and  cited  as  examples  a "kiddiecare" 
plan  which  would  offer  health  coverage 
to  all  under  age  six;  a medicare  for  the 
poor,  which  would  replace  medicaid; 
and  catastrophic  illness  coverage. 

John  R.  Kernodle.  M.D..  chairman 
ot  the  AM  A Board  of  Trustees,  and 
Malcolm  W.  Miller.  M.D..  chairman  of 
the  Pennsylvania  Delegation  to  the 
AM  A.  reported  to  the  delegates  on 
AMA  activities. 


Wendell  Freeland.  Esq.,  Pittsburgh 
attorney  who  served  as  chairman  of 
HEW's  Commission  on  Medical  Mal- 
practice, defended  the  com  mission  while 


DR.  SANFORD 


admitting  that  it  did  not  have  time  to 
complete  its  job.  and  outlined  for  dele- 
gates the  more  important  recommen- 
dations of  the  commission's  majority 
report:  I.  Establish  a permanent  com- 
mission; 2.  Enforce  truth  in  selling  in- 
surance; 3.  Develop  pools  of  medical 
experts;  4.  Force  insurance  companies 
to  educate  clients  in  malpractice  loss 
prevention;  5.  Strengthen  licensure 
boards  to  remove  from  practice  those 
unfit;  6.  Admit  that  the  lay  public  has  a 
role  to  play;  7.  Establish  patient  griev- 
ance mechanisms  in  all  hospitals;  and  8. 
Establish  a nationwide  non-govern- 
ment, non-profit  data  collecting  agency 
in  the  field  of  medical  malpractice.  He 
said  HEW  had  called  a meeting  of  inter- 
ested parties  to  be  held  in  June  to 
discuss  the  latter  recommendation  and 


begin  its  implementation. 

Larry  R.  Fosselman,  Medical  Care 
Appraisal  Project  director,  spoke  to  as- 
sembled officers  on  present  and  future 
peer  review  activities. 

The  section  of  the  conference  which 
drew  the  most  audience  response  con- 
cerned physicians'  unions.  Sanford  A. 
Marcus,  M.D..  of  Daly  City.  Calif., 
president  of  the  Union  of  American 
Physicians,  urged  county  society  and 
PMS  officers  to  join  his  organization,  a 
chapter  of  which  is  forming  in  the  Dela- 
ware Valley  area.  Dr.  Marcus  said 
physicians  needed  a union  to  represent 
them  in  their  relations  with  third  parties 
including  government.  Two  physicians 
and  a labor  union  attorney  served  as  a 
reaction  panel  to  Dr.  Marcus.  Joseph  F. 
Boyle.  M.D..  Los  Angeles.  Calif.;  John 
H.  Mather.  M.D..  Baltimore.  Md.;  and 
Jacob  dayman,  director  of  the  Indus- 
trial Union  Department  of  the  AFL- 
CIO.  presented  their  philosophy  con- 
cerning physicians'  unions  as 
spokesmen  of  groups  concerned  with 
the  emerging  movement. 

The  Committee  of  Officers'  Confer- 
ence made  overall  arrangements  for  the 
two-day  meeting.  They  are  David  S. 
Cristol.  M.D..  chairman.  Philadelphia 
County;  R.  William  Alexander.  M.D.. 
Berks  County;  John  H.  Boal.  Jr.,  M.D.. 
Beaver  County;  William  E.  DeMuth. 
M.D..  Dauphin  County;  David  W. 
Kline,  M.D.,  Mercer  County;  Orlo  G. 
McCoy,  M.D..  Bradford  County;  and 
President  Sanford. 


Salute  to  Hahnemann 

This  issue  of  Pennsylvania  Medicine  is  dedicated  to  the  Hah- 
nemann Medical  College  and  Hospital  of  Philadelphia,  which  is 
celebrating  the  125th  anniversary  of  its  founding  during  this  aca- 
demic year.  On  the  cover  is  an  aerial  view  of  the  Hahnemann 
complex  in  the  heart  of  Philadelphia.  It  accentuates  the  progress 
made  in  the  institution's  massive  rebuilding  program.  The  history 
of  the  college  is  on  page  38  and  an  interview  with  Dean  Joseph  R. 
DiPalma,  M.D.,  appears  on  page  36.  Medical  papers  prepared  by 
faculty  members  emphasize  the  new  directions  in  medical  educa- 
tion and  patient  care  being  developed  at  Hahnemann.  The  papers 
begin  on  page  40.  This  special  issue  completes  the  series  on 
the  Commonwealth's  medical  colleges. 
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ty  Scenes  from  'X 

the  Society's  busy  1973  ^ 

Officers'  Conference  are  shown 
here.  In  photo  one  (top  left)  Anna  M. 

Roberts  of  the  executive  staff  is  shown 
receiving  a plaque  commemorating  twenty 
years  of  service  to  the  Society  from  Board  of 
Trustees  Chairman  David  S.  Masland.  M.D.  In 
photo  two  Society  President  Robert  S.  Sanford, 

M.D.,  presents  one  of  two  Society  Environmental 
Improvement  Awards  to  Lefferts  Hutton,  of  New  Hope.  William 
B.  West.  M.D.,  of  Huntingdon,  is  shown  in  photo  three  receiving 
congratulations  on  his  reelection  as  chairman  of  the  PaMPAC  Board 
of  Directors  from  William  A.  Limberger,  M.D.,  of  West  Chester,  and 
Dr.  Masland.  In  photo  four,  Henry  Evans  of  the  Sharon  Steel  Co. 
is  shown  receiving  the  Environmental  Improvement  Award  on 
behalf  of  his  company  from  Dr.  Sanford.  Winners  of  the  y 
PMS  Donaldson  awards  for  radio  and  television  are  fl 
shown  in  photo  five  with  Dr.  Sanford,  who  /M 

presented  their  awards  following  /f 

the  Officers’  Conference  Ap 

v banquet.  Af  A 


State  Society  awards  prizes  at  press  conference 


Carolee  K.  Michener  of  the  News- 
Herald.  Franklin,  and  Robert  W.  Steyer 
of  the  Evening  News.  Harrisburg,  have 
won  the  Pennsylvania  Medical  Soci- 
ety's highest  awards  for  reporting  in  the 
field  of  medicine  and  health. 

Robert  S.  Sanford,  M.D.,  Mansfield, 
president  of  the  State  Society,  said  the 
winners  received  the  Society's  Walter 
Donaldson  Awards — plaques  and  $100 
prizes — as  part  of  the  Pennsylvania 
Press  Conference  in  Camp  Hill  on  May 
I I. 

The  winning  entry  by  Steyer,  educa- 
tion reporter  for  the  Evening  News,  was 
a twelve-part  series  of  articles  on  the 
right  to  public  education  for  the  re- 
tarded. They  were  published  in  May, 
June,  and  November  of  1972  and  were 
cited  by  the  judges  as  "outstanding  ex- 
amples of  thorough  research  and  ex- 
cellent writing  on  a vital  public  sub- 
ject." 

Carolee  Michener,  managing  editor 
of  the  News-Herald,  won  with  her  entry 
of  six  articles  on  children  with  Down's 
Syndrome,  or  mongoloid  children,  and 
their  right  to  live.  The  articles  were 
published  in  May  1972.  The  judges  said 
the  series  was  "an  exceptionally  pene- 
trating and  well-written  analysis  of  a 
continuing  medical-moral  issue  that 
deserves  full  public  awareness.” 

The  award  is  offered  in  two  divisions 
of  competition:  Pennsylvania  newspa- 
pers with  circulations  above  and  below 
49,000  copies.  Steyer  is  the  above 
49,000  winner  and  Mrs.  Michener  is 
the  winner  in  the  below  49.000  catego- 
ry- 

judges  were  Richard  A.  Swank,  pub- 
lisher of  the  Duncannon  Record;  Clem- 

PAFP  i nstalls  officers 

The  Pennsylvania  Academy  of  Fam- 
ily Physicians  recently  held  elections 
for  new  officers  at  a meeting  held  prior 
to  the  opening  of  the  organization's  an- 
nual scientific  assembly. 

Milton  M.  Perloff,  M.D.,  Philadel- 
phia. was  installed  as  president.  Other 
officers  selected  are:  Franklin  C. 

Kelton.  M.D.,  Ambler,  president-elect; 
John  J.  Hanlon,  M.D.,  Mechanics- 
burg,  vice-president;  Eddie  Lee  Clark. 
M.D..  Philadelphia,  secretary;  and 
Walter  Hill,  M.D.,  York,  treasurer. 


ent  J.  Sweet,  managing  editor  of  the 
Evening  News,  Harrisburg;  and  David 
A.  Smith,  M.D.,  Harrisburg,  medical 
editor  of  Pennsylvania  Medicine. 

The  Donaldson  Awards  are  named 
for  the  late  Walter  F.  Donaldson, 


Used  diagnostic  x-ray  machines 
which  are  reassembled  and  sold  after 
August  15,  1973  must  meet  the  same 
standards  of  radiation  safety  perform- 
ance required  of  new  equipment  manu- 
factured after  that  date,  a recently 
adopted  government  regulation  orders. 

The  Food  and  Drug  Administration 
of  the  U.S.  Department  of  Health,  Edu- 
cation, and  Welfare  has  published  in 
the  Federal  Register  a declaration  of 
policy  requiring  used  diagnostic  x-ray 
machines  which  are  reassembled  and 
sold  after  August  15,  1973,  to  meet  the 
same  standard  of  radiation  safety  per- 
formance that  now  applies  to  new 
equipment  made  after  that  date.  The  x- 
ray  standard  issued  last  year  under  the 
health  and  safety  act  regulations 
specifies  that  exposure  reduction  capa- 
bilities must  be  incorporated  into  x-ray 
machines  and  components  produced 
after  August  15. 

A second  policy  declaration  prohib- 
its the  installation  after  that  date  of  un- 
certified major  components  into  an  x- 
ray  system  comprised  entirely  of  major 

State  embargoes  dentist 

An  embargo  citation  has  been  issued 
against  a Philadelphia  dentist  by  the 
Bureau  of  Drug  Control  of  the  Pennsyl- 
vania Department  of  Health,  claiming 
the  manufacture  and  distribution  of  the 
product,  Cabasil,  is  unlawful. 

A total  of  165  containers  of  oint- 
ments, suppositories,  and  oral  tablets 
have  been  restrained.  Dr.  Stuart  Kab- 
nick  claims  they  are  effective  in  the 
treatment  of  "acute  lymphatic  leu- 
kemia, tuberculosis,  leprosy,  gangrene, 
varicose  ulcers,  osteomyelitis,  sinusitis, 
and  acne.'  The  bureau  claims  them 
misbranded,  stating  "there  is  no  avail- 
able medical  evidence  to  indicate  that 
Cabasil  is  effective  in  treating  any  of 
these  conditions.” 


M.D..  of  Bakerstown,  secretary  of  the 
State  Society  for  many  years  and  long- 
time editor  of  its  journal.  They  are 
designed  to  stimulate  and  recognize 
outstanding  reporting  of  health  and 
medical  subjects. 


components  already  certified  as  being 
in  compliance  with  the  standard. 

The  new  proposal  requires  that  used 
equipment  reassembled,  built,  or  refur- 
bished after  that  date  must  be  done  in 
such  a way  as  to  insure  compliance  with 
the  standard  even  if  its  major  compo- 
nents were  made  prior  to  the  date.  Only 
equipment  merely  moved  and  reassem- 
bled in  a new  location  without  change 
of  ownership  is  exempt. 

Approximately  40  percent  of  diag- 
nostic x-ray  machine  sales  are  es- 
timated by  HEW  to  be  in  used  equip- 
ment, much  of  which  would  not  meet 
requirements  of  the  new  federal  stand- 
ard without  substantial  modification. 


Diet  help  available 

The  Pennsylvania  Department  of 
Health  is  providing  diet  counseling 
services  for  the  treatment  of  disease  in 
patients  referred  by  area  physicians  at 
the  nutrition  clinic  of  the  Carlisle  State 
Health  Center  under  the  direction  of 
the  Region  III  office. 

The  health  department  nutrition 
counselor.  Miss  Mary  Argianas,  re- 
ceives medical  information  and  a diet 
prescription  from  the  physician  which 
enables  her  to  prepare  instructions  for 
such  conditions  as  high  blood  lipids, 
diabetes,  high  blood  pressure,  or  con- 
gestive heart  failure. 

She  then  interviews  the  patient, 
taking  into  account  his  food  prefer- 
ences, social  activities,  cooking  facili- 
ties, etc.,  and  draws  up  an  individual 
diet  to  fit  his  needs.  Follow-up  is  an  im- 
portant ingredient  of  the  program. 

The  division  of  nutrition  of  the  state 
health  department  provides  consulta- 
tion, guidance,  and  necessary  materials. 
They  have  made  available  a similar 
service  in  York  in  conjunction  with  the 
York  Health  Corporation. 


Rules  on  x-ray  machine  resale  outlined 
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jLegal  counsel  outlines  safety,  health  laws  facts 


Facts  that  all  State  Society  physician 
members  need  to  know  in  order  to  be  in 
compliance  with  the  federal  occupa- 
tional safety  and  health  law  have  been 
spelled  out  in  a memorandum  from  the 
State  Society’s  legal  counsel. 

Regulations  under  the  Occupational 
Safety  and  Health  Act  (OSHA)  apply  to 
any  physician  who  hires  one  or  more 
employees. 

Some  general  requirements  es- 
tablished under  the  Act  are:  "All  places 
of  employment,  passageways, 
storerooms,  and  service  rooms  shall  be 
kept  clean  and  orderly  and  in  a sanitary 
condition;  (2)  The  floor  of  every 
workroom  shall  be  maintained  in  a 
• clean  and,  so  far  as  possible,  a dry  con- 
dition; (3)  Every  floor,  working  place 
and  passageway  shall  be  kept  free  from 
protruding  nails,  splinters,  holes  or 
loose  boards;  (4)  Aisles  and  passage- 
ways shall  be  kept  clean  and  in  good 
repair  with  no  obstruction  in  the  aisles 
that  could  create  a hazard. 

"Every  structure  designed  for  human 
occupancy,  shall  be  provided  with  exits 
sufficient  to  permit  the  prompt  escape 

Diving  session  topic 

A seminar  designed  to  inform  family 
physicians  on  medical  aspects  of  diving 
and  underwater  swimming  will  be  held 
June  27,  1973,  at  the  University  of 
Pennsylvania  Medical  Center.  Phila- 
delphia. The  program  is  sponsored  by 
the  National  Association  of  Under- 
water Instructors. 

The  $10  fee  includes  lunch.  For  fur- 
ther information,  contact  Ralph  E. 
Stolz,  M.D.,  555  Harrison  St., 

Emmaus.  Pa.  18049. 

Pediatricians  to  meet 

The  1973  Fall  Meeting  of  the  Penn- 
sylvania Academy  of  Pediatrics  will  be 
held  at  the  Elbow  Beach  Surf  Club  in 
Bermuda  November  8-11. 

A chartered  round  trip  plane  will  fly 
from  Pittsburgh  and  Philadelphia, 
charging  $210  per  person.  Registration 
fee  for  the  meeting  is  $15. 

For  further  information,  contact: 
Mary  Cote,  M.D.,  Treasurer,  St. 
Christopher’s  Hospital  for  Children, 
2600  N.  Lawrence  St.,  Philadelphia 
19133. 


of  occupants  in  case  of  fire  or  other 
emergency.  There  are  also  require- 
ments for  the  construction  and  compo- 
nents of  exits. 

“Each  employer  must  post,  in  a con- 
spicuous place,  notices,  furnished  by 
OSHA,  informing  employees  of  protec- 
tions and  obligations  provided  for 
under  the  Act.  The  section  also  states 
that  an  employee  may  request  an 
inspection." 

Legal  counsel  concludes:  “The  Act 


The  Pennsylvania  Department  of 
Welfare  has  appointed  Roger  A.  Cutt. 
M.D.,  Ph.D.,  as  assistant  deputy  secre- 
tary for  medical  programs. 

Since  1970  he  has  assisted  state  gov- 
ernments in  the  administration  of  the 
Medical  Assistance  Program  at  the 
social  and  rehabilitation  office  of  the 
U.S.  Department  of  Health,  Educa- 
tion. and  Welfare  in  Philadelphia. 
Previously  he  was  director  of  the 
Otologic  Research  Laboratory  at  Pres- 
byterian-University  of  Pennsylvania 
Medical  Center. 

Dr.  Cutt  is  an  assistant  professor  of 
otolaryngology  at  the  University  of 
Pennsylvania  School  of  Medicine.  He  is 
a member  of  the  American  Association 
for  the  Advancement  of  Science,  the 
Acoustical  Society  of  America,  the  So- 
ciety for  Cryosurgery,  the  Aerospace 

Learning  cruise  planned 

A Carribean  cruise  combined  with  a 
continuing  education  series  of  seminars 
is  being  planned  by  the  department  of 
mental  health  sciences  of  Hahnemann 
Medical  College  and  Hospital  in  con- 
junction with  American  Express  from 
November  26  through  December  4, 
1973. 

Up  to  fourteen  hours  of  credit  in  Ca- 
tegory I can  be  earned  toward  the 
American  Medical  Association  Physi- 
cian's Recognition  Award  and  the 
Pennsylvania  Medical  Society’s  mem- 
bership requirement  by  attending 
courses  offered  on  mornings  when  the 
ship  is  at  sea. 

For  further  information,  contact: 
Richard  Newman,  M.D..  314  N.  Broad 
St.,  Philadelphia  19102. 


itself  requires  employers,  including 
physicians,  to  furnish  their  employees 
employment  and  a place  of  employ- 
ment free  from  recognized  hazards  that 
are  causing  or  are  likely  to  cause  death 
or  serious  physical  harm  to  employees 
and  also  requires  employers  to  comply 
with  occupational  safety  and  health 
standards  promulgated  under  the  Act. 
In  addition,  employees  must  comply 
with  standards,  rules,  regulations,  and 
orders  issued  under  the  Act.” 


Medical  Association,  and  the  American 
Academy  of  Ophthalmology  and 
Otolaryngology. 

"He  will  serve  as  a liaison  between 
Dr.  William  B.  Beach,  Jr.,  deputy  secre- 
tary for  mental  health  and  medical  serv- 
ices, and  Charles  A.  Cubbler,  commis- 
sioner of  medical  services,  advising  and 
making  recommendations  concerning 
medical  service  programs,"  State  Wel- 
fare Secretary  Helene  Wohlgemuth 
said. 

Urges  cooperation 

The  American  Academy  of  Pediat- 
rics (AAP)  is  urging  local  chapters  to 
assist  state  government  agencies  in  the 
development  of  programs  for  an  ex- 
pansion of  health  services  mandated  in 
a recent  amendment  to  the  Social  Se- 
curity Act  for  all  medicaid  recipients 
under  twenty-one  years  of  age  called 
Early  and  Periodic  Screening,  Diag- 
nosis, and  Treatment  (EPSDT). 

The  academy’s  executive  board 
called  EPSDT  "one  of  the  most  signifi- 
cant pieces  of  federal  legislation  con- 
cerned with  the  health  of  children.” 

The  AAP  pointed  out,  however, 
that  the  legislation,  which  is  required 
to  be  implemented  by  July  1,  1973, 
paradoxically  requires  increased  health 
services  without  offering  solutions  to 
the  problem  of  how  to  provide  these 
services. 

The  board  said,  "The  task  of  devel- 
oping within  state  governments  the 
quality  programs  necessary  to  provide 
services  may  be  burdensome,  and  a 
considerable  effort  on  the  part  of  acad- 
emy membership  will  be  required  to 
achieve  this  goal.” 


Welfare  Department  names  Dr.  Cutt 
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Physician  preceptors  training  Hershey  assistants 


Fifteen  Pennsylvania  physicians 
have  agreed  to  act  as  preceptors  to  the 
first  class  of  physicians'  assistants  who 
have  begun  training  at  the  Milton  S. 
Hershey  Medical  Center  of  Pennsyl- 
vania State  University  under  the 
MEDEX  Pennsylvania  Program  (See 
Newsfronts,  April  issue  of  Pennsyl- 
vania Medicine). 

The  initial  three-month  period  of 
classroom  and  clinical  training  will 
take  place  at  the  Hershey  Medical 
Center.  Harrisburg  Polyclinic  Hospi- 
tal, and  at  three  Lebanon  hospitals: 
Good  Samaritan,  Veterans  Adminis- 
tration, and  Lebanon  Valley  General. 

The  students  will  spend  the  final 
twelve  months  under  the  preceptorship 
of  the  following  physicians:  Richard 
A.  Press,  M.D.,  Fairless  Hills;  Jack  M. 
Silvers,  D O.,  Croydon;  John  H.  Light, 
M.D.,  State  College;  Frank  Bryan, 
M.D.,  Carlisle;  Derwood  L.  Stetson, 
M.D.,  Shippensburg;  Manuel  Olives, 
M.D.,  Harrisburg;  James  D.  Hileman, 
M.D.,  Corry;  Phillip  E.  Reilly,  M.D., 
Uniontown;  Lynn  G.  Guiser,  M.D., 
Mifflintown;  William  C.  Ridgway, 
M.D..  Akron;  Charles  R.  Almond, 
M.D.,  Sunbury;  Donald  Withers, 
M.D.,  Hanover;  and  Mark  A.  Blatt, 
M.D.,  Louis  H.  Castor.  M.D.,  and 
Leon  Weiner,  M.D..  all  of  Philadel- 

Allergists  plan  session 

The  Pennsylvania  Allergy  Associa- 
tion will  hold  its  spring  meeting  at  the 
Hershey  Hotel.  Hershey,  June  15-17. 
The  meeting  is  open  to  all  physicians 
and  there  is  no  registration  fee 
requirement. 

Pennsylvania  physicians  who  are 
guest  participants  include:  George  I. 
Blumstein,  M.D.,  clinical  professor  of 
medicine.  Temple  University  School 
of  Medicine;  John  A.  Kibelstis,  M.D.. 
pulmonary  section,  department  of 
medicine.  Allentown  Hospital;  D.  Lee 
Miller.  M.D.,  assistant  professor  of  pe- 
diatrics, University  of  Pittsburgh 
School  of  Medicine;  William  M.  Sand- 
ers, M.D.,  associate  in  the  department 
of  psychiatry,  Geisinger  Medical 
Center,  Danville;  and  Leonard  Seltzer, 
M.D..  fellow  in  allergy  and  im- 
munology, Jefferson  Medical  College, 
Philadelphia. 


phia. 

The  first  class  consists  of  one 
woman  and  fourteen  men.  all  of  whom 
have  had  military  medical  training  and 
service  except  one  who  has  been  chief 
radiology  technician  at  a large  hospi- 
tal. Eleven  are  Pennsylvanians,  and  the 
other  four  have  expressed  an  intefest 
in  working  in  the  Commonwealth. 

A second  class  is  planned  to  begin  in 
October  if  funding  from  the  National 
Institutes  of  Health  continues.  Project 

Dr.  Schnabel  named  ACP  [ 

The  American  College  of  Physicians 
selected  Truman  G.  Schnabel,  Jr., 
M.D.,  Philadelphia,  as  president-elect 
at  its  recently  held  annual  meeting.  Dr. 
Schnabel,  who  is  professor  of  medicine 
at  the  University  of  Pennsylvania 
School  of  Medicine,  will  take  office  in 
April  1974. 

Three  other  Pennsylvania  physicians 
were  chosen  to  serve  the  specialty  soci- 

Physician’s  assistants  hold 

The  American  Association  of 
Physicians'  Assistants  (AAPA)  held  its 
first  annual  national  conference  of  dele- 
gates in  New  York  recently  and  elected 
new  officers.  Among  them  was  a Penn- 
sylvania physician's  assistant,  Kathryn 
Suzio.  Philadelphia,  who  was  elected  a 
vice-president. 

One  of  the  guest  speakers  was  Ralph 
Penneys.  M.D.,  chief  of  the  peripheral 
vascular  section  in  the  division  of  car- 
diology at  Philadelphia  General  Hospi- 
tal, whom  Ms.  Suzio  assists. 

Elected  to  serve  on  the  national 
AAPA  Executive  Committee  are  two 
Pennsylvanians,  Stephen  J.  Meehan, 
Jr.,  Philadelphia,  and  Ralph  Vaserberg, 
Levittown. 

Major  policies  formulated  at  the  con- 
ference include  a resolution  to  seek  the 
formulation  of  a joint  council  com- 
posed of  representatives  from  the 
American  Academy  of  Physicians’  As- 
sociates, the  American  College  of 
Physicians'  Assistants,  the  National  As- 
sociation of  Physicians'  Assistants  and 
the  Physician  Associate  Program  to 
provide  liaison  with  the  American 
Medical  Association  and  other  allied 
medical  associations. 


director  is  Thomas  L.  Leaman,  M.D., 
professor  and  chairman  of  family  and 
community  medicine  at  Hershey.  The 
academic  program  director  is  Richard 
Hasz,  M.D.,  assisted  by  Rugh  D.  Hen- 
derson. M.D.,  both  assistant  professors 
of  family  and  community  medicine. 
The  non-degree  program,  which 
awards  a Pennsylvania  State  Universi- 
ty certificate  upon  completion,  is  being 
given  in  cooperation  with  the  Univer- 
sity Division  of  Continuing  Education. 

'resident-elect 

ety.  They  are:  William  A.  Sodeman, 
M.D.,  Philadelphia,  who  will  serve  as  a 
member  of  the  board  of  regents;  Francis 
J.  Sweeney,  Jr.,  M.D.,  Philadelphia, 
who  will  serve  on  the  board  of  gover- 
nors, representing  Eastern  Pennsyl- 
vania; and  Donald  W.  Bortz.  M.D., 
Greensburg,  who  will  serve  in  the  same 
capacity,  representing  Western  Penn- 
sylvania. 

national  session 

The  decision  was  made  to  expand  the 
AAPA  National  Certification  Board  to 
examine  and  certify  PAs  until  such  time 
as  an  approved  AM  A or  other  agency  is 
set  up. 

York  holds  seminars 

The  first  of  a series  of  management 
development  seminars  for  York  Hospi- 
tal staff  physicians,  medical  education 
coordinators,  and  administrators  de- 
signed to  increase  managerial  efficiency 
in  health  care  delivery  was  held 
recently. 

Entitled  “Problem  Analysis  and 
Decision-Making  by  Groups,”  the 
three -day  seminar  was  conducted  by 
Ronald  A.  Smith,  Ph.D.,  a researcher 
into  the  application  of  behavioral 
science  to  individual  and  organizational 
efficiency. 

Merle  S.  Bacastow,  M.D.,  York  Hos- 
pital's vice-president  of  medical  affairs, 
said  that  with  the  accelerated  pace  of 
medical  technology,  physicians  and  ad- 
ministrators must  be  good  managers  in 
the  operations  of  their  departments. 
The  second  seminar,  on  com- 
munications, is  being  planned  for  the 
near  future. 
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Compare  pension  plans  before  making  choice 

LEIF  C.  BECK,  LL.B. 

Bala  Cynwyd 


Last  month  1 provided  a variety  of  reasons  why  most  pro- 
fessional corporations  should  avoid  adopting  the  "fixed 
benefit"  type  of  retirement  plan.  Instead,  I urged  adoption 
in  all  but  very  special  cases  of  either  a "money  purchase" 
pension  plan  or  a profit  sharing  plan.  Each  of  these  two  al- 
ternatives has  its  own  advantages  as  against  the  other,  but  a 
still  more  common  alternative  would  be  to  adopt  both  of 
them  to  take  advantage  of  the  best  features  of  each  one. 
This  article  will  describe  both  the  money  purchase  pension 
plan  and  the  profit  sharing  plan  in  the  hopes  that  the 
physician  will  be  better  able  to  make  his  choices  among  the 
alternatives. 

Profit  Sharing  Plans 

In  theory,  a profit  sharing  plan  provides  for  contribution 
of  a portion  of  a corporation's  net  profits  each  year  into  a 
separate  fund.  The  fund  is  then  broken  down  at  least  for 
bookkeeping  purposes  into  separate  accounts  for  each  of  the 
participating  employees,  the  allocations  among  these  ac- 


sent  from  work  far  longer  than  anticipated,  perhaps  because 
of  sickness,  there  might  not  be  sufficient  income  to  pay 
both  his  required  salary  and  the  normally  anticipated  retire- 
ment contribution.  With  a discretionary  profit  sharing  plan 
as  his  retirement  plan  vehicle,  however,  he  can  very  simply 
decide  to  reduce  the  plan  contribution  to  suit  the  lowered 
income  level.  This  flexibility  is  not  readily  available  with 
plans  that  require  specific  contributions  each  year. 

The  maximum  amount  which  may  generally  be  contrib- 
uted to  a profit  sharing  plan  and  deducted  for  income  tax 
purposes  is  15  percent  of  the  total  salaries  and  other  pay  of 
those  employees  covered  by  the  plan.  While  many  advisors 
emphasize  that  the  general  level  for  retirement  plan  con- 
tributions is  25  percent  of  compensation,  a greater  percent- 
age of  my  doctor  clients  contribute  substantially  less  than 
that  maximum  number.  The  average  contribution  rate  is 
rather  somewhere  between  10  percent  and  15  percent  of 
pay.  a level  at  which  many  doctors  feel  that  their  currently 
spendable  income  will  not  be  reduced  uncomfortably  al- 


This  is  the  second  of  a series 
of  three  articles  on  pension  plans 


counts  being  in  proportion  to  the  employees'  compensation 
for  the  year  involved.  In  this  manner,  the  physician  earning 
ten  times  as  much  as  his  nurse  will  be  allocated  ten  times  as 
much  of  the  plan  contribution. 

As  the  fund  appreciates  (hopefully)  in  value  each  year, 
both  the  income  and  growth  in  market  values  are  further 
allocated  proportionately  among  the  employees'  accounts. 
Whatever  an  employee's  account  has  accumulated  would  be 
distributable  to  that  person  upon  his  retirement  or  in  case  of 
his  death  to  the  beneficiary  he  has  specified  in  a document 
filed  with  the  plan  trustee. 

While  a profit  sharing  plan  may  provide  for  annual  con- 
tribution of  a stated  portion  of  net  profits  each  year,  I gen- 
erally prefer  the  other  type  of  profit  sharing  plan  known  as 
a "discretionary"  or  "no  formula"  plan.  A discretionary 
profit  sharing  plan  merely  calls  for  contribution  each  year 
of  as  much  of  the  net  profits  as  the  corporation's  board  of 
directors  in  its  discretion  determines  should  be  paid  in.  This 
type  of  plan  offers  maximum  flexibility  to  the  physician- 
owner  or  owners  who  would  have  the  power  (through  the 
corporate  board  of  directors)  to  decide  each  year  how  much 
should  actually  be  set  aside  toward  retirement. 

If,  for  example,  a solo  incorporated  physician  finds  him- 
self with  heavier  financial  commitments  in  a certain  year, 
he  could  have  less  paid  into  the  profit  sharing  plan  and 
more  paid  to  himself  as  increased  salary  or  bonus  (to  the  ex- 
tent wage  control  rules  and  sound  tax  planning  permit). 
Similarly,  if  during  the  year  the  physician  happens  to  be  ab- 


though  enough  moneys  will  be  deflected  to  provide  for  a 
comfortable  retirement.  This  is  a contribution  level  which 
can  be  accommodated  by  a profit  sharing  plan  despite  its 
lower  15  percent  limit. 

Under  such  circumstances,  I encourage  a physician  to 
adopt  only  a discretionary  profit  sharing  plan  so  that  he 
may  have  his  corporation  contribute  within  the  likely  15 
percent  of  pay  limits  while  he  retains  as  much  flexibility  as 
possible  in  case  circumstances  make  even  that  level  of  con- 
tribution impossible  or  undesirable.  The  watchword  here  is 
"flexibility,"  for  a professional  corporation  tends  to  be  re- 
strictive enough  that  any  plan  provisions  permitting  one  to 
adjust  to  unpredictable  events  should  be  encouraged. 

Money  Purchase  Pension  Plans 

A "money  purchase"  pension  plan  operates  on  the 
reverse  principle  from  that  of  a "fixed  benefit"  pension  plan 
discussed  last  month.  Rather  than  specifying  precisely  what 
each  employee's  pension  shall  be  when  he  reaches  his  retire- 
ment age.  the  money  purchase  plan  merely  specifies  the 
amount  to  be  contributed  for  each  employee  each  year.  It 
does  not  guarantee  what  the  employee  actually  will  be  paid 
when  he  retires.  Thus,  a 10  percent  money  purchase  pen- 
sion plan  would  call  for  contribution  of  10  percent  of  each 

Mr.  Beck  is  President  of  Management  Consulting  for 
Professionals.  Inc.,  Bala  Cynwyd,  Pennsylvania. 
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participating  employee's  salary  into  a fund  each  year,  such 
amounts  allocated  directly  to  accounts  for  each  person.  It 
would  not  state  what  the  employee  will  receive  as  a pension 
when  he  retires,  for  that  amount  would  simply  be  whatever 
the  employee's  account  has  accumulated.  In  other  words, 
his  pension  will  be  whatever  the  money  in  his  account  will 
purchase. 

The  tax  law  specifies  no  maximum  percentage  of  pay  which 
may  be  contributed  to  a money  purchase  pension  plan 
and  deducted,  but  in  most  cases  the  effective  maximum 
amount  is  25  percent.  Older  solo  physicians  who  wish  to 
deflect  greater  percentages  of  their  pay  could,  however, 
adopt  money  purchase  plans  calling  for  contributions  of  far 
higher  percentage  amounts  under  present  IRS  rules  permit- 
ting higher  contributions  as  a function  of  age.  Therefore,  a 
60-year-old  doctor  making  $60,000  a year  might  set  up  a 
corporation  paying  him  a $30,000  salary  and  setting  aside 
100  percent  of  his  pay  into  a money  purchase  pension  plan, 
especially  if  he  has  no  full-time  aides  who  would  have  to  be 
funded  with  equivalently  large  contributions. 

Money  purchase  pension  plans  must  have  a stated  con- 
tribution formula,  and  hence  they  do  not  offer  the  same 
flexible,  year-to-year  approach  of  a profit  sharing  plan. 
Nevertheless,  many  advisors  feel  there  are  decided  advan- 
tages in  having  such  a specifically  stated  formula.  It  facili- 
tates advance  planning  by  requiring  the  physician  and  his 
advisor  to  determine  at  the  outset  a satisfactory  level  of  re- 
tirement funding,  a matter  often  ignored  under  discre- 
tionary profit  sharing  plans  until  the  last  minute.  Further- 
more, the  stated  formula  approach  also  tends  to  foster 
better  relations  with  the  physician's  employees  by  more 
specifically  spelling  out  in  advance  the  corporation's  under- 
taking on  their  behalf. 

Combination  of  Plans 

Recognizing  the  advantages  of  each  plan,  many  doctors 
end  up  with  a combination  of  the  money  purchase  pension 
plan  and  the  discretionary  profit  sharing  plan.  This  is  an  ex- 
tremely popular  and  useful  compromise.  Although  the  two 
plans  can  be  mixed  in  any  variety  of  ways,  an  especially 
popular  approach  is  to  set  up  a money  purchase  pension 
plan  requiring  contribution  of  approximately  10  percent  of 
the  total  employees'  compensation.  A discretionary  profit 
sharing  plan  layered  above  this  10  percent  plan  would 
permit  but  not  require  contribution  of  an  additional  15  per- 
cent of  pay.  The  combined  result  would  permit  the  max- 
imum 25  percent  contribution  if  appropriate,  while  it  would 
let  the  doctors  retain  flexibility  as  to  the  maximum  permis- 
sible 15  percent  amount. 

There  should  be  no  particular  confusion  or  difficulty 
created  simply  because  the  corporation  has  adopted  and  is 
funding  two  separate  retirement  plans.  Trust  administrators, 
both  banks  and  separate  administration  organizations, 
charge  reasonable  fees  for  handling  either  one  or  two  plans, 
and  many  of  these  administrators  tend  to  charge  consider- 
ably less  than  twice  the  amount  when  the  suggested  combi- 
nation of  two  plans  is  involved.  Although  two  plans  require 
preparing  two  sets  of  documents,  maintaining  two  separate 
checking  accounts,  carefully  designating  the  correct  fund 
involved  in  a contribution  or  investment,  etc.,  the  advan- 
tage of  maximum  true  flexibility  each  year  makes  these  de- 


tails minimal.  The  details  should  not  be  an  annoyance  if  the  j 
corporation  and  its  plans  are  being  handled  soundly. 

Integrated  Plans 

Either  a profit  sharing  plan  or  a pension  plan  may.  under 
Treasury  Regulations,  be  "integrated"  with  Social  Security 
benefits.  If  a corporation  has  adopted  a combination  of  the  , 
two  plans,  then  one,  but  not  both,  of  them  may  be  so  in- 
tegrated. I almost  uniformly  encourage  my  clients  to  adopt 
the  integration  feature  even  though  probably  no  more  than 
a handful  of  doctors  really  understand  the  concept. 

Integration  with  Social  Security  is  simply  a recognition 
that  a corporation  must  contribute  towards  its  employees’ 
retirement  security  by  paying  the  Social  Security  tax  on  all 
salaries.  In  measuring  a corporation's  obligation  to  contrib- 
ute towards  the  same  employees'  retirement  through  its  own 
newly  adopted  private  retirement  plan  or  plans,  the  integra- 
tion theory  continues  by  permitting  the  forced  Social  Secu- 
rity contribution  to  be  credited  against  the  new  obligation. 
Thus,  the  Treasury  Regulations  permit  contributions  of  7 
percent  less  to  a private  pension  or  profit  sharing  plan  on 
each  employee's  "base  pay"  than  on  his  or  her  pay  in  excess 
of  that  base  pay.  The  base  pay  figure  is  essentially  tied  to 
various  Social  Security  earnings  levels,  such  as  $7,800  and 
$9,000  (the  two  successive  pay  figures  upon  which  Social 
Security  taxes  were  imposed  before  the  most  recent 
increase). 

Using  these  principles,  a money  purchase  pension  plan 
could  provide  for  contribution  of  7 percent  of  all  employ- 
ees' pay  over  $7,800  with  nothing  to  be  contributed  on  a | 
person's  first  $7,800  of  pay.  This  type  of  plan  would  abso- 
lutely exclude  most  of  the  lower  paid  aides  presumably 
earning  less  than  $7,800,  and  yet  the  exclusion  would  not  1 
violate  any  of  the  normal  IRS  rules  requiring  retirement 
plans  to  cover  all  employees  fairly. 

Even  more  likely,  in  view  of  the  desire  to  contribute  at 
least  10  percent  to  a pension  plan  as  a base  for  the  com- 
bined plan  contributions  extending  to  25  percent,  a money 
purchase  pension  plan  formula  might  provide  for  a con- 
tribution rate  of  5 percent  on  the  first  $7,800  of  compensa- 
tion plus  12  percent  on  all  excess  compensation  (retaining  I 
the  7 percent  legal  differential).  This  formula  would  result 
in  contributions  of  over  $6,600  for  a physician  with  an  an- 
nual  salary  of  $60,000.  whereas  his  nurse  earning  $6,000  a 
year  would  have  an  allocation  of  only  $300.  In  effect,  the 
integration  formula  would  have  permitted  a very  dispropor-  I 
tionate  contribution  for  the  higher-paid  physicians,  without 
violating  the  IRS  rules  as  to  non-discrimination  against  j 
lower-paid,  non-supervisory  employees. 

Conclusion 

The  types  of  plans  described  in  this  article  tend  to  be  the 
simplest  arrangements  for  small  and  medium  sized  medical 
groups  whose  incorporated  doctors  really  have  never  ceased 
to  think  in  terms  of  ‘•partnerships."  That  element  of  sim-  , 
plicity  and  the  described  maximum  year-to-year  flexibility  ; 
these  plans  offer  are.  in  my  view,  far  more  important  than 
the  supposed  features  of  highly-promoted  fixed  benefit 
plans.  The  preferred  plans  permit  the  doctors  to  continue  in 
basically  familiar  and  understandable  relationships  while 
providing  the  opportunity  to  deflect  proper  amounts  toward 
retirement  and  tax-favored  goals. 
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M.D.s  in  the  news 


LOUISE  C.  GLOECKNER,  M.D., 
was  honored  at  the  annual  Consho- 
hocken  Chamber  of  Commerce  dinner 
dance  recently  for  "her  dedicated  serv- 
ice and  demonstration  of  concern  for 
humanity”  after  forty-two  years  of  serv- 
ice as  a physician.  Dr.  Gloeckner,  the 
only  woman  ever  to  have  served  as  vice- 
president  of  the  American  Medical  As- 
sociation, retired  from  practice  in 
1971. 


DR.  GLOECKNER  DR.  KEENEY 


The  Howe  Award  for  significant 
achievement  in  the  field  of  eye  diseases 
has  been  presented  to  ARTHUR  H. 
KEENEY,  M.D.,  ophthalmologist-in- 
chief of  Wills  Eye  Hospital  for  his  work 
in  restructuring  the  institution's  educa- 
tional and  service  programs.  The  award 
was  established  in  1919  by  Lucien 
Howe,  M.D.,  a pioneer  in  the  preven- 
tion of  blindness,  who  was  the  first 
director  of  the  Howe  Laboratories  for 
eye  research  at  the  Massachusetts  Eye 
and  Ear  Infirmary  of  Harvard  Univer- 
I sity. 

DANIEL  L.  MOORE.  M.D.,  has 
been  appointed  associate  in  pediatrics 
at  Geisinger  Medical  Center,  Danville. 
He  was  formerly  medical  director  of  the 
Children’s  Rehabilitation  Center  at  the 
University  of  Virginia  Hospital, 

! Charlottesville,  North  Carolina,  and  as- 
sistant  professor  of  pediatrics  at  the 
University's  medical  school. 

MORTON  WARD.  M.D.,  medical 
director,  and  BERNARD  LIEBO- 
WITZ,  executive  vice-president  of  the 
Philadelphia  Geriatric  Center,  are  con- 
ducting a series  of  dialogues  on  the  im- 
provement of  medical  care  in  long-term 
institutions  sponsored  by  HEW  and  the 
Council  on  Medical  Service  Committee 
on  Aging  of  the  American  Medical  As- 
sociation. A presentation  in  Baltimore 
will  be  followed  by  one  in  Miami, 
Florida,  and  Seattle,  Wash. 

ARTHUR  C.  CROVATTO.  M.D.. 
has  assumed  leadership  of  the  division 


of  urology  at  York  Hospital.  He  is  a 
fellow  of  the  American  College  of  Sur- 
geons and  a diplomate  of  the  American 
Board  of  Urology.  He  succeeds  JOHN 
BEST,  M.D..  who  will  continue  to 
serve  the  hospital's  staff.  Dr.  Best  has 
been  associated  with  York  Hospital  for 
twenty-five  years,  having  served  as 
chief  of  urology  for  the  past  fifteen 
years. 

F.  CURTIS  DOHAN.  M.D.,  Phila- 
delphia, is  the  recipient  of  a grant  from 
the  National  Association  for  Mental 
Health  for  study  into  the  causes  and 
cures  of  schizophrenia.  Dr.  Dohan  is 
associated  with  the  department  of  med- 
icine at  the  Hospital  of  the  University 
of  Pennsylvania. 

GEORGE  GITTENS.  M.D.,  former 
clinical  director  of  the  Temple  Unit  of 
Philadelphia  State  Hospital,  has  been 
named  head  of  the  new  division  of 
methadone  maintenance  in  the  Depart- 
ment of  Public  Welfare's  Office  of 
Mental  Health.  Methadone  mainte- 
nance and  other  drug  abuse  treatment 
programs  have  been  transferred  from 
the  Department  of  Health  to  the 
Department  of  Welfare  on  the  recom- 
mendation of  Governor  Milton  J. 
Shapp's  Council  on  Drug  and  Alcohol 
Abuse. 

CYRIL  H.  WECHT,  M.D.,  Pitts- 


burgh, has  been  elected  a member  of 
the  Society  of  Legal  Medicine  and 
Criminology  of  France.  To  date  only 
one  other  American  physician  has  been 
chosen  a member  of  this  group. 

JOSEPH  J.  DOUGHERTY.  M.D., 
Coaldale,  has  received  the  Shamrock 
Award  from  the  Panther  Valley  Irish 
American  Association  in  recognition  of 
his  contribution  to  the  welfare  of  his 
community  over  a thirty-four  year 
period. 

JONATHAN  K.  HENDERSON. 
M.D.,  a past  president  of  the  Clearfield 
County  Medical  Society,  has  received  a 
PMS  award  for  fifty  years  of  service  to 
the  medical  profession. 

MICHAEL  A.  MANKO.  M.D..  has 
been  appointed  director  of  medical  edu- 
cation at  Lankenau  Hospital.  Philadel- 
phia. He  has  been  serving  as  acting 
director  since  March  1972.  He  is  chief 
of  the  department  of  infectious 
diseases,  immunology,  and  connective 
tissue  disorders  at  Lankenau  and  is  as- 
sociate professor  in  clinical  medicine  at 
Jefferson  Medical  College. 

GEORGE  C.  LEWIS,  JR..  M.D.. 
has  been  appointed  chairman  of  a 
special  American  Cancer  Society  task 
force  to  fight  uterine  cancer.  He  will 
head  a major  nationwide  program 
urging  Pap  Tests  for  all  women. 


FRANK  M.  NESLEY,  Lehighton,  (right)  receives  a Pennsylvania  Medical  Society  cer- 
tificate in  recognition  of  his  one  hundredth  birthday.  Carbon  County  Medical  Society 
President  James  Farr,  M.D.,  (left)  makes  the  presentation  as  Robert  Frantz,  M.D., 
(center)  the  Nesley  family  physician,  offers  congratulations. 
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Three  emergency  room  physicians  at 
Harrisburg  Hospital  have  been  cited  for 
"their  ability  and  excellent  rapport  with 
the  students.”  The  distinguished 
teaching  award  was  presented  during 
the  Doctor  Day  portion  of  the  hospi- 
tal's centennial  celebration  to 
GORDON  D.  MYERS,  M.D.;  JAY  A. 
TOWNSEND.  M.D.;  and  JAY  D. 
BAYER.  M.D. 

LEROY  D.  HARSHMAN,  M.D., 
Fredericktown,  has  retired  after 
twenty-seven  years  in  general  practice 
in  the  Clarksville-Fredericktown  area. 

FRANK  R.  BONDI.  M.D.. 
chairman  of  the  department  of  surgery 
at  McKeesport  Hospital,  has  become 
president  of  the  Southwestern  Pennsyl- 
vania chapter  of  the  American  College 
of  Surgeons.  Dr.  Bondi  is  a member  of 
the  board  of  the  Pittsburgh  Surgical  So- 
ciety. He  is  a past  president  of  the 
McKeesport  Hospital  medical  staff  and 
the  McKeesport  Academy  of  Medicine. 

FREDERICK  A.  REICHLE.  M.D., 
Philadelphia,  has  been  named  an  es- 
tablished investigator  by  the  American 
Heart  Association  for  the  next  five 
years.  He  is  assistant  professor  of  sur- 
gery at  Temple  University  School  of 
Medicine  and  heads  the  surgery  section 
of  Temple's  specialized  center  of 
research  on  thrombosis.  He  expects  to 
center  his  research  efforts  on  inves- 
tigating blood  vessel  disorders  and  their 
treatment.  Dr.  Reichle  is  a diplomate  of 
the  American  Board  of  Surgery,  a 
fellow  of  the  American  College  of  Sur- 
geons, and  a member  of  the  Society  of 
University  Surgeons. 


DAVID  E.  REED,  M.D.,  Pitts- 
burgh, has  been  named  director  of  the 
federally  funded  Western  Pennsylvania 
Regional  Medical  Program 
(WP/RMP).  Dr.  Reed  is  assistant 
professor  of  medicine  and  community 
medicine  at  the  University  of  Pitts- 
burgh and  has  been  acting  director  of 
WP/RMP  since  March  1972. 

JAMES  B.  SNOW.  JR.,  M.D.,  has 
been  named  professor  and  chairman  of 
otorhinolaryngology  and  human  com- 
munication at  the  University  of  Penn- 
sylvania School  of  Medicine.  He 
succeeds  PHILIP  MARDEN.  M.D.. 
who  has  retired  from  the  chairmanship 
but  remains  on  the  faculty.  Dr.  Snow  is 
director  of  the  American  Board  of 
Otolaryngology. 


DR.  SNOW  DR.  WHEELING 


GEORGE  F.  WHEELING,  M.D.. 
Windber  surgeon,  is  one  of  ten  gradu- 
ates of  Pennsylvania  State  University 
who  will  receive  the  Distinguished 
Alumnus  Medallion  at  the  university's 
annual  Alumni  Institute  in  June.  Dr. 
Wheeling  is  medical  director  at 
Windber  Hospital.  He  is  a past  presi- 
dent of  the  Cambria  County  Medical 
Society  and  a member  of  the  American 
College  of  Surgeons. 


Three  Pennsylvania  physicians  have 
been  named  fellows  of  the  American 
College  of  Radiology.  They  are  MARC 
S.  LAPAYOWKER,  M.D.,  Temple 
University  Hospital,  Philadelphia; 
JOSEPH  A.  MARASCO,  JR.,  M.D., 
St.  Francis  General  and  Presbyterian- 
University  Hospitals,  Pittsburgh;  and 
SIMON  KRAMER,  M.D.,  Albert  Ein- 
stein Medical  Center,  Thomas  Jef- 
ferson University,  U.S.  Naval,  and 
Philadelphia  General  Hospitals,  Phila- 
delphia. 

The  newly  created  American  Bar  As- 
sociation Committee  on  Law  and  Medi- 
cine has  appointed  CYRIL  H. 
WECHT,  M.D.,  Allegheny  County 
Coroner,  as  its  vice-chairman.  The 
committee  will  be  part  of  the  ABA's 
section  on  insurance,  negligence,  and 
compensation. 

AURELIANO  RIVAS.  M.D.,  Potts- 
town  urologist  and  president  of  the 
Montgomery  County  Medical  Society, ! 
has  been  awarded  the  Legion  of  Merit 
by  the  U.S.  Army  for  meritorious  serv- 
ice as  commanding  officer  of  two  army 
hospitals,  one  in  Philadelphia  and  the 
other  in  New  York  City. 

PHILIP  LISAN,  M.D.,  has  been  ap- 
pointed medical  director  of  the  John  F.  ; 
Kennedy  Memorial  Hospital,  Philadel- 
phia. He  succeeds  ABRAHAM  J. 
ZISERMAN,  M.D.  Other  officers  of 
the  medical  staff  are  MILTON 
IVKER,  M.D.,  president;  MURIEL 
YOUNG,  M.D.,  vice-president; 
ALEXANDER  LABE,  M.D.,  secre- 
tary; and  DENIS  ZERVOS,  M.D., 
treasurer. 


MRS.  JOHN  H.  EVES,  president  of  the  Woman’s  Auxiliary  to  the  Pennsylvania  Medical  Society  (photo  on  left),  presides  at  the 
dinner  meeting  of  the  auxiliary’s  twenty-seventh  Mid-Year  Conference,  held  recently  in  Harrisburg.  The  principal  speaker, 
David  Kritchevsky,  Ph.D.,  director  of  the  Wistar  Institute;  Mrs.  Frederick  R.  Gilmore,  the  auxiliary’s  president-elect;  and  Mrs. 
Donald  H.  Haselhuhn,  conference  co-chairman,  look  on.  Dr.  Kritchevsky  spoke  on  diet  and  heart  disease.  In  the  photo  on  the 
right,  other  participants  are  shown  discussing  the  conference.  They  are  (left  to  right)  Mrs.  Willard  C.  Scrivner,  president-elect 
of  the  Woman’s  Auxiliary  to  the  American  Medical  Association;  Mrs.  James  F.  Crispen,  president  of  the  Dauphin  County  Medi- 
cal Society’s  auxiliary;  J.  Thomas  Millington,  M.D.,  chairman  of  the  advisory  committee  to  the  state  auxiliary;  and  Mrs.  Hiram 
E.  Armstrong,  conference  chairman.  Dr.  Millington  delivered  an  address  at  the  conference. 
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If  you’re  ordering 
outside  cultures  for 

bacteriuria 

throat  strep 

gonorrhea 

Candida  (Monilia) 

Staph  aureus 

Pseudomonas 

aeruginosa 

you  can  reduce 
errors  caused  by 
delayed  incubation 
by  switching  to 
Clinicult 

SKD's  convenient,  economical 
office  culturing  system 


With  outside  culturing, 

unless  each  specimen  is  suitably  and  continuously  refrigerated 
between  collection  in  your  office  and  culturing  in  an  outside  laboratory, 
contaminants  can  multiply  rapidly  and  delicate  organisms  may  die. 

With  Clinicult™ office  culture  tests 

■ compact  incubator  permits  culturing  in  your  office  immediately  after 
specimen  collection 

■ built-in  streaking  tines  reduce  handling. . .save  time 

■ airtight  $terile  culture  tube  keeps  contaminants  out. . and  moisture 
in. . to  foster  growth  and  extend  organism  life 


In  selected  tests 

■ modified  media  maximize  growth  of  target  organisms. . .minimize 
contamination 

■ color  reactions  simplify  interpretation 

Swab...  Incubate...  Read  Results... 


TO  ORDER  ..OR  FOR  MORE  INFORMATION  . 
MAIL  COUPON  ..OR  CALL  (215)  LO  4-2400 


SMITH  KLINE  DIAGNOSTICS  sjg-pm  6/73 

PSr*  Division  of  SmithKIine  Corporation 

1 5G0  Spring  Garden  St.,  Phila,,  Pa.  1 §101  , 

Dept.  E42 
Please  send  me: 

dozen  'Clinicult'  culture  tests  for J 


N.  gonorrhoeae  $28.20  per  dozen;  all  others 
$23.40  per  dozen 

.'Clinicult'  incubator,  $25  each;  8-test  capacity; 
'fully  guaranteed 
.more  information  on  'Clinicult' 

□ Check  enclosed  □ Please  bill  me 
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t4  is  the 

PREDICTABLE 
HORMONE  BECAUSE 
IT  LOVES  PROTEIN. 


ALL  THYROID- 
FUNCTION  TESTS  ARE 
USEFUL  IN 
MONITORING 
SYNTHROID  THERAPY 


TWO  GOOD  REASONS 
WHY  THE  ROAD  TO 
NORMALIZED 
THYROID  STATUS  IS 
SO  SMOOTH  FOR  THE 
SYNTHROID  PATIENT 


SYNTHROID®  (sodium 
levothyroxine)  is  pure  synthetic  T4, 
the  major  circulating  thyroid 
hormone.  It  is  reliable  to  use 
because  of  its  affinity  for  protein- 
binding sites  in  the  blood.  T3  is 
more  fickle.  Sometimes  it  binds. 
Sometimes  it  doesn’t.  T4  more 
predictably  binds  to  protein. 


No  calculations  are  needed,  test 
interpretation  is  simple. 

Any  of  the  commonly  used  T4 
thyroid  function  tests  (P.B.I.,  T4  By 
Column,  Murphy-Pattee,  Free 
Thyroxine)  are  useful  in  monitoring 
patients  on  T4  because  they  all 
measure  T4.  Patients  on 
SYNTHROID  are  thereby  easy  to 
monitor  because  their  results  will 
fall  within  predictable,  elevated 
test  ranges.  Of  course,  clinical 
assessment  is  the  best  criterion  of 
the  thyroid  status  of  the  drug- 
treated  patient. 


(1)  The  onset  of  action  of  T4  is 
gradual.  It  has  a long  in  vivo 
“half-life”  of  over  six  days. 
(Occasional  missed  doses  or 
accidental  double-doses  are  of  le 
concern  because  of  this  factor)1 

(2)  since  SYNTHROID  contains  or 
T4,  the  potential  for  metabolic 
surges  traceable  to  more  potent 
iodides  (T3)  is  eliminated. 


AS  WITH  ANY 
THYROID 
PREPARATION, 
CAUTIOUS 

OBSERVATION  OF  THE| 
PATIENT  DURING  THE: 
BEGINNING  OF 
THERAPY  WILL  ALERT 
THE  PHYSICIAN  TO 
ANY  UNTOWARD 
EFFECTS. 

Side  effects,  when  they  do  occur, 
are  related  to  excessive  dosage. 
Caution  should  be  exercised  in 
administering  the  drug  to  patients 
with  cardiovascular  disease.  Reac 
the  accompanying  prescribing 
information  for  additional  data  or1 
write  Flint  Laboratories. 


TEST 

HYPOTHYROID 

SYNTHROID 

THERAPEUTIC 

NORMAL 

P.B.I. 

Less  than  4 meg  % 

6-10  meg  % 

T4  By  Column 

Less  than  3 meg  % 

7-9  meg  % 

T o (Resin) 

Less  than  25% 

27-35% 

T 3 (Red  Cell) 

Less  than  11% 

11.5-18% 

Free  Thyroxine 

Less  than  1.7 
nanograms  % 

0.7-2. 5 

nanograms  % 

Murphy-Pattee 

Less  than  2.9 
meg  % 

4-1 1 meg  % 

Gtipose 

dje  Smootfi 


... to  thyroid  replacement  tljerapy 


lTIENTS  CAN  BE 
JCCESSFULLY 
AINTAINED  ON  A 
3UG  CONTAINING 
iYROXINE  ALONE. 


WHY  DOES  SYNTHROID 
COST  LESS  THAN 
SYNTHETIC  DRUGS 
CONTAINING  T3? 


/roxine  (T4)  is,  as  you  know, 
major  circulating  hormone 
iduced  by  the  thyroid  gland. 

!is  also  produced,  in  smaller 
ounts,  and  is  active  at  the 
lular  level.  For  years  it  has  been 
/orking  hypothesis  among 
jocrinologists  that  T4  is 
iverted  by  the  body  to  T3.  In 
'0  this  process,  called 
jiodination,”  was  demonstrated 
Braverman,  Ingbar,  and  Sterling2, 
does  convert  to  T3,  though  the 
;cise  quantities  are  still  being 
died. 

The  conversion  has  been 
lically  demonstrated  during  the 
ministration  of  T4  to  athyrotic 
dents.  Their  thyroid  status  is 
rmalized  on  SYNTHROID  alone, 

: the  presence  of  T3  in  these 
dents  has  been  clearly  shown. 


Very  simple.  T3  costs  more  to  make 
synthetically  than  does  T4.  So  it  is 
economically  necessary  for  a 
synthetic  thyroid  medication 
containing  T3  to  cost  more  than 
one  containing  T4  alone.  Synthetic 
combinations  cost  patients  nearly 
50%  more  than  SYNTHROID3 
because  the  T3  costs  more  to  start 
with;  also  there  is  the  additional 
expense  of  formulating  a tablet 
containing  two  active  ingredients. 


1.  Latiolais,  C.  J.,  and  Berry,  C.  C.:  Misuse  of 
Prescription  Medications  by  Outpatients, 

Drug  Intelligence  & Clin.  Pharm.  3:270-7, 1969. 

2.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and 
Sterling,  K.:  Conversion  of  Thyroxine  (T4)  to 
Triiodothyronine  (T3)  in  Athyreotic  Human 
Subjects,  J.  Clin.  Invest.  49:855-64,  1970. 

3.  American  Druggist  BLUEBOOK,  March,  1971. 


fynthroid 

sodium  levothyraxine) 


HE  FACTS  ARE 
LEAR  AND  HERE 
5 OUR  OFFER. 

\CTS: 

mthetic  thyroid  drugs  are  an 
iprovement  over  animal  gland 
oducts.  Patients,  even  athyrotic 
les,  can  be  completely 
aintained  on  SYNTHROID  (T4) 
one.  Thyroid  function  tests  are 
tsy  to  interpret  since  they  are 
edictably  elevated  when  the 
itient  adheres  to  SYNTHROID. 
f all  synthetic  thyroid  drugs, 
/NTHROID  is  the  most 
sonomical  to  the  patient. 


I 1 

OFFER: 

Free  TAB-MINDER  medication 
dispensers  to  start  or  convert  all 
your  hypothyroid  patients  to 
| SYNTHROID.  Free  information  to 
physicians  on  role  of  thyroid 
function  tests  in  a new  booklet 
titled:  “Guideposts  to  Thyroid 
Therapy.”  Ask  us. 
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City 
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Zip  j 
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Indications:  SYNTHROID  (sodium  levothyroxine)  is  spe- 
cific replacement  therapy  for  diminished  or  absent 
thyroid  function  resulting  from  primary  or  secondary 
atrophy  of  the  gland,  congenital  defect,  surgery,  ex- 
cessive radiation,  or  antithyroid  drugs.  Indications  for 
SYNTHROID  (sodium  levothyr  'Xine)  Tablets  include 
myxedema,  hypothyroidism  without  myxedema,  hypo- 
thyroidism in  pregnancy,  pediatric  and  geriatric  hypo- 
thyroidism, hypopituitary  hypothyroidism,  simple 
(nontoxic)  goiter,  and  reproductive  disorders  asso- 
ciated with  hypothyroidism.  SYNTHROID  (sodium  levo- 
thyroxine) for  Injection  is  indicated  for  intravenous 
use  in  myxedematous  coma  and  other  thyroid  dysfunc- 
tions where  rapid  replacement  of  the  hormone  is  re- 
quired.The  injection  is  also  indicated  for  intramuscular 
use  in  cases  where  the  oral  route  is  suspect  or  con- 
traindicated due  to  existing  conditions  or  to  absorp- 
tion defects,  and  when  a rapid  onset  of  effect  is  not 
desired. 

Precautions:  As  with  other  thyroid  preparations,  an 
overdosage  may  cause  diarrhea  or  cramps,  nervous- 
ness, tremors,  tachycardia,  vomiting  and  continued 
vyeight  loss.  These  effects  may  begin  after  four  or  five 
days  or  may  not  become  apparent  for  one  to  three 
weeks.  Patients  receiving  the  drug  should  be  observed 
closely  for  signs  of  thyrotoxicosis.  If  indications  of 
overdosage  appear,  discontinue  medication  for  2-6 
days,  then  resume  at  a lower  dosage  level.  In  patients 
with  diabetes  mellitus,  careful  observations  should  be 
made  for  changes  in  insulin  or  other  antidiabetic  drug 
dosage  requirements.  If  hypothyroidism  is  accom- 
panied by  adrenal  insufficiency,  as  Addison’s  Disease 
(chronic  subcortical  insufficiency),  Simmonds's  Dis- 
ease (panhypopituitarism)  or  Cushing’s  syndrome  (hy- 
peradrenalism),  these  dysfunctions  must  be  corrected 
prior  to  and  during  SYNTHROID  (sodium  levothyroxine) 
administration.  The  drug  should  be  administered  with 
caution  to  patients  with  cardiovascular  disease;  devel- 
opment of  chest  pains  or  other  aggravations  of  cardio- 
vascular disease  requires  a reduction  in  dosage. 
Contraindications:  Thyrotoxicosis,  acute  myocardial 
infarction.  Side  effects:  The  effects  of  SYNTHROID 
(sodium  levothyroxine)  therapy  are  slow  in  being  mani- 
fested. Side  effects,  when  they  do  occur,  are  secondary 
to  increased  rates  of  body  metabolism;  sweating,  heart 
palpitations  with  or  without  pain,  leg  cramps,  and 
weight  loss.  Diarrhea,  vomiting,  and  nervousness  have 
also  been  observed.  Myxedematous  patients  with  heart 
disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during 
the  beginning  of  any  thyroid  therapy  will  alert  the 
physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dos- 
age followed  by  a more  gradual  adjustment  upward 
will  result  in  a more  accurate  indication  of  the  pa- 
tient’s dosage  requirements  without  the  appearance 
of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg. 
SYNTHROID  (sodium  levothyroxine)  TABLET  is  equiva- 
lent to  approximately  one  grain  thyroid,  U.S.P.  Admin- 
ister SYNTHROID  tablets  as  a single  daily  dose, 
preferably  after  breakfast.  In  hypothyroidism  without 
myxedema,  the  usual  initial  adult  dose  is  0.1  mg.  daily, 
and  may  be  increased  by  0.1  mg.  every  30  days  until 
proper  metabolic  balance  is  attained.  Clinical  evalua- 
tion should  be  made  monthly  and  PBI  measurements 
about  every  90  days.  Final  maintenance  dosage  will 
usually  range  from  0.2-0.4  mg.  daily.  In  adult  myx- 
edema, starting  dose  should  be  0.025  mg.  daily.  The 
dose  may  be  increased  to  0.05  mg.  after  two  weeks 
and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The 
daily  dose  may  be  further  increased  at  two-month  in- 
tervals by  0.1  mg.  until  the  optimum  maintenance  dose 
is  reached  (0. 1-1.0  mg.  daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15 
mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded, 
in  bottles  of  100,  500,  and  1000.  Injection:  500  meg. 
lyophilized  active  ingredient  and  10  mg.  of  Mannitol, 
N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  So- 
dium Chloride  Injection,  U.S.P.,  as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  for  Injection  may 
be  administered  intravenously  utilizing  200-400  meg. 
of  a solution  containing  100  meg.  per  ml.  If  significant 
improvement  is  not  shown  the  following  day,  a repeat 
injection  of  100-200  meg.  may  be  given. 


FUNT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 
Morton  Grove.  Illinois  60053 


Must  vasodilators 
and  therapy  for 
other  diseases 
come  into 
conflict? 


not  if  the  vasodilator  is 

VASODILAN 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease1  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a hypoglycemic,  miotic',  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs-no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure-or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.:  Geriatrics  .Z5.134-148  (May)  1970. 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-Nat ional  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective.- 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion.  -*  * t ‘ : 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  FICI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg. -bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg. -bottles  of  100,  500  and  Unit  Dose. 

© 1973  MEAD  JOHNSON  & COMPANY  • EVANSVILLE,  INDIANA  47721  U.S.A.  734017 


On  all  in-patient 


services... 


a major  problem 


2outof3  . „ 
nosocomial  infections 
are  gram-negative 
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Gram-negative  bacteria  magnified  10,000  times — color-tinted 


Commonly  encountered 
pathogens  on  all  hospital 
services 


% Incidence  Pathogen 


Gram- 

negative 

67% 


24% 


Escherichia  coir* 


Proteus,  indole-negativ 


Proteus,  indole-positive* 


Pseudomonas  aeruginosa* 
Klebsiella  pneumoniae * 

K lebsiella-E  nterobacter-Serra  tia  * 


7%  Klebsiella,  all  others* 

7%  All  other  gram-negative  organisms 


_ 13%  Staphylococcus  aureus* 

Gram- 

positive 

ooo/ 

1,0 ,0  7%  Staphylococcus,  all  others 


10%  Streptococcus,  all  others 

3%  Streptococcus,  beta-hemolytic 

0%  All  other  gram-positive  organisms 


Total  pathogens  21,972  *GARAMYCIN  Injectable  is  effective  against 

source:  Gosseiin  Audit  ot  Pathology  Cultures— 1971  susceptible  strains  of  the  pathogens  indicated. 


Copyright  © 1973,  Schering  Corporation.  All  Rights  Reserved. 


V highly  appropriate 
ipectrum  for  today’s  problem 
)dthogens 


GARAMVCIN  Injectable  offers  a high 
robability  of  effectiveness  against  susceptible 
rains  of  seven  out  of  seven  major  gram- 
egative  pathogens.  These  are: 

Escherichia  coli 
Proteus,  indole-negative 
Proteus,  indole-positive 

Pseudomonas  aeruginosa 
Klebsiella  ) 

Enterobacter  , species 
Serratia  ) 

GARAMYCIN  Injectable  has  also  been  shown 
o be  effective  in  serious  staphylococcal  infec- 
ons.  It  may  be  considered  in  those  infections 
/hen  penicillins  or  other  less  potentially  toxic 
rugs  are  contraindicated  and  bacterial 
usceptibility  testing  and  clinical  judgment 
idicate  its  use. 


Start  with  Garamycin 

■ Broad  gram-negative  spectrum 

Because  of  its  broad  gram-negative  spectrum  and  its 
well-established  clinical  efficacy,  GARAMYCIN  Injectable 
can  be  considered  for  initial  therapy  in  suspected  as 
well  as  documented  gram-negative  sepsis. 

Stay  with  Garamycin 

■ Susceptibility  of  causative  organisms  confirmed 

The  results  of  susceptibility  tests  will,  in  most  cases, 
demonstrate  the  causative  organisms’  sensitivity  to 
garamycin  Injectable.  However,  the  decision  to 
continue  therapy  with  this  drug  should  also  be  based  on 
the  severity  of  the  infection  and  the  important  additional 
concepts  contained  in  the  Warning  Box. 

■ Relatively  low  incidence  of  adverse  reactions 

Risk  of  toxic  reactions  is  low  in  patients  with  normal 
renal  function  who  do  not  receive  GARAMYCIN  Injectable 
at  higher  doses  or  for  longer  periods  of  time  than 
recommended. 


■ Bacterial  resistance  has  not  been  a problem 

In  the  laboratory,  resistance  has  been  demonstrated 
to  develop  slowly  in  stepwise  fashion.  No  one-step 
mutations  to  high  resistance  have  been  reported  to  date. 


On  all  in-patient 
services... 

Garamvcin 

gentamicin  I injectable 


In  serious  gram-negative  infections 
(pneumonia,  urinary  tract  infections, 
septicemia,  and  wound  infections)* 

Due  to  susceptible  organisms 


40mg.percc. 

Each  cc.  contains 
gentamicin  sulfate  equivalent 
to  40  mg.  gentamicin 


WARNING 

Patients  treated  with  GARAMYCIN  Injectable  should  be 
under  close  clinical  observation  because  of  the 
potential  toxicity  associated  with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory,  can  occur 
in  patients,  primarily  those  with  pre-existing  renal 
damage,  treated  with  GARAMYCIN  Injectable,  usually 
for  longer  periods  or  with  higher  doses  than 
recommended. 

GARAMYCIN  Injectable  is  potentially  nephrotoxic, 
and  this  should  be  kept  in  mind  when  it  is  used  in 
patients  with  pre-existing  renal  impairment. 

Monitoring  of  renal  and  eighth  nerve  function  is 
recommended  during  therapy  of  patients  with  known 
impairment  of  renal  function.  This  testing  is  also 
recommended  in  patients  with  normal  renal  function  at 
onset  of  therapy  who  develop  evidence  of  nitrogen 
retention  (increasing  BUN,  NPN,  creatinine  or  oliguria). 
Evidence  of  ototoxicity  requires  dosage  adjustments 


or  discontinuance  of  the  drug. 

In  event  of  overdose  or  toxic  reactions,  peritoneal 
dialysis  or  hemodialysis  will  aid  in  removal  of 
gentamicin  from  the  blood. 

Serum  concentrations  should  be  monitored  when 
feasible  and  prolonged  concentrations  above  12  meg./ 
ml.  should  be  avoided. 

Concurrent  use  of  other  neurotoxic  and/or  nephro- 
toxic drugs,  particularly  streptomycin,  neomycin, 
kanamycin,  cephaloridine,  viomycin,  polymyxin  B,  and 
polymyxin  E (colistin),  should  be  avoided. 

The  concurrent  use  of  gentamicin  with  potent 
diuretics  should  be  avoided,  since  certain  diuretics  by 
themselves  may  cause  ototoxicity.  In  addition,  when 
administered  intravenously,  diuretics  may  cause  a rise 
in  gentamicin  serum  level  and  potentiate  neurotoxicity. 
USAGE  IN  PREGNANCY  Safety  for  use  in  pregnancy 
has  not  been  established. 


See  Clinical  Considerations  section  which  lollows 


fieU/y 


On  all  in-patient  services... 
in  hospital-acquired  gram-negative  infections* 


GARAMYCIN®  Injectable,  brand  of  gentamicin 
sulfate  U.S.P.,  injection,  40  mg./cc. 

Each  cc.  contains  gentamicin  sulfate  equivalent 

to  40  mg.  gentamicin 

For  Parenteral  Administration 


WARNING 

Patients  treated  with  GARAMYCIN  Inject- 
able should  be  under  close  clinical 
observation  because  of  the  potential 
toxicity  associated  with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory, 
can  occur  in  patients,  primarily  those 
with  pre-existing  renal  damage,  treated  with 
GARAMYCIN  Injectable,  usually  for 
longer  periods  or  with  higher  doses  than 
recommended. 

GARAMYCIN  Injectable  is  potentially 
nephrotoxic,  and  this  should  be  kept  in  mind 
when  it  is  used  in  patients  with  pre-existing 
renal  impairment. 

Monitoring  of  renal  and  eighth  nerve 
function  is  recommended  during  therapy  of 
patients  with  known  impairment  of  renal 
function.  This  testing  is  also  recommended 
in  patients  with  normal  renal  function  at 
onset  of  therapy  who  develop  evidence  of 
nitrogen  retention  (increasing  BUN,  NPN, 
creatinine  or  oliguria).  Evidence  of  ototox- 
icity requires  dosage  adjustments  or 
discontinuance  of  the  drug. 

In  event  of  overdose  or  toxic  reactions, 
peritoneal  dialysis  or  hemodialysis  will  aid 
in  removal  of  gentamicin  from  the  blood. 

Serum  concentrations  should  be  moni- 
tored when  feasible  and  prolonged 
concentrations  above  12  meg. /ml.  should 
be  avoided. 

Concurrent  use  of  other  neurotoxic 
and/or  nephrotoxic  drugs,  particularly 
streptomycin,  neomycin,  kanamycin,  cepha- 
loridine,  viomycin,  polymyxin  B,  and 
polymyxin  E (colistin),  should  be  avoided. 

The  concurrent  use  of  gentamicin  with 
potent  diuretics  should  be  avoided,  since 
certain  diuretics  by  themselves  may  cause 
ototoxicity.  In  addition,  when  administered 
intravenously,  diuretics  may  cause  a rise  in 
gentamicin  serum  level  and  potentiate 
neurotoxicity. 

USAGE  IN  PREGNANCY  Safety  for  use 
in  pregnancy  has  not  been  established. 


INDICATIONS  GARAMYCIN  Injectable  is 
indicated,  with  due  regard  for  relative  toxicity  of 
antibiotics,  in  the  treatment  of  serious  infections 
caused  by  susceptible  strains  of  the  following 
microorganisms: 

Pseudomonas  aeruginosa,  Proteus  species 
(indole-positive  and  indole-negative),  Escherichia 
coli  and  Klebsiella-Enterobacter-Serratia  species. 

Clinical  studies  have  shown  GARAMYCIN 
Injectable  to  be  effective  in  septicemia  and  serious 
infections  of  the  central  nervous  system  (meningitis), 
urinary  tract,  respiratory  tract,  gastrointestinal  tract, 
skin  and  soft  tissue  (including  burns). 

Bacteriologic  tests  to  determine  the  causative 
organisms  and  their  susceptibility  to  gentamicin 
should  be  performed. 


Garamvan 

gentamicin  I injectable 
sulfate 


Also  available: 

GARAMYCIN®  Pediatric  Injectable,  10  mg.  per  cc. 


I.M./I.V. 

40  mg.  per  cc. 

Each  cc.  contains 
gentamicin  sulfate  equivalent 
to  40  mg.  gentamicin 


Bacterial  resistance  to  gentamicin  develops  slowly 
in  stepwise  fashion;  there  have  been  no  one-step 
mutations  to  high  resistance. 

In  suspected  or  documented  gram-negative 
sepsis,  GARAMYCIN  may  be  considered  as  initial 
therapy.  The  decision  to  continue  therapy  with  this 
drug  should  be  based  on  the  results  of  susceptibility 
tests,  the  severity  of  the  infection,  and  the  important 
additional  concepts  contained  in  the  Warning  Box. 

In  the  neonate  with  suspected  sepsis  or  staphylo- 
coccal pneumonia,  a penicillin  type  drug  is  usually 
indicated  as  concomitant  antimicrobial  therapy. 

GARAMYCIN  Injectable  has  been  shown  to  be 
effective  in  serious  staphylococcal  infections.  It 
may  be  considered  in  those  infections  when  peni- 
cillins or  other  less  potentially  toxic  drugs  are 
contraindicated  and  bacterial  susceptibility  testing 
and  clinical  judgment  indicate  its  use. 
CONTRAINDICATIONS  A history  of  hypersensi- 
tivity to  gentamicin  is  a contraindication  to  its  use. 
WARNINGS  See  Warning  Box. 

PRECAUTIONS  Neuromuscular  blockade  and 
respiratory  paralysis  have  been  reported  in  the  cat 
receiving  high  doses  (40  mg. /kg.)  of  gentamicin. 

The  possibility  of  these  phenomena  occurring  in 
man  should  be  considered  if  gentamicin  is  admin- 
istered to  patients  receiving  neuromuscular  blocking 
agents  such  as  succinylcholine  and  tubocurarine. 

Treatment  with  gentamicin  may  result  in  over- 
growth of  nonsusceptible  organisms.  If  this  occurs, 
appropriate  therapy  is  indicated. 

ADVERSE  REACTIONS 

Nephrotoxicity:  Adverse  renal  effects,  as  demon- 
strated by  rising  BUN,  NPN,  serum  creatinine  and 
oliguria,  have  been  reported.  They  occur  more 
frequently  in  patients  with  a history  of  renal  impair- 
ment treated  with  larger  than  recommended  dosage. 

Neurotoxicity:  Adverse  effects  on  both  vestibular 
and  auditory  branches  of  the  eighth  nerve  have 
been  reported  in  patients  on  high  dosage  and/or 
prolonged  therapy.  Symptoms  include  dizziness, 
vertigo,  tinnitus,  roaring  in  the  ears  and  hearing  loss. 

Numbness,  skin  tingling,  muscle  twitching,  and 
convulsions  have  also  been  reported. 

Note:  The  risk  of  toxic  reactions  is  low  in  patients 
with  normal  renal  function  who  do  not  receive 
GARAMYCIN  Injectable  at  higher  doses  or  for 
longer  periods  of  time  than  recommended. 

Other  reported  adverse  reactions,  possibly  related 
to  gentamicin,  include  increased  serum  transami- 
nase (SGOT,  SGPT),  increased  serum  bilirubin, 
transient  hepatomegaly,  decreased  serum  calcium; 
splenomegaly,  anemia,  increased  and  decreased 
reticulocyte  counts,  granulocytopenia,  thrombocy- 
topenia, purpura;  fever,  rash,  itching,  urticaria, 
generalized  burning,  joint  pain,  laryngeal  edema; 
nausea,  vomiting,  headache,  increased  salivation, 
lethargy  and  decreased  appetite,  weight  loss, 
pulmonary  fibrosis,  hypotension  and  hypertension. 
DOSAGE  AND  ADMINISTRATION  GARAMYCIN 
Injectable  may  be  given  intramuscularly  or 
intravenously. 

For  Intramuscular  Administration: 

PATIENTS  WITH  NORMAL  RENAL  FUNCTION* 

Adults:  The  recommended  dosage  for 
GARAMYCIN  Injectable  for  patients  with  serious 
infections  and  normal  renal  function  is  3 mg. /kg./ 
day,  administered  in  three  equal  doses  every 
8 hours. 

For  patients  weighing  over  60  kg.  (132  lb.),  the 
usual  dosage  is  80  mg.  (2  cc.)  three  times  daily. 

For  patients  weighing  60  kg.  (132  lb.)  or  less,  the 


usual  dose  is  60  mg.  (1.5  cc.)  three  times  daily. 

In  patients  with  life-threatening  infections,  dos- 
ages up  to  5 mg. /kg. /day  may  be  administered  in 
three  or  four  equal  doses.  This  dosage  should  be 
reduced  to  3 mg. /kg. /day  as  soon  as  clinically 
indicated. 

*ln  children  and  infants,  the  newborn,  and 
patients  with  impaired  renal  function,  dosage  must 
be  adjusted  in  accordance  with  instructions  set 
forth  in  the  Package  Insert. 

For  Intravenous  Administration: 

The  intravenous  administration  of  GARAMYCIN 
Injectable  is  recommended  in  those  circumstances 
when  the  intramuscular  route  is  not  feasible  (e  g,, 
patients  in  shock,  with  hematologic  disorders,  with 
severe  burns,  or  with  reduced  muscle  mass). 

For  intravenous  administration,  in  adults,  a single 
dose  of  GARAMYCIN  Injectable  may  be  diluted  in 
100  or  200  cc.  of  sterile  normal  saline  or  in  a sterile 
solution  of  dextrose  5%  in  water;  in  infants  and 
children,  the  volume  of  diluent  should  be  less.  The 
concentration  of  gentamicin  in  solution,  in  both 
instances  should  normally  not  exceed  1 mg./cc. 

(0.1  %).  The  solution  is  infused  over  a period  of 
1 to  2 hours. 

The  recommended  dose  for  intravenous  adminis- 
tration is  identical  to  that  recommended  for  intra- 
muscular use. 

GARAMYCIN  Injectable  should  not  be  physically 
pre-mixed  with  other  drugs,  but  should  be  adminis- 
tered separately  in  accordance  with  the  recom- 
mended route  of  administration  and  dosage 
schedule. 

HOW  SUPPLIED  GARAMYCIN  Injectable,  40  mg. 
per  cc.,  2 cc.  multiple-dose  vials  for  parenteral 
administration. 

Also  available,  GARAMYCIN  Pediatric  Injectable, 
10  mg.  per  cc.,  2 cc.  multiple-dose  vials  for 
parenteral  administration.  APRIL,  1972 

AHFS  Category  8:12.28 

For  more  complete  prescribing  details,  consult 
Package  Insert  or  Physicians’  Desk  Reference. 
Schering  literature  is  also  available  from  your 
Sobering  Representative  or  Professional  Services 
Department,  Schering  Corporation,  Kenilworth, 
New  Jersey  07033. 
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The  Rx  that  says 

“Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect:  minor  dosage 
adjustments  are  usually  all  that’s  needed  to  produce  the  desired  degree  of 
sedation.  (With  3 dosage  forms  and  4 strengths  to  make  adjustments  easy.) 


BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non-cumulative  action: 
begins  to  work  within  30  minutes. . .yet,  because  of  its  intermediate  rate  of 
metabolism,  generally  has  neither  a "roller-coaster”  nor  a “hangover”  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated:  a 30-year  safety  record 
assures  you  that  there  is  little  likelihood  of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money:  costs  less  than  half  as  much 
as  most  commonly  prescribed  sedative  tranquilizers* 

These  are  four  good  reasons  for  prescribing  BUTISOL  Sodium  for  the  many 
patients  who  need  to  have  the  pace  set  just  a little  slower.  Its  gentle  daytime 
sedative  action  is  often  all  that’s  needed  to  help  the  usually  well-adjusted 
patient  cope  with  temporary  stress. 

*Based  on  surveys  of  average  daily  prescription  costs. 


Contraindications:  Porphyria,  sensitivity  to  barbiturates,  or  susceptibility  to  dependence  on  sedative-hypnotics. 
Warning:  May  be  habit  forming  Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease:  withdrawal 
in  drug  dependence  or  the  taking  of  excessive  doses  over  a long  period,  to  avoid  withdrawal  symptoms;  elderly 
or  debilitated  patients  to  avoid  possible  marked  excitement  or  depression;  use  with  alcohol  or  other  CMS  depressants, 
because  of  combined  effects  Adverse  Reactions:  Drowsiness  at  daytime  sedative  dose  levels,  skin  rashes,  ' hangover" 
and  gastrointestinal  disturbances  are  seldom  seen.  Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg. 

1 1 d or  q i d For  hypnosis,  50  mg.  to  100  mg.  Available  as:  Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg.  per 
5 cc.  (alcohol  7%)  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital)]  15  mg..  30  mg.,  50  mg.,  100  mg 


ButiiSOl 

(SODIUM  BUTABARBITAL) 


SODIUM 


(McNEIL) 


McNeil  Laboratories,  Inc..  Fort  Washington.  Pa.  19034 
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Salute  to  Hahnemann 


Attention  is  focused  in  this  issue  of  Pennsylvania  Medi- 
cine on  the  Hahnemann  Medical  College  and  Hospital  of 
Philadelphia.  Those  Pennsylvania  physicians  who  are  grad- 
uates of  Hahnemann  will  read  with  interest  the  historical 
note  authored  by  Dr.  Charles  S.  Cameron,  an  illustrious 
alumnus  of  the  college  and  presently  chairman  of  the  Board 
of  T rustees. 

As  can  be  expected,  in  its  125  year  history,  Hahnemann 
has  had  its  ups  and  downs.  Originally  a homeopathic  medi- 
cal college,  Hahnemann  clung  to  the  remnants  of  this  out- 
dated system  until  the  early  1900s.  Although  Hahnemann 
was  on  the  academic  decline  at  the  time  of  the  Flexner 
Report  and  the  American  Medical  Association  Survey  in 
1910  and  1911  respectively,  it  still  received  a favorable  rat- 
ing from  both  groups.  Fortunately,  it  has  always  enjoyed 
the  opportunity  of  acquiring  the  right  type  of  leadership  at 
the  time  necessary  to  restore  Hahnemann’s  place  in  Ameri- 
can medicine.  Having  been  a medical  student  during  the 
dark  days  of  the  mid-forties  when  Hahnemann  was  placed 
on  probationary  status  by  the  American  Medical  Associa- 
tion's Council  on  Medical  Education  and  having  stayed 


there  long  enough  to  see  the  fruits  of  the  efforts  of  Dr. 
Charles  Brown,  was  a gratifying  experience  to  me.  Dr. 
Brown  reversed  the  policy  of  drawing  faculty  from  within 
by  searching  for  promising  young  clinicians  and  teachers  to 
create  a worthwhile  educational  program.  Research  vyas 
begun  and  affiliations  formed  to  give  students  better  clinical 
experience.  Since  that  time,  Hahnemann  has  continued  to 
grow  and  prosper,  so  that  today  it  is  a top-notch  academic 
institution. 

Although  Hahnemann  is  primarily  a training  center  for 
young  physicians,  the  college  has  also  been  active  in  the 
graduate  education  of  practicing  physicians.  The  first  pro- 
gram of  this  nature  was  held  in  1958.  Since  then  there  have 
been  twenty-six  similar  symposia  which  have  resulted  in  the 
publication  of  monographs  that  are  familiar  to  all 
physicians. 

Hahnemann  can  be  proud  of  the  impact  it  has  had  on  the 
medical  profession. 

David  A.  Smith,  M.D. 

Medical  Editor 


Hospital  library  needs  help 


The  recently  announced  cut  in  the  federal  health  budget 
has  placed  many  health  care  institutions  in  a financial  bind. 
Those  who  depended  upon  federal  funding  to  continue  their 
present  level  of  operation  have  been  forced  to  curtail  serv- 
ices. It  will  be  extremely  difficult  to  find  sufficient  local  or 
state  backing  to  fill  the  void  left  in  the  wake  of  federal  with- 
drawal. It  remains  to  be  seen  whether  revenue  sharing  will 
live  up  to  the  expectations  of  its  sponsors. 

When  administrators  begin  to  rewrite  the  budget, 
priorities,  and  needs  of  individual  hospitals  will  be  consid- 
ered. Funds  currently  set  aside  for  some  departments  will 
undoubtedly  be  reallocated  to  areas  which  are  considered  to 
be  more  critical.  Attempts  will  be  made  to  maintain  as  high 
a level  of  community  medical  care  as  possible  on  an  austeri- 
ty program. 

Unfortunately,  one  of  the  areas  which  will  suffer  is  the 
hospital  library.  The  source  of  most  financial  support  for 
hospital  libraries  comes  from  the  general  operating  funds  of 
the  parent  institution.  Since  the  library  is  a financial  drain 
on  the  hospital  and  returns  no  tangible  benefits  to  the  hospi- 
tal. it  is  one  of  the  first  departments  to  experience  budgetary 
cutbacks.  This  is  indeed  unfortunate  because,  of  all  the 
areas  of  hospital  operation,  the  library  contributes  most  to 
improving  standards  of  medical  care  in  the  community. 

Hospitals,  especially  those  with  house  staff,  have  a defi- 
nite need  for  a well-rounded,  up-to-date  library.  The  quality 
of  material  available  is  directly  related  to  competence  of 
physicians.  Many  librarians  feel  that  reference  material  not 


available  on  request  indicates  a failure  on  the  part  of  the 
library.  All  resource  centers  can  obtain  material  given  suf- 
ficient time.  Without  operating  funds,  the  elapsed  time  will 
increase,  therefore  decreasing  the  effectiveness  of  the 
library. 

There  are  several  sources  of  financial  aid  outside  the  hos- 
pital operating  budget  which  should  be  given  attention. 
Third  party  payers,  such  as  Blue  Cross  and  Blue  Shield, 
allow  reimbursement  for  library  expenses.  Grants  through 
the  National  Library  of  Medicine  are  a source  of  funds,  but 
this  avenue  is  rapidly  drying  up  because  it,  too,  is  federally 
funded.  The  hospital  librarian  should  be  sure  to  contact 
more  experienced  librarians  at  medical  schools  and  univer- 
sity centers  to  assist  as  informal  consultants  in  finding  solu- 
tions to  budgetary  problems.1  Above  all.  the  medical  staff 
should  not  be  neglected.  Although  they  may  not  be  able  to 
underwrite  all  expenses,  the  staff  might  contribute  enough 
to  purchase  books  and  journals  for  a year.  Inquiries  into 
various  sources  of  financial  aid  will  bring  the  hospital  ad- 
ministrator and  the  librarian  into  contact  with  a diverse 
group  of  people  and  will  hopefully  stimulate  interest  in  the 
library. 

David  A.  Smith,  M.D. 

Medical  Editor 

REFERENCES 

1.  Library  Practice  in  Hospitals:  A Basic  Guide,  edited  by  Harold  Bloomquist 
et  al.  Cleveland:  Case  Western  Reserve.  1972.  p 67. 
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Copies  of  the  letters  which  appear  below  were  sent  to  Penn- 
sylvania Medicine  for  publication.  The  first  is  addressed  to 
Thomas  L.  Leaman,  M.D.,  chairman  of  the  department  of 
family  and  community  medicine,  Milton  S.  Hershey  Medi- 
cal Center  of  Pennsylvania  State  University,  who  is  project 
director  of  the  physician’s  assistant  training  program  there. 
The  second  letter  is  Dr.  Leaman’ s reply  to  Stanley  A. 
Tauber,  M.D.,  Philadelphia  general  practitioner. 

PA  program  questioned 

Dear  Dr.  Leaman: 

I am  in  receipt  of  your  communication  regarding  the 
training  and  utilization  of  physicians’  assistants. 

i respectfully  submit  to  you  that  under  the  guise  of 
providing  additional  medical  services  to  areas  and  patients 
who  require  medical  help,  this  program  will  only  serve  to 
give  less  than  excellent  medical  care  to  the  economically  un- 
derprivileged and  to  the  areas  most  in  need  of  medical  assist- 
ance. 

I feel  this  program  is  setting  a very  dangerous  precedent 
and  is  a disservice  to  the  community  as  a whole  as  well  as  the 
medical  community.  It  is  a substitute  for  the  efforts  and  ex- 
penditures of  funds  necessary  to  train  and  provide  more  fully 
qualified  primary  care  physicians. 

I recognize  that  many  of  the  established  authorities  in  the 
community  and  in  the  medical  profession  have  approved  this 
program.  However,  I believe  we  should  place  our  efforts  in 
the  training  of  primary  care  physicians  rather  than  the  use  of 
what  is  an  American  equivalent  of  the  Russian  feldsher 
system. 

My  position  is  not  a new  one,  and  I have  published  a 
number  of  statements  in  both  Philadelphia  Medicine  and  in 
Pennsylvania  Medicine,  the  state  medical  journal,  con- 
cerning my  opposition  to  any  compromise  programs  for 
delivering  medical  care.  I feel  that  a nation  as  wealthy  and 
as  scientifically  advanced  as  ours  should  not  accept  halfway 
or  stopgap  measures  to  meet  the  medical  needs  of  our  peo- 
ple. 

I would  appreciate  your  thoughts  in  reply  to  this  letter. 

Stanley  A.  Tauber,  M.D. 

Philadelphia 

Here’s  answer 

Dear  Dr.  Tauber: 

Thank  you  for  your  very  thoughtful  letter  questioning  the 
advisability  of  training  physician  assistants.  I agree  with 
you  wholeheartedly  in  several  aspects.  Certainly,  it  seems  to 
me  also  that  it  would  be  a great  mistake  to  develop  two 
levels  of  health  care,  such  as  in  the  feldsher  system  of 
Russia.  I also  agree  that  there  is  a great  and  almost  over- 
whelming need  for  more  fully-qualified  primary  care 
physicians. 

The  sort  of  physician  assistant  we  are  planning  to  train, 
and  the  few  we  have  trained,  are  qualified  only  to  work  di- 
rectly under  the  supervision  of  a primary  care  physician — 
never  independently.  While  our  own  experience  has  been 
quite  limited,  we  have  found  that  well-trained  assistants  can 
do  many  of  the  functions  we  usually  do,  equally  well  - and 


some  functions  much  better  (e.g.,  detailed  dietary  coun- 
selling). 

As  you  know,  we  have  been  engaged  in  a teaching  pro- 
gram for  family  physicians  since  1967.  Our  students  tell  us, 
and  experience  in  other  states  has  indicated,  that  family 
medicine  graduates  are  much  more  likely  to  practice  in 
remote  rural  areas  if  they  have  well-qualified  assistants. 

For  these  reasons,  to  improve  the  quantity  of  primary 
health  care  without  compromise  of  quality,  and  to  provide 
additional  incentive  for  our  graduates  to  choose  remote 
areas,  we  have  embarked  on  two  physician  assistant  training 
programs.  We  feel  that  by  training  physician  assistants  side- 
by-side  with  medical  students  and  house  staff  and  nurses, 
each  will  learn  to  appreciate  the  others  competencies  and 
limitations. 

Please  feel  free  to  stop  in  and  see  exactly  what  we  are 
doing  whenever  you  have  the  opportunity. 

Thomas  L.  Leaman,  M.D., 
Hershey 

Polk  issues  explained 

To  the  Editor: 

Following  is  my  account  of  the  facts  surrounding  the  dis- 
missal of  James  H.  McClelland,  M.D..  superintendent  of 
Polk  State  School  and  Hospital.  For  ease  of  typing,  Polk 
State  Hospital  will  be  referred  to  simply  as  Polk  in  the 
remainder  of  this  letter. 

Polk,  located  in  Venango  County,  is  the  largest  institu- 
tion for  retarded  patients  in  Pennsylvania.  Please  note  that  I 
did  not  say  retarded  children,  but  retarded  patients,  for  the 
majority  of  patients  have  adult  bodies  even  though  they 
have  the  minds  of  children.  The  total  number  of  patients  is 
2,800.  However.  Polk  is  rated  to  handle  only  1,800  patients. 
A few  years  ago,  the  institution  had  over  3,200  patients. 
These  2,800  patients  are  cared  for  by  only  three  staff 
physicians.  There  is  a consulting  staff  of  more  than  a dozen 
board  certified  local  physicians  and  surgeons  who  come  to 
Polk  hospital  at  the  request  of  the  staff  physicians  to  con- 
sult, treat,  and  perform  surgery  in  the  Polk  hospital.  Any 
complicated  case  is  transferred  to  the  Franklin  or  Green- 
ville hospitals  for  extensive  and  intensive  care.  Polk  has 
been  certified  by  the  American  Hospital  Association  for  the 
past  six  to  seven  years  and  is  one  of  the  very  few  institutions 
for  retarded  children  in  the  United  States  that  has  been  so 
certified.  However,  this  year  we  could  not  obtain  certifi- 
cation simply  because  the  American  Hospital  Association 
recently  ruled  that  hospitals  for  the  retarded  must  first  be 
certified  by  the  American  Association  of  Mental  Deficiency 
Committee  on  Certification  (AAMD).  Polk  cannot  pass  the 
AAMD  certification  because  it  has  1,000  more  patients 
than  the  1 .800  for  which  it  is  rated.  Sixty  to  seventy  percent 
of  the  patients  at  Polk  are  in  the  severely  or  profoundly  re- 
tarded category  and  hence  need  extensive  and  intensive  care 
and  supervision.  In  the  past  several  years,  over  200  patients 
at  Polk  have  been  trained  and  released  to  the  community. 

For  many  years,  the  Pennsylvania  Association  for  Re- 
tarded Children  (PARC)  has  been  investigating  the  various 
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state  institutions  for  the  retarded.  PARC  has  made  repeated 
inspections  of  Polk.  PARC  has  reported  the  serious 
overcrowding  and  understaffing  of  Polk  to  the  Department 
of  Welfare.  With  the  advent  of  medicare,  the  Department  of 
Welfare  has  also  had  several  independent  groups  visit, 
inspect,  and  recommend  changes.  All  reports  have  stressed 
the  same  thing,  i.e.  overcrowding  and  understaffing.  How- 
ever, PARC  has  one  compulsive  philosophy  which  beclouds 
all  its  thinking  and  that  is  that  all  institutions  are 
dehumanizing  and  degrading  and  therefore  must  be  elimi- 
nated. They  propose  that  all  retarded,  no  matter  how  severe 
the  retardation,  should  be  normalized  and  returned  to  the 
community  in  group  houses. 

On  Saturday,  April  14,  Mrs.  Wohlgemuth,  secretary  of 
welfare,  made  a sudden,  unannounced  visit  to  Polk,  along 
with  PARC  members,  and  Mr.  Norman  Taylor,  deputy  sec- 
retary of  the  Western  Region.  Her  visit  lasted  less  than  two 
hours.  She  did  not  inform  Dr.  McClelland  that  she  was 
touring  Polk.  The  Polk  supervisor  got  in  touch  with  Dr. 
McClelland  and  he  finally  caught  up  with  Mrs.  Wohl- 
gemuth when  the  tour  was  about  over.  It  was  on  this  tour 
that  she  saw  the  so-called  "cages."  When  Dr.  McClelland 
asked  her  if  she  wanted  them  removed,  she  said,  “yes.”  Dr. 
McClelland  then  told  her  that  he  would  have  them  removed 
on  Monday.  There  are  thirty-nine  living  units  in  Polk  and 
there  were  only  five  of  the  large  playpens  (cages),  two  of 
which  had  tops  on  them  to  keep  the  child  from  crawling 
out.  These  playpens  have  been  in  use  at  Polk  for  at  least  fif- 
teen years  and  have  been  seen  by  all  previous  inspection 
parties. 

The  15-year-old  girl  found  by  Mrs.  Wohlgemuth  in  one 
playpen  is  four  feet  six  inches  tall  and  weighs  87  pounds. 
She  cannot  talk,  dress,  bathe,  or  care  for  herself  and  she  is 
not  toilet  trained.  She  is  hyperactive  and  at  times  violent. 
She  tries  to  take  all  toys  and  possessions  of  other  patients 
away  from  them  and  when  the  patient  resists  giving  up  her 
own  toy,  this  girl  will  physically  attack  the  resister.  On 
those  occasions,  she  is  placed  in  the  playpen  with  her  own 
toys  until  she  calms  down.  She  may  be  kept  in  the  playpen 
for  a half  hour,  one  hour,  or  two  hours.  She  is  brought  out 
as  soon  as  she  is  calm.  In  other  words,  she  is  not  just  put  in 
a cage,  locked  in  and  forgotten.  Her  mother  was  aware  that 
she  was  confined  from  time  to  time  in  the  playpen  and  she 
approved  of  the  action. 

When  Mrs.  Wohlgemuth  objected  to  the  playpens.  Dr. 
McClelland  stated  that  he  would  remove  them  immediately. 
On  Monday,  Dr.  McClelland  called  a meeting  of  his  staff, 
reported  Mrs.  Wohlgemuth’s  visit,  and  ordered  the  chief 
maintenance  man  to  remove  the  playpens.  This  was  done 
immediately. 

On  Tuesday  at  1 1 a.m..  Deputy  Secretary  Taylor  ap- 
peared at  Dr.  McClelland's  office  and  handed  him  a letter 
from  Mrs.  Wohlgemuth.  The  letter  stated  that  Dr. 
McClelland  was  dismissed,  effective  immediately;  that  he 
was  to  be  out  of  his  office  by  May  1 ; that  the  new  acting  su- 
perintendent would  be  in  Polk  on  Tuesday  night;  and  that 
Dr.  McClelland  was  to  give  him  every  assistance  possible. 
The  charges  contained  in  the  letter  were  as  follows: 

a.  The  cruel,  degrading,  and  inhuman  conditions  per- 
sonally observed  during  the  visit  on  April  14,  1973. 

Specifically,  this  refers  to  the  locked  cages  and  pens  in 


which  patients  were  confined  on  Dr.  McClelland's  au- 
thorization. 

b.  Severe  and  chronic  deficiencies  with  respect  to  proper 
training  and  orientation  of  professional  and  non-profes- 
sional staff  in  the  appropriate  care  and  treatment  of  men- 
tally retarded  residents. 

After  reading  the  letter  given  to  him  by  Mr.  Taylor,  Dr. 
McClelland  was  informed  that  if  he  either  resigned  or  re- 
tired, the  letter  of  dismissal  would  be  withdrawn  and  would 
not  be  reported  to  the  press.  Dr.  McClelland  stated  that  the 
charges  were  untrue  and  undeserved  and  that  he  would  not 
resign  or  retire  under  such  conditions.  The  press  release  was 
then  made  by  Dr.  McClelland  in  Franklin  and  by  the 
Department  of  Welfare  in  Harrisburg. 

Mr.  Taylor  then  called  a meeting  of  all  the  department 
heads  at  Polk  to  inform  them  that  Dr.  McClelland  had  been 
dismissed.  He  tried,  with  little  success,  to  justify  the  action 
of  the  Department  of  Welfare.  He  reported  that  Mrs.  Wohl- 
gemuth stated  that  the  staff  at  Polk  was  dedicated  and  was 
doing  a wonderful  job  under  difficult  conditions.  Their  ef- 
forts were  appreciated  by  the  department  and  they  should 
continue  the  good  work.  The  staff  at  Polk  is  100  percent 
behind  Dr.  McClelland.  They  feel  that  the  charges  are  a 
character  assassination  of  Dr.  McClelland. 

The  staff  and  the  patients  were  profoundly  dismayed  at 
the  unjustness  of  the  dismissal.  As  an  indication  of  their 
dismay,  as  well  as  their  support  of  Dr.  McClelland,  they 
decided  to  have  a rally  for  his  support.  This  was  a spontane- 
ous action  and  was  called  for  1:30  p.m.  on  Wednesday.  It 
was  an  orderly  rally  with  speeches,  songs,  and  prayers  being 
offered.  Mrs.  Wohlgemuth  was  informed  of  the  intentions 
of  the  staff  and  patients  to  rally.  At  I p.m.  on  Wednesday, 
Dr.  McClelland  received  a telegram  from  Mrs.  Wohl- 
gemuth ordering  him  to  vacate  the  administration  building 
and  not  to  appear  there  again,  even  to  get  his  mail.  She 
followed  the  telegram  with  a telephone  call  stating  the 
same.  It  is  assumed  that  she  felt  that  the  rally  was  instigated 
by  Dr.  McClelland,  when  in  reality,  it  was  a spontaneous 
demonstration  of  concern  for  Dr.  McClelland. 

The  charges  against  Dr.  McClelland  are  in  fact  false,  in- 
valid, and  can  be  shown  to  be  untrue.  He  has  a national  rep- 
utation as  a good  administrator,  humanitarian,  and  an  in- 
novator of  care  for  retarded.  He  has  made  Polk  known 
throughout  the  United  States  as  a progressive  institution.  A 
review  of  the  facts  will  substantiate  this. 

The  staff  of  the  education  department  has  increased  from 
64  to  140  under  Dr.  McClelland's  administration.  The  edu- 
cation department  is  closely  associated  with  Clarion  State 
Teachers  College.  Polk  is  the  first  institution  for  the  re- 
tarded in  the  United  States  to  initiate  a program  of  training 
at  the  local  Vocational  Technical  High  School.  It  has  such 
well  known  resident  training  programs  as  EGO  (a  simulated 
community  training  program)  and  ITU  (intensive  training 
unit).  All  new  attendants  have  a six-week  course  in  child 
care  training.  Mr.  David  Sokoloff,  of  the  National  Associa- 
tion for  Retarded  Children,  inspected  Polk  and  stated  that 
the  worst  thing  that  could  be  said  of  the  institution  was  that 
it  was  good. 

The  Department  of  Welfare  has  known  of  the  conditions 
at  Polk  for  many  years.  Various  groups  and  independent 
studies  have  reported  the  serious  overcrowding  and  under- 
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staffing,  and  yet  the  Department  of  Welfare  did  nothing. 
About  a year  ago.  the  Department  of  Welfare  made  plans  to 
send  approximately  four  to  five  hundred  Polk  patients  to 
Somerset.  This  would  have  immediately  relieved  some  of  the 
overcrowding.  The  staff-patient  ratio  would  have  gone  up. 
It  would  have  been  of  benefit  to  the  patients  going  to 
Somerset  and  to  those  remaining  at  Polk.  PARC  objected  to 
the  moving  of  retarded  patients  to  the  same  grounds  with 
mental  patients  and  the  department  acceded  to  PARC 
demands.  Polk,  therefore,  remained  overcrowded. 

The  situation  boils  down  to  this.  The  non-medical 
members  of  the  Department  of  Welfare  and  the  non- 
medical members  of  PARC  are  telling  the  medical  profes- 
sion how  to  treat  hyperactive,  severely  and  profoundly  re- 
tarded patients.  PARC  objects  to  the  use  of  restraints,  tran- 
quilizers, quiet  rooms,  and  playpens.  The  only  solution 
PARC  offers  is  that  “there  must  be  a better  way.”  The 
playpens  at  Polk  have  been  in  use  for  fifteen  years.  Sud- 
denly they  have  been  made  the  basis  for  all  sorts  of  charges. 
PARC  and  others  were  hunting  for  a scapegoat.  The  Harris- 


burg Evening  News  of  April  25,  1973.  quotes  Edward 
Goldman,  director  of  the  Department  of  Welfare's  Office  of 
Mental  Retardation,  as  saying  that  he  learned  of  the  "cages” 
at  Polk  during  a visit  last  November.  Mr.  Goldman  further 
states  that  he  did  not  take  any  action  at  that  time  because  he 
wanted  to  build  a case  against  Dr.  James  McClelland  so  that 
his  dismissal  would  stick. 

The  matter  of  the  playpens  is  closed.  They  are  gone.  Polk 
should  now  have  an  impartial  investigation  by  members  of 
the  Pennsylvania  Medical  Society,  the  Association  of  State 
Mental  Hospital  Physicians,  nurses,  educators,  and  others. 
Two  basic  questions  are  involved:  (1)  character  assassi- 
nation of  a good  physician  and  (2)  proper  treatment  of  the 
hyperactive,  deranged,  and  retarded  patient.  In  the  mean- 
time, Dr.  McClelland  should  be  restored  to  full  duty  as  su- 
perintendent of  Polk. 

Allen  G.  Rodde,  M.D. 

Clinical  Director 

Polk  State  School  and  Hospital 

Polk 


Secretary  of  Health  appoints  bureau  directors 


The  reorganization  of  the  Pennsyl- 
vania Department  of  Health  continues 
with  the  announcement  of  the  appoint- 
ment of  new  bureau  directors  by  J. 
Finton  Speller,  M.D.,  secretary  of 
health.  (See  the  May  issue  of  Pennsyl- 
vania Medicine,  page  8.) 

Physician  appointments  include  the 
following: 

Director  of  the  Bureau  of  Compre- 
hensive Health  Services  is  Albert  L. 
Chapman,  M.D.,  Wormleysburg.  His 
area  of  responsibility  will  be  the 
divisions  of  comprehensive  health 
planning,  emergency  health  services, 
and  the  proposed  divisions  of  health 
information,  licensure,  and  rate  set- 
ting. 

Gordon  W.  Allan,  M.D.,  New  Cum- 
berland, has  been  named  director  of 
the  Bureau  of  Children's  Preventive 
and  Restorative  Services.  Divisions 
reporting  to  him  are  maternal  and 
child  health  services,  crippled  chil- 
dren's services,  and  dental  health. 

Heading  the  Bureau  of  Adult 
Preventive  Health  Programs  is  John 
A. 'Dattoli,  M.D.,  Camp  Hill.  He  will 
direct  the  divisions  of  communicable 
diseases,  chronic  diseases,  chronic  res- 
piratory diseases,  supportive  health 
services,  and  alcohol  control  and  reha- 
bilitation (until  it  is  transferred  to  the 
Governor’s  Council  on  Drug  and 
Alcohol  Abuse  on  July  1.) 

Charles  L.  Leedham,  M.D.,  Harris- 
burg, is  director  of  the  Bureau  of 


Health  Education.  He  will  head  the 
divisions  of  public  health  education, 
medical  training,  and  the  proposed 
division  of  manpower  development 
and  professional  education. 

Additional  appointments  include: 

George  K.  Tokuhata,  D.P.H., 
Ph.  D.,  Camp  Hill,  director  of  the 
Bureau  of  Program  Evaluation,  in- 
cluding the  proposed  divisions  of  man- 
agement information  systems  and  pro- 
gram audits. 

Zilian  D.  Rumberger,  Camp  Hill,  is 
acting  director  of  the  Bureau  of  Drug 
Control,  including  the  divisions  of 
drug  compliance  and  the  proposed 
division  of  drug  records  and  statistics. 
He  will  also  direct  the  division  of 
criminal  enforcement  on  an  interim 
basis  until  July  1 . 

Ruth  Morgan,  R.N.,  M.P.H.,  Har- 
risburg, is  director  of  nursing. 


including  the  divisions  of  public  health 
nursing,  home  health  services,  and  in- 
stitutional nursing. 

James  E.  Prier,  Ph.  D.,  Centre 
Square,  is  director  of  the  Bureau  of 
Laboratories,  including  the  divisions 
of  bacteriology,  virology  and  im- 
munology, chronic  and  metabolic 
diseases,  and  licensing  and  training. 

Paul  R.  O'Lenick,  Mechanicsburg, 
will  serve  as  director  of  the  Bureau  of 
Administrative  Services,  responsible 
for  the  divisions  of  fiscal  management, 
procurement,  personnel,  data  proc- 
essing, vital  statistics  processing,  and 
management  methods. 

Sylvia  A.  Waters,  Harrisburg,  is 
director  of  the  Office  of  Compliance, 
responsible  for  non-discrimination 
procedures  in  the  services  and 
employment  practices  of  the  depart- 
ment. 


Spanish  speaking  doctors  are  needed  by  the  Pennsylvania  Clearing- 
house for  Information  on  Drugs  and  Alcohol  (PACIDA),  which  is  in  the 
process  of  developing  the  nation’s  first  state-wide  information  and 
referral  service  on  drugs  and  alcohol.  The  service  will  enable  both  Eng- 
lish and  Spanish  speaking  Pennsylvanians  to  call,  toll-free,  and  receive 
information  about  drugs  and  alcohol  and  about  referrals  to  programs. 

If  you  are  interested  in  being  listed  in  our  referral  files,  please  contact 
us.  Mr.  Enrique  Rivera,  PACIDA,  P.O.  Box  3325,  Harrisburg  17105.  Tele- 
phone (toll-free)  800-932-0780. 
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Hahnemann  Today 


Rebuilding  campus  symbolic,  dean  says 


Hahnemann  Medical  College  and 
Hospital  measures  its  performance  by 
what  is  expected  in  the  future  and 
draws  on  its  125  years  of  experience  in 
providing  health  care  and  training 
health  professionals  to  do  its  present  job 
and  prepare  to  meet  future  needs. 

Joseph  R.  DiPalma,  M.D.,  dean  of 
the  college,  eminent  pharmacologist, 
and  renowned  author  and  editor,  speaks 
with  pride  of  the  overall  educational  de- 
velopment of  the  institution.  "Hah- 
nemann qualifies  now  as  a university  of 
medical  sciences  and  has  provisional 
accreditation  as  such.  Candidates  for 
advanced  degrees  in  the  medical 
sciences,  mental  health,  and  radiology, 
number  1 10.  The  nursing  school,  just 
over  100  years  old,  graduates  from  80 
to  100  students  every  year.  Until  now 
the  nursing  program  has  been  con- 
ducted as  a diploma  school  of  nursing, 
but  it  is  to  be  integrated  with  the  school 
of  allied  health  professions.” 

Just  six  years  old,  the  school  of  allied 
health  professions  trains  paramedical 
personnel  to  fill  a number  of  posi- 
tions— laboratory  and  radiology  tech- 
nologists as  well  as  physicians'  assist- 
ants. Dean  DiPalma  explained  that  the 
nursing  program  will  grant  an  associate 
of  sciences  degree  after  two  years  of 
training  and  that  a four-year  program 
leading  toward  a B.S.  degree  is  planned 
for  nursing  students. 

Besides  providing  students  a wide 
choice  of  training  programs  toward  ca- 
reers in  medicine,  the  school  of  allied 
health  professions  is  geared  to  meeting 
future  needs  in  the  team  approach  to 
providing  quality  health  care,  the  dean 
emphasized.  Its  graduates  and  the  grad- 
uates of  the  medical  school  will  work 
together  in  the  same  way  as  they  trained 
together,  he  said.  Over  400  students 
currently  are  enrolled  in  the  college  of 
allied  health  professions. 

Hahnemann’s  school  of  continuing 
medical  education  provides  a variety  of 
ways  for  practicing  physicians  to  main- 
tain their  professional  ability  through 
training.  Tutorial  courses  bring  physi- 
cians back  to  the  medical  school  for  in- 
tensive refresher  courses.  The  interna- 
tional symposia  sponsored  by  Hah- 
nemann are  attended  by  physicians 


from  all  over  the  world.  The  Regional 
Council  on  Continuing  Education  has 
been  established  by  Hahnemann  and  a 
number  of  community  hospitals  to 
provide  educational  experiences  for 
physicians  as  conveniently  as  pos- 
sible— in  the  community  hospital. 

Medical  education  125  years  ago 
when  Hahnemann  was  born  meant  the 
training  of  highly  skilled  physicians. 
Today  it  still  means  that,  but  it  means 
much  more,  Dean  DiPalma  pointed 
out,  because  it  means  the  training  of  all 
the  members  of  the  health  team  and  the 
continuation  of  that  training  so  that  all 
keep  current  as  new  ways  to  extend 
good  health  are  found. 

But  the  heart  of  training,  like  the 
heart  of  the  team,  is  the  physician.  Hah- 
nemann Medical  College  exists  pri- 
marily to  train  physicians  to  meet  the 
needs  of  the  state  and  the  nation.  Dean 
DiPalma  said  that  last  fall  1 50  students 
were  accepted  for  the  first  year  of  medi- 
cal training  (as  compared  with  1 18  the 
previous  year).  Hahnemann  has  con- 


cerned itself  with  enrichment  programs 
for  premedical  students  to  better 
prepare  them  for  medical  school  and 
with  an  aid  program  designed  to  help 
students  with  financial  needs  get  into 
and  stay  in  medical  school.  A minimum 
of  1 60  freshmen  will  be  accepted  for  the 
1973  school  year. 

The  dean  emphasized  the  broad 
approach  to  medical  programs  to  which 
Hahnemann  is  dedicated.  The  medical 
school  works  with  graduate  schools  in 
other  disciplines,  such  as  engineering, 
on  common  research  problems.  Cur- 
rently engineers  of  Lehigh  University 
and  Hahnemann  researchers  are  en- 
gaged in  a study  of  human  bone  struc- 
ture, making  maximum  use  of  the  pro- 
fessional knowledge  and  skills  of  both 
fields. 

Vital  to  the  medical  school  and  the 
college  of  allied  health  professions  in 
training  programs  is  Hahnemann  Hos- 
pital with  its  wealth  of  clinical  material 
for  on-the-job  training.  Serving  Phila- 
delphians as  an  acute  and  ambulatory 
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care  center  and  patients  from  a much 
wider  area  as  a referral  center  for  ter- 
tiary care  enlarges  the  role  of  the  medi- 
cal school  hospital  far  beyond  that  of  a 
training  center.  It  is  vital  to  the  patients 
it  serves. 

Hahnemann  medical  students  also 
receive  training  during  their  student 
days  in  a network  of  hospitals  in  com- 
munities throughout  Eastern  Pennsyl- 
vania. Dean  DiPalma  emphasized  the 
point  that  medical  students  exposed 
early  to  community  service  and  com- 
munity hospitals  can  make  a better 
judgment  about  where  they  will  go  for 
internship,  residency,  and  practice. 

The  dean  pointed  to  the  Wilkes-Hah- 
nemann  project  as  a further  extension 
of  this  broadening  experience.  This 
regionalized  approach  to  meeting  a spe- 
cific community's  needs  for  more 
physicians  got  under  way  in  1972  as 
more  than  100  premedical  students 


enrolled  at  Wilkes  College  in  Wilkes- 
Barre,  Pa.  Of  these,  some  twenty-five 
will  be  accepted  into  a special  six-year 
program  at  the  end  of  the  next  academ- 
ic year.  Through  it  Wilkes  will  provide 
the  liberal  arts  education  and  Hah- 
nemann will  offer  the  basic  sciences 
courses  and  the  core  medical  curricu- 
lum. Students  will  earn  the  B.S.  degree 
from  Wilkes  and  the  M.D.  degree  from 
Hahnemann.  Collaborating  in  the  pro- 
gram are  community  hospitals  in  the 
Wilkes-Barre  area.  The  goal  of  the  pro- 
gram is  to  relieve  the  physician  short- 
age in  Northeastern  Pennsylvania  by 
training  family  practitioners  who  will 
return  there  for  residency  and  to  prac- 
tice. 

Dean  DiPalma  pointed  out  that  the 
program  will  make  use  of  such  modern 
communications  devices  as  intramural 
television  facilities  which  are  being  de- 
veloped to  provide  Hahnemann  lec- 


tures and  seminars  to  students  doing 
their  clinical  practice  at  Wilkes-Barre 
area  hospitals.  The  telecommunications 
link  is  expected  to  be  used  by  area 
physicians  for  continuing  medical  edu- 
cation and  diagnostic  and  consultation 
services  as  well  as  in  the  education  of 
medical  students.  These  close  ties  with 
a medical  school  will  have  the  added 
benefit  of  making  Northeastern  Penn- 
sylvania a more  desirable  place  to  prac- 
tice medicine,  the  dean  said. 

As  Hahnemann  rebuilds  its  campu$ 
into  a Twenty-First  Century  medical 
center,  so  it  is  changing  to  meet  the 
challenges  facing  medicine.  While  it 
adopts  new  techniques  for  teaching  and 
patient  care  and  prepares  to  deliver 
these  in  modern  facilities,  one  factor 
remains  constant.  Quality — in  teaching 
and  in  patient  care — is  the  Hahnemann 
hallmark.  While  all  else  changes  it 
remains  constant. 


1.  Leonard  Stanton,  M.S.  ■ 2.  Jo- 


seph W.  Linhart.  M.D.  ■ 3.  Luther 


W.  Brady,  M.D.  ■ 4.  William  Likoff, 


HAHNEMANN 
FACULTY  AUTHORS 
with  Dean  DiPalma 


M.D.  ■ 5.  Wilbur  W.  Oaks.  M.D.  ■ 


6.  Leon  A.  Kauffman,  M.D, 


7.  Joseph  R.  DiPalma,  M.D 
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The  new  Hahnemann  Medical  College 


CHARLES  S.  CAMERON,  M.D. 


It  is  possible  that  medicine  would  have  arrived  at  its 
present  state  of  development  had  Samuel  Hahnemann 
(1755-1835)  never  lived.  But  there  is  also  the  possibility, 
not  usually  acknowledged  by  medical  historians,  that 
Hahnemann’s  propositions,  odd  as  they  may  seem  now, 
did,  in  fact,  point  in  directions  leading  to  the  earlier  ac- 
ceptance of  a rubric  now  regarded  as  scientific.  As  Dr. 
Morris  Fishbein  has  written,  “The  history  of  homeopathy 
is  distinctively  peculiar.  It  records  the  propounding  and 
acceptance  of  a theory  which,  in  itself  wrong,  neverthe- 
less influences  the  steps  of  a beginning  science  in  the 
paths  that  were  right.” 

This  academic  year  celebrates  the  one  hundred  and 
twenty-fifth  anniversary  of  the  founding  of  the 
Homeopathic  Medical  College  of  Pennsylvania  which  in 
1848  received  its  first  class  of  fifteen  students  in  a build- 
ing near  Seventh  and  Arch  Streets,  Philadelphia.  The 
school  prospered  and  two  years  later  moved  into  larger 
quarters  at  1105  Filbert  Street  formerly  occupied  by  the 
medical  department  of  the  Pennsylvania  College.  In  the 
mid-1860s,  a schism  occurred  when  some  of  the  more 
progressive  members  of  the  faculty  withdrew  because 
they  could  not  convince  their  orthodox  colleagues  that  a 


Dr.  Cameron  was  formerly  dean  of  Hahnemann  Medical 
College.  Subsequently  he  was  president  until  1971 , and 
he  is  still  serving  Hahnemann  as  chairman  of  the  Board 
of  Trustees. 


chair  of  pathology  was  necessary.  They  thereupon  es- 
tablished the  Hahnemann  Medical  College,  and  the  two 
schools,  only  three  squares  apart,  became  acrimonious 
rivals.  Fortunately,  the  breach  was  soon  healed;  in  1865 
the  two  merged  and  took  the  younger  school’s  title.  The 
name  Hahnemann  honors  the  founder  of  an  important 
reform  of  medicine.  His  “system” — homeopathy — is  no 
longer  taught  in  this  country  and  is  little  used,  j 
Nonetheless  it  proved  to  be  a powerful  force  in  the 
demise  of  irrational,  often  harmful  methods  of  practice, 
and,  by  its  emphasis  on  systematic  and  controlled  obser- 
vation, in  paving  the  road  to  scientific  medicine. 

A teaching  hospital  and  dispensary  were  established 
and  conjoined  with  the  college  in  1871 . The  two  were  for- 
mally merged  in  1885,  and  the  present  name,  The  Hah- 
nemann Medical  College  and  Hospital  of  Philadelphia, 
was  adopted.  Thereafter  the  institution  enjoyed  rapid 
growth,  culminating  in  the  construction  of  six  buildings 
between  1887  and  1905  on  the  present  site  (near  the 
city’s  center)  including  a medical  college,  a dispensary 
and  general  hospital,  a women’s  hospital,  and  a resi- 
dence for  student  nurses. 

Abraham  Flexner’s  famous  study  of  medical  educa- 
tion in  the  United  States,  published  in  1910,  reported 
favorably  on  Hahnemann.  The  following  year,  the  first 
survey  of  medical  schools  by  the  American  Medical  As- 
sociation placed  Hahnemann  in  the  “A”  or  “completely 
accredited”  category. 

The  history  of  institutions  of  higher  learning  appears 
to  be  characterized  by  cyclic  changes.  At  about  the  time 
of  the  Flexner  report,  the  academic  status  of  the  college 


38 


PENNSYLVANIA  MEDICINE 


DR.  CAMERON 


declined,  probably  for  two  principle  reasons.  First,  al- 
though homeopathy  was  being  pushedoutof  the  teaching 
program,  it  was  a slow  and  somewhat  agonizing 
process.  The  older  guardians  of  the  past  were  reluctant 
to  see  it  go,  and  for  some  years  they  were  able  to  retain 
remnants  of  it  in  the  curriculum.  Second,  medicine  had 
by  then  achieved  the  status  of  a scientific  discipline 
rather  than  retaining  a dogmatic  or  traditional  status. 
This  development  served  to  magnify  Hahnemann’s  tenu- 
ous adherence  to  an  outmoded  system  of  practice. 
Being  the  oldest  and  strongest  of  the  twenty-two 
homeopathic  schools  in  existence  in  1900  in  the  United 
States,  Hahnemann  was  the  last  to  sever  its  ties  to  the 
past.  In  these  circumstances,  the  institution- became  to 
some  degree  identified  with  sectarianism.  Deserved  or 
not,  its  minority  posture  resulted  in  inbreeding;  and  for 
many  years,  there  were  few  on  the  faculty  who  were  not 
graduates  of  the  college. 

The  faltering  years  came  to  an  end  in  1944  when  the 
young  progressives  of  the  faculty  succeeded  in  bringing 
in  Charles  Brown  M.D.,  as  dean.  He  had  been  professor 
of  medicine  at  Temple  University  and  previously  a distin- 
guished faculty  member  at  the  University  of  Michigan 
School  of  Medicine.  With  but  limited  resources,  Dr. 
Brown  reversed  Hahnemann's  course.  He  strengthened 
the  faculty  substantially  by  recruiting  reputable  or  prom- 
ising specialists  in  the  basic  sciences.  They,  in  turn,  suc- 
ceeded in  establishing  a reputable  research  enterprise. 
Standards  for  admission  were  raised  and  maintained, 
and  the  clinical  experience  of  the  students  was  enriched 
by  affiliations  with  several  first-rate  hospitals. 

From  that  time  on  the  institution  has  enjoyed  a steady 
growth  in  stature  and  in  favor  with  the  academic  commu- 


nity. Its  educational  programs  have  been  broadened,  its 
faculty  is  productive,  its  graduates  are  welcomed  widely, 
its  services  to  the  community  have  been  amply  ex- 
tended. And,  because  of  its  special  competence  in  a 
number  of  clinical  areas,  its  hospital  has  become  a 
source  of  referral  of  patients  with  difficult  medical 
problems  from  a widening  area. 

The  Graduate  School  of  Basic  Medical  Sciences,  es- 
tablished in  1951,  has  offered  courses  leading  to  the 
degrees  of  Master  of  Science  and  Doctor  of  Philosophy. 
It  has  been  listed  for  the  past  ten  years  in  a publication  of 
the  Department  of  Health,  Education,  and  Welfare  en- 
titled, “Leading  Institutions  in  Terms  of  Ph.D.  Enroll- 
ment.” 

With  the  development  of  the  College  of  Allied  Health 
Professions,  which  offers  courses  for  the  newly  devel- 
oped concept  of  physicians'  assistants,  the  entire 
student  body  numbers  more  than  1,140. 

Hahnemann  has  been  signally  active  in  recent  years  in 
the  continuing  education  of  practicing  physicians.  The 
first  symposium,  held  in  1958,  has  been  followed  by 
twenty-six  others,  and  the  resulting  textbooks  constitute 
a comprehensive  overview  of  the  present  state  of  knowl- 
edge in  an  array  of  medical  problems. 

To  attract  and  retain  an  outstanding  faculty  it  was  nec- 
essary to  provide  or  promise  a proper  modern  environ- 
ment. The  21st  Century  Development  Program  was 
begun  in  1960,  and  the  first  phase  of  the  comprehensive 
twenty-five-year  redevelopment  program  was  com- 
pleted in  1967.  A nurses’  residence  and  classroom  build- 
ing was  opened.  The  seventeen-story  Elmer  Holmes 
Bobst  Institute  of  Clinical  Research  was  completed;  and 
Myer  Feinstein  Polyclinic,  furnishing  private  outpatient 
facilities  for  full-time  members  of  Hahnemann’s  staff  and 
accommodating  a radiation  therapy  center  with  a six- 
million-electron-volt  linear  accelerator,  was  opened. 

Phase  two  of  the  program  is  nearing  completion.  Ex- 
tensive renovations  of  the  existing  hospital  and  clinical 
building  have  been  undertaken.  The  nineteen-story 
Medical  Education  Center,  which  cost  $33  million,  is 
being  occupied  floor  by  floor,  and  Hahnemann’s  first 
residence  building  is  under  construction. 

The  renewal  outlined  above  has  cost  slightly  over  $53 
million.  Plans  are  being  formulated  for  a substantial  ad- 
dition to  the  existing  hospital  and  for  the  construction  of 
a new  ambulatory  services  center. 

In  the  century  and  a quarter  of  its  life,  Hahnemann  has 
graduated  8,097  physicians,  of  whom  4,283  are  living 
and  practicing  throughout  the  United  States  as  well  as 
other  parts  of  the  world.  There  are  1,813  Hahnemann 
graduates  in  Pennsylvania  alone. 

The  past  fifteen  years  constitute  a period  of  physical 
growth  and  academic  development  unprecedented  in 
the  institution’s  history.  They  have  laid  a secure  founda- 
tion for  greater  service  to  the  community,  the  Common- 
wealth, and  the  nation  in  educating  and  training 
increased  numbers  of  doctors,  nurses,  and  ancillary 
medical  personnel,  in  expanding  and  improving  care  of 
the  sick  and  injured,  in  fostering  greater  understanding 
of  disease,  and  in  developing  better  systems  to  provide 
equitable  medical  services.  □ 
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Stratified  coronary  care  system  developed 


IN  THE  PAST  decade  major  strides 
have  been  made  in  the  therapy  of 
acute  myocardial  infarction  primarily 
through  surveillance  and  treatment  in 
the  coronary  (cardiac)  care  unit.1,2 
Since  establishment  of  these  units,  the 
in-hospital  mortality  from  acute 
myocardial  infarction  has  decreased 
from  30-35  percent  to  15-18  per- 
cent.2*8 This  50  percent  reduction  has 
resulted  from  the  prevention,  prompt 
recognition,  and  therapy  of  lethal  car- 
diac arrhythmias.  Further  reduction  in 
mortality  will  only  be  achieved,  how- 
ever, when  effective  therapy  is  directed 
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against  two  other  major  problem  areas. 

First,  little  headway  has  been  made 
in  improving  the  prognosis  of  patients 
with  cardiogenic  shock  and  congestive 
heart  failure  ("pump  failure”).9*11 
These  syndromes  result  from  extensive 
myocardial  damage,  and  inotropic 
agents  are  therefore  limited  in  their 
ability  to  improve  cardiac  perform- 
ance. Adequate  therapy  will  require 
the  development  of  some  system  for 
temporary  or  even  permanent  support 
for  the  circulation.  In  the  first  case,  a 
circulatory  assist  device  may  reduce 
the  work  of  the  heart  and  thereby  ox- 


ygen consumption  limiting  the  extent 
of  necrosis  and  permitting  healing.  In 
some  patients,  only  the  development  of 
a permanent  artificial  circulatory 
device  or  satisfactory  transplantation 
techniques  will  enable  the  patient  to 
survive. 

The  second  problem  area,  although 
a larger  one,  actually  has  the  greatest 
potential  for  bringing  about  a dramatic 
reduction  in  mortality  from  acute 
myocardial  infarction.  Approximately 
1.500,000  episodes  of  myocardial  in- 
farction occur  each  year  in  this 
country.  At  least  500,000  persons  die, 


Nurses'  station  in  Hahnemann's  cardiac  care  unit 
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>ut  most  of  these  patients  (60  percent) 
lie  suddenly  prior  to  reaching  the  hos- 
p/fa/.8*12*13  Therapy  in  the  coronary 
:are  unit  deals  only  with  the  tip  of  the 
‘iceberg,"  and  it  has  become  increas- 
ngly  apparent  that  the  system  of 
.oronary  care  must  be  extended  to 
nclude  the  vulnerable  period  between 
he  onset  of  symptoms  and  the  pa- 
ients's  arrival  in  the  hospital  if  a truly 


services  without  regard  to  the  total 
requirements  of  the  particular  commu- 
nity. Instead,  organized  regional  plan- 
ning should  determine  the  role  of  each 
facility  based  upon  their  expertise  and 
necessary  coordination  of  efforts  to 
provide  the  best  possible  regional  car- 
diac care. 

This  regional  system  should  include 
components  as  shown  in  Table  I. 


TABLE  I 


(Family  physician) 


meaningful  reduction  in  the  mortality 
! from  acute  coronary  events  is  to  be 
realized. 

The  therapy  of  patients  with  an 
; acute  myocardial  infarction  must, 
therefore,  include  a prehospital  phase, 
the  coronary  care  unit,  and  centers  for 
research  and  treatment  for  major 
complications.  In  order  to  achieve  this 
end  a system  of  stratified  coronary 
care  has  been  proposed. u 

Stratified  System  for  Care 

It  is  evident  with  our  recent  ad- 
vances in  biomedical  engineering 
along  with  their  attendant  expenses 
and  complexities,  and  considering  the 
previously  mentioned  natural  history 
of  coronary  disease,  that  a community 
wide  approach  must  be  developed. 
This  must  be  accomplished  on  a well 
organized,  regional  basis  and  in- 
tegrated into  a system  for  the  maximal 
use  of  scarce  manpower  and  facilities. 
Each  hospital  in  the  region  can  no 
longer  provide  similar  competitive 


Implementation 

A multidisciplinary  committee  of 
physicians,  nurse,  consumers,  and  hos- 
pital administrators  should  be  formed 
in  each  region  with  appropriate  staff 
support  to  organize  this  coordinated 
medical  effort.  This  group  should  de- 
termine existing  resources  and  needs 
and,  based  upon  this  information,  rec- 
ommend the  appropriate  plan  for  or- 
ganizing a stratified  care  system.  It 
should  be  responsible  for  developing 
an  educational  system  for  both  the 
public  and  the  medical  profession. 
This  is  extremely  important  (see 
below)  as  this  system  can  only  operate 
effectively  if  the  general  public  is 
aware  of  it  and  the  patient  has  rapid 
entry  into  its  components. 

The  committee  functions  should 
also  include  planning  mechanisms  for 
this  rapid  entry,  recommendations 
concerning  the  criteria  for  patient  ad- 
mission, and  management  in  various 
levels  of  care  and  over-all  evaluation 
of  the  efficiency  of  the  system.  They 


should  also  include  provisions  for  the 
early  detection  and  prevention  of  heart 
disease  as  well  as  a system  for  rehabili- 
tation. 

Life  Support  Units — 

Most  of  the  early  deaths  from  acute 
myocardial  infarction  are  the  result  of 
primary  arrhythmias  which  theoreti- 
cally are  correctable.12  13  Since  80  per- 
cent of  the  deaths  occur  within  twelve 
hours  of  the  onset  of  symptoms,  it  is 
important  that  patients  enter  the 
system  as  soon  as  possible.  This  in- 
volves patient  and  physician  education 
and  communication  and  transpor- 
tation systems. 

The  most  important  delay  arises 
from  the  patient's  indecision  when  he 
develops  symptoms  suggesting  an 
acute  coronary  event.1’'1'’  Because  of 
fear  of  a myocardial  infarction  and  its 
consequences,  the  patient  may  deny 
the  implications  of  his  discomfort;  in 
addition,  there  may  be  a lack  of 
knowledge  regarding  the  importance 
of  these  symptoms  and  the  need  to  re- 
ceive immediate  treatment;  finally,  the 
patient  may  not  understand  how  to 
enter  the  care  delivery  system.  Patients 
must  be  educated  as  to  the  possible  sig- 
nificance of  their  symptoms,  especially 
those  with  multiple  risk  factors  and  as 
to  effective  pathways  into  the  stratified 
system.  Although  many  false  alarms 
may  occur,  this  may  also  be  an  effec- 
tive method  of  public  education. 

Through  some  form  of  telecom- 
munication, the  patient  with  chest  pain 
will  enter  the  first  level — the  emer- 
gency life  support  unit.  Its  basic  objec- 
tive is  to  monitor  cardiac  rhythm,  treat 
arrythmias,  and  perform  cardiopul- 
monary resuscitation  when  necessary. 
These  are  of  two  types:  (1)  mobile 
coronary  care  unit  and  (2)  stationary 
emergency  life  support  units. 

Mobile  ambulance  type  units  are 
presently  operating  in  a number  of 
areas  and  they  have  been  quite  effec- 
tive.”/17*1” The  most  feasible  staffing 
for  these  units  is  probably  the  use  of 
paramedical  personnel,  but  the  short- 
age of  these  trained  people  for  mobile 
units  is  the  greatest  single  problem  in 
most  locations.  This  self-sufficient  unit 
should  be  equipped  for  cardiac  moni- 
toring. defibrillation,  pacing,  and  other 
medical  emergencies.  They  should 
have  two-way  communication  linkage 
to  a stationary  life  support  or  coronary 
care  unit.  They  function  to  stabilize 
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the  patient  on  his  way  to  some  con- 
tinuing life  support  unit.  Besides  being 
the  first  step  into  the  stratified  system, 
these  units  may  also  be  used  for  trans- 
portation between  various  levels 
within  the  same  system.  How  effective 
ambulances  may  be  in  the  center  of 
large  cities  or  in  sparsely  populated 
rural  areas  remains  to  be  seen. 
Helicopter  units  may  be  the  answer  to 
these  problems. 

Stationary  units  should  be  available 
in  all  sized  hospitals  (in  emergency 
rooms)  and  may  also  be  practical  in 
areas  where  large  groups  of  people  are 
continuously  or  intermittently  congre- 
gating such  as  in  factories,  large  office 
buildings,  large  airports  and  railroad 
stations,  and  at  sporting  events.  These 
units  should  be  readily  accessible  and 
easily  recognized.  Their  staff  including 
physicians,  nurses  and  allied  health  per- 
sonnel work  to  stabilize  the  patient 
prior  to  transfer  to  a coronary  care  unit 
in  the  same  or  a different  facility  for 
continuous  therapy. 

Coronary  Care  Units — 

Although  the  original  plans  for 
coronary  care  units  were  for  the  detec- 
tion and  treatment  of  ventricular 
fibrillation  and  standstill,  it  has  become 
evident  that  these  lethal  problems  are 
frequently  preceded  by  lesser  warning 
arrhythmias. 19  Therefore,  an  increas- 
ing emphasis  on  prevention  rather 
than  only  treatment  of  complications 
should  reduce  mortality.  This  involves 
controlling  certain  types  of  premature 
ventricular  contractions  such  as  those 
frequent  in  number  (five  or 
more/minute),  multifocal  in  origin,  oc- 
curring in  a bigeminal  pattern,  or 
when  they  appear  near  or  on  the  pre- 
ceding T wave.  Bradyarrhythmias  gen- 
erally require  pacemaker  insertion.  It 
has  been  shown  that  our  ability  to 
handle  these  arrhythmia  problems  has 
probably  reached  its  maximum  poten- 
tial as  there  has  been  very  little  recent 
decrease  in  mortality  in  these  units.20 
As  noted  previously,  the  main  limita- 
tion in  therapy  in  these  units  is  an  in- 
ability to  deal  effectively  with  the 
problem  of  power  failure.  At  least  80 
percent  of  patients  with  true  car- 
diogenic shock  die,  and  the  mortality 
is  at  least  40  percent  in  patients  with 
overt  congestive  heart  failure. 

Since  this  review  is  not  primarily 
concerned  with  the  operation  of  ther- 


apeutic programs  incident  to  coronary 
care,  the  reader  is  referred  to  several 
recent  publications  regarding  es- 
tablishment of  CCUs,  staffing,  physi- 
cal specifications,  capacity,  location, 
equipment,  supporting  personnel  and 
services,  and  organization,  operation, 
and  therapy. K<I4i20.21 

One  other  limitation  of  the  CCU  is 
death  occurring  after  transfer  from  the 
unit.  According  to  Meltzer,20  as  much 
as  25-35  percent  of  total  hospital  mor- 
tality now  occurs  after  transfer  out  of 
the  acute  unit  on  the  fifth  to  seventh 
day.  Because  of  this,  the  concept  of  the 
Intermediate  (Subacute)  Coronary 
Care  Unit  has  developed.  This  refers 
to  the  management  of  patients  with  an 
acute  myocardial  infarction  during  the 
period  when  the  risk  of  serious 
complications  has  diminished  but  not 
been  eliminated.  This  has  been  iden- 
tified as  the  time  after  which  vital 
signs  and  cardiac  rhythm  have  been 
stable  for  five  to  seven  days.  This  unit 
should  be  similar  to  the  acute  area,  the 
only  major  difference  being  the  lower 
intensity  of  observation  and  the  possi- 
bility for  greater  activity  on  the  part  of 
the  patient.  This  unit  through  location, 
administration,  and  over-all  function 
should  be  completely  integrated  with 
the  acute  unit. 

Regional  Reference  Centers — 

In  addition  to  life  support  systems 
and  continuing  coronary  care,  a few 
medical  centers  because  of  a staff  of 
full-time  cardiologists,  cardiac  sur- 
geons, and  allied  health  personnel, 
along  with  training  programs,  facilities 
tor  special  diagnostic  procedures 
(catheterization  laboratories,  multidis- 
ciplinary laboratories),  and  special 
research  programs  will  be  designated 
as  Regional  Reference  Centers.14 
Their  duties  will  be  to  assist  the  com- 
munity in  planning  their  stratified  care 
system  including  a system  for  quality 
control  of  the  various  units.  Addi- 
tionally, they  will  receive  patients 
which  require  special  diagnostic  study 
and  treatment.  This  is  especially  true 
in  the  case  of  intractable  cardiac 
arrhythmias  developing  during 
coronary  care  and  those  patients  with 
"pump”  failure.  Many  of  these  tech- 
niques are  presently  experimental,  but 
the  development  of  assisted  circulation 
and  partial  bypass  methods,  acute  in- 
farctectomy,  and  emergency  bypass 
surgery  may  eventually  permit  us  to 


clinically  control  patients  who  would 
otherwise  die  in  shock  or  congestive 
heart  failure. 

These  centers  should  also  provide 
consulting  services  for  other  units  i 
within  their  regional  system,  develop 
continuing  education  programs  for  all  I 
involved  personnel,  serve  as  data 
collection  centers  and  conduct  re- 
search programs  in  cardiovascular 
disease.  □ 
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T*  HE  patient  had  complained  of 
1-  shortness  of  breath  and  chest  pain 
ind  then  collapsed.  The  ambulance 
esponded  quickly  to  his  wife’s  call  for 
lelp.  When  he  arrived  at  the  emergency 
oom,  he  was  semicomatose.  Oxygen 
nad  been  administered  by  the 
imbulance  crew,  and  he  was  breathing 
•egularly.  His  skin  was  pale  and 
liiaphoretic.  The  emergency  room  or- 
ierly  helped  the  ambulance  attendant 
ransfer  the  patient  to  the  examination 
1'able.  The  intern  on  duty  quickly  exam- 
ined  the  patient  and  started  an  in- 
:ra venous  infusion.  The  nurse  had  or- 
dered his  hospital  record  after  she  had 
found  he  had  been  admitted  previously 
to  the  hospital  for  a similar  problem. 
[The  patient’s  wife  provided  a list  of  the 
drugs  he  had  been  taking  and  the  name 
of  the  physician  who  had  been  treating 
him.  A call  was  placed  for  his  physician. 
Meanwhile,  the  intern  had  assessed  the 
.situation.  He  paged  the  medical  resi- 
dent. 

Three  minutes  later  the  patient  had  a 
cardiac  arrest  and  a code  99  was 
i sounded  throughout  the  hospital. 
Within  minutes  the  emergency  room 
was  functioning  under  a well-defined 
procedure  which  the  team  had  per- 
formed together  many  times.  The  crisis 
was  averted.  A plan  of  action  was  ini- 
tiated by  the  attending  physician  and 
the  patient  was  moved  to  the  Cardiac 
Intensive  Care  Unit  for  intensive  moni- 
toring where  his  condition  was 
1 followed  continuously  by  another  team 
also  well  trained  to  perform  this  func- 
tion. 

The  above  are  examples  of  the  “med- 
ical team”  in  action.  Teamwork  is  im- 
portant in  any  effort  where  more  than 
one  person  is  needed  to  accomplish  the 
end  result.  But  what  is  “team  medi- 


cine?” 

The  practice  of  medicine  takes  place 
in  many  settings,  deals  with  a multitude 
of  clinical  problems,  requires  specific 
skills  and  a long  period  of  training,  and 
is  costly.  The  team  cannot  be  defined 
categorically.  In  fact,  a satisfactory  def- 
inition is  impossible  except  in  terms  of  a 
specific  problem  and  setting. 

For  a patient  with  end-stage  myocar- 
diopathy.  Dr.  DeBakey  or  Dr. 
Shumway  might  head  the  team.  For  an 
ambulatory  geriatric  patient  with 
diabetes  mellitus  on  a routine  visit,  a 
physician’s  assistant  might  be  appropri- 
ate. Because  a particular  patient  lives 
alone,  a nutritionist  to  help  him  work 
out  a diet  that  will  not  complicate  his 
problem  could  be  a valuable  adjunct. 
Depending  on  his  financial  situation,  it 
also  might  be  advisable  to  have  a social 
worker  or  a homemaker  on  the  team. 

To  work  effectively  a team  must  have 
a “leader”  who  knows  and  understands 
the  capabilities  of  each  member  and 
what  he  can  contribute  to  the  patient’s 
welfare.  The  definition  of  the  team  is 
dependent  on  the  setting  (private  office, 
clinic,  inpatient,  intensive  care,  etc.)  in 
which  it  operates,  the  management  plan 
of  the  medical  problem,  and  any  medi- 
cal or  nonmedical  patient-indicated 
requirements.  Thus  the  “leader  of  the 
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team  is  flexible  and  can  change  with  de- 
veloping conditions.  For  the  purposes 
of  this  discussion  it  is  assumed  that  the 
physician  is  the  "leader,”  since  most  en- 
tries into  the  health  care  delivery  system 
are  through  a self-initiated  or  referral 
visit  to  a physician. 

The  physician  is  legally  responsible 
for  what  takes  place  under  his  super- 
vision. In  his  office,  the  receptionist 
takes  basic  data  on  the  patient  and  initi- 
ates his  chart,  billing  records,  etc.  The 
allied  health  professional,  physician’s 
assistant,  or  nurse  practitioner,  takes  a 
complete  personal  and  family  medical 
history  and  performs  a complete  physi- 
cal examination.  Depending  on  the 
chief  complaint,  laboratory  tests  will 
be  performed  or  ordered  according  to  a 
protocol  established  by  the  clinician. 
The  physician  is  then  able  to  review 
these  basic  data  and  to  establish  a 
problem  list  and  plan  for  the  manage- 
ment of  the  patient.  This  plan  may  in- 
volve other  physicians  for  specialty 
care,  a therapeutic  regimen  which 
requires  follow-up  by  the  physician’s  as- 
sistant, and/or  include  consultation 
with  the  social  worker,  public  health 
nurse,  nutritionist,  or  other  resources 
available  and  necessary  for  the  manage- 
ment of  the  patient 

These  resources  are  available  but  are 
not  always  utilized  to  the  advantage  of 
the  patient  because  the  physician,  for 
one,  is  not  always  aware  of  them.  One 
way  of  solving  this  problem,  caused  to  a 
great  extent  by  traditional  medical  edu- 
cation, is  in  the  medical  school  curricu- 
lum. A step  in  the  right  direction  has 
been  the  establishment  of  colleges  of 
allied  health  professions  which  utilize 
the  same  teaching  resources  as  the  med- 
ical school.  Unfortunately,  the  policy 
has  been  “separate  but  equal.”  The  next 


JUNE  1973 


43 


step  in  bringing  the  allied  health  and 
medical  professions  closer  together  is 
by  having  the  students  study  and  work 
together  while  in  training  before  the 
traditional  ’'hierarchy”  has  had  a 
chance  to  become  firmly  established. 

Hahnemann  has  accepted  the 
premise  that  the  “team”  will  make 
better  use  of  the  resources  available  and 
thus  improve  the  availability  and  the 
quality  of  care  for  the  patient.  We  at 
Hahnemann  think  of  team  medicine  in 
terms  of  a health  care  delivery  system 
which  will  be  responsible  for  the  contin- 
uous and  comprehensive  care  of  the  pa- 
tient. This  partially  explains  the  dif- 
ficulty in  identifying  a simple  defini- 
tion. The  family  physician  and  his  of- 
fice staff,  who  are  responsible  to  the  pa- 
tient and  his  family  over  the  long  haul, 
are  defined  as  the  primary  care  team. 
They  maintain  a complete  history  and 
“problem  list”  for  each  member  of  the 
family.  They  treat  episodes  of  acute 
problems  and  provide  long-term 
chronic  care  within  the  total  context  of 
the  patient's  prior  history,  his  family 
history,  and  his  social  and  economic 
status. 

Medical  problems  requiring  special- 
ized treatment  are  referred.  These  spe- 
cialists become  part  of  the  team  over  the 
period  their  expertise  is  required  and 
may  "lead"  the  team  in  the  treatment  of 
a specific  problem.  The  patient  is  still 
“managed”  by  his  family  physician  who 
maintains  contact  with  the  patient  and 
includes  a summary  of  the  treatment 
course  in  the  chart.  Parenthetically,  the 
members  of  the  specialist  team,  whose 
"game  plan”  is  episode-oriented,  might 
include  (in  the  case  of  a surgeon)  the 
operating  room  nurse,  the  anesthesi- 
ologist, the  recovery  room  team,  or  the 
intensive  care  unit  team. 

Curriculum  and  Team  Medicine 

Common  training  and  experiences 
in  working  toward  a common  goal 
closes  the  communications  gap  and 
brings  the  members  of  the  team 
together. 

Admittedly  the  physician  should  not 
be  trained  as  a laboratory  technician 
nor  the  nurse  to  perform  an  appendec- 
tomy. However,  with  use  of  the 
problem-oriented  approach  in 
teaching,  the  knowledge  and  skills 
required  to  diagnose,  monitor,  and 
treat  a patient  can  be  presented  in  such 
a way  that  medical  students  and  allied 


health  professionals  understand  the 
value  of  what  each  member  can  con- 
tribute to  managing  the  patient’s 
problem. 

Medical  Problems  is  a seminar 
course  given  at  Hahnemann  in  Core  I 
for  first-year  medical  students.  At  least 
six  topics  are  covered  in  each  group: 
The  Role  of  the  Physician;  Con- 
sumers; Ethics;  Allied  Health  Profes- 
sions; Emergency  Care  and  Organiza- 
tion; Cost  and  Delivery  of  Care.  Man- 
agement of  the  sick  person  rather  than 
the  disease  is  emphasized.  Each 
student  studies  the  health  care  needs  of 
a family  in  a physician’s  practice.  The 
problems  are  real  and  occur  more 
frequently  than  the  esoteric  cases  that 
appear  in  the  medical  journals. 
Physicians’  assistants,  nurses,  social 
workers,  mental  health  technologists, 
and  other  health  care  professionals 
have  attended  these  seminars.  The  fac- 
ulty teaching  Medical  Problems  is 
presently  working  with  a liaison  com- 
mittee from  the  College  of  Allied 
Health  Professions  to  formally  make 
this  course  a part  of  the  curriculum  as 
a basic  health  science  core  for  all  pro- 
viders of  care. 

Med  Students  become  Nurses 

No  academic  credit  is  awarded  to 
medical  students  who  enroll  in  the 
Nurse  Assistant  Program  at  Hah- 
nemann. It  is,  in  fact,  extracurricular. 
Its  success  is  due  to  the  satisfaction  of 
a basic  need:  providing  off-hour  cover- 
age for  intensive  care  units  and  finan- 
cial remuneration  for  medical  stu- 
dents. 

The  Nurse  Assistant  Program 
recruits  students  after  their  freshman 
year.  Selection  is  contingent  upon  de- 
termining from  the  student's  grades  in 
his  first  year  that  working  will  not 
place  him  in  academic  jeopardy.  The 
program  is  taught  as  part  of  the 
nursing  in-service  education  program. 
The  student  receives  forty-eight  hours 
of  training:  twenty  hours  of  nursing 
arts  and  skills  and  twenty-eight  hours 
directly  related  to  service  in  the  inten- 
sive care  unit.  Classroom  hours  are 
followed  by  practical  training.  The 
students  are  paid  for  the  time  devoted 
to  training  and  receive  the  same  pay 
scale  as  graduate  nurses  when  they 
have  completed  the  program  and  are 
working. 

One  student  has  participated  in  the 


program  for  three  years.  As  a fourth- 
year  student  he  spends  his  days  on  the 
service  as  a “quasi-doctor”  initiating 
orders  for  patient  care  and  his  eve- 
nings as  a nurse  assistant  carrying  out 
orders.  It  has  made  him  more  aware  of 
the  psychology  of  the  sick  patient  since  I 
his  contact  is  considerably  longer  than 
that  of  the  medical  student.  He  noted 
that  the  physician  on  rounds  spends  a 
few  minutes  with  each  patient  and 
then  moves  on.  He  is  usually  unaware 
of  conditions  as  the  patient  sees  them 
or  health  care  delivery  problems  from 
the  nursing  perspective.  For  example, 
a physician  gave  an  order  for  a seda- 
tive when  in  fact  the  patient’s  ! 
“sleeping"  problem  was  that  he  was 
being  awakened  for  "finger  sticks,”  : 
every  four  hours  (for  hemoglobins  and 
hematocrits)  despite  seventy-two  hours 
of  stability.  The  assistant  suggested 
that  if  the  physician  had  considered 
the  total  situation,  he  might  have  can- 
celed the  finger  sticks  rather  than 
order  a sedative. 

How  long-lasting  will  this  "appreci- 
ation" of  his  former  team  members’ 
problems  be  once  he  is  awarded  his 
M.D.  degree  in  June?  The  student  was 
frank  and  said  that  he  thought  the  ex- 
perience would  fade  as  he  assumed  his 
role  as  a physician.  However,  because 
he  has  had  the  training  and  experience 
as  a medical  student,  his  outlook  has 
been  shaped  in  other  than  the  tradi- 
tional mold.  Other  members  of  the 
team  are  also  pleased  with  the  results. 
The  nurses  who  supervise  the  students 
are  pleased  with  their  work  and  there 
appears  to  be  no  problem  with  the 
functioning  team. 

The  department  of  family  medicine 
and  its  recently  accredited  residency 
program  are  responsible  for  the 
training  of  the  ’clinician  in  primary 
care.  The  family  medicine  track,  al- 
though a recent  addition  to  the  mul- 
tiple track  system,  has  been  popular 
among  senior  medical  students.  About 
25  percent  of  the  class  elect  it.  It  has 
consistently  proved  to  be  the  second 
most  popular  track  after  internal  medi- 
cine. 

A special  program  currently  being  i 
implemented  under  contracts  between 
the  National  Institutes  of  Health  (NIH) 
and  Hahnemann  and  between  NIH  and 
Wilkes  College  in  northeastern  Penn- 
sylvania is  designed  to  develop  and  ex- 
( Continued  on  page  45) 
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Regional  approach  improves  radiation  therapy 


IN  RECENT  years  there  has  been 
considerable  progress  in  developing 
better  methods  of  cancer  management. 
However,  effective  implementation  of 
new  methods  requires  integrated  activ- 
ity of  large  numbers  of  health  profes- 
sionals with  specific  competences.  In 
addition,  sophisticated  and  often  ex- 


(Continued  from  page  44) 
ecute  a curriculum  that  will  train  fami- 
ly medicine  physicians  who  wish  to 
practice  in  underserved  areas,  prin- 
cipally in  northeastern  Pennsylvania. 
Undergraduate  liberal  arts  training  and 
medical  curriculum  are  integrated  into 
a six-year  program  leading  to  the  B.S. 
and  M.D.  degrees.* 

This  program  will  emphasize  pri- 
mary care,  using  the  rural  delivery 
system  as  a clinical  teaching  model 
and  employing  allied  health  profes- 
sionals as  part  of  the  health  care  team. 
In  a currently  underserved  area,  all  the 
resources  available  must  be  utilized 
optimally.  The  primary  care  team 
leader,  the  family  physician,  must  un- 
derstand the  strengths  and  weaknesses 
of  the  other  members  and  be  prepared 
to  compensate,  substitute,  and  effec- 
tively monitor  the  care  delivered  to  his 
patient.  The  focus  of  this  curriculum 
innovation  is  communication  between 
the  physician  and  the  allied  health  pro- 
fessionals with  regard  to  the  require- 
ments of  the  delivery  of  primary  care. 

The  Economics  of  Team  Medicine 

There  remains  one  problem  that  the 
medical  school  alone  cannot  solve:  the 
economics  of  team  care.  If  other 
members  of  the  team  are  trained  and 
able  to  treat  the  patient  under  minimal 
supervision,  some  mechanism  must  be 

* Oaks,  W.W.;  Lasdon,  G.S.;  Martin, 
J.P.;  Stock  ham,  E.B.  Hahnemann- 
Wilkes  program:  six-year  plan  to  train 
family  physicians.  Pennsylvania  Medi- 
cine, March  1973,  pp.  40-41 . 
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pensive  equipment  is  needed  (typically 
$100,000  to  $500,000  in  cost).  Only  a 
relatively  few  centers  possess  the 
needed  range  of  these  resources.  As  a 
result,  only  a small  fraction  of  cancer 
patients  can  currently  benefit  from  the 
scientifically  possible  increased  cure 
and  improved  palliation.  The  problem 


found  for  compensating  the  provider. 
If  he  is  employed  by  the  physician, 
then  the  physician  must  be  compen- 
sated. 

The  health  maintenance  organiza- 
tion, which  is  being  implemented  in 
some  areas,  will  probably  be  the  first 
opportunity  for  the  large-scale  test  of 
team  medicine,  since  it  does  not 
depend  on  a fee-for-service  basis.  The 
cost  of  care  can  be  reduced  if,  in 
calculating  the  capitation  rate  for  the 
health  maintenance  organization,  al- 
lied health  professionals  are  per- 
forming tasks  previously  assigned  to 
physicians,  thus  allowing  physicians  to 
be  responsible  for  more  patients 
without  sacrificing  the  availability  or 
quality  of  care.  If  the  health  mainte- 
nance organization  proves  the  feasibil- 
ity in  private  practice  of  the  team 
approach,  then  a mechanism  for  com- 
pensation through  current  payment 
methods  will  have  to  be  developed. 

That  the  team  can  deliver  high- 
quality  care  has  been  demonstrated  in 
model  units  funded  by  the  Office  of 
Economic  Opportunity  and  the  U.S. 
Department  of  Health,  Education,  and 
Welfare.  That  the  team  is  an  economi- 
cally feasible  concept  (without  federal 
funding)  remains  to  be  tested.  Whether 
the  group  that  calls  itself  a team  func- 
tions as  such  depends  on  training, 
communication,  understanding,  and 
psychological  factors  that  defy  crisp 
definition  and  simple  solution.  We  feel 
that  the  medical  school  can  go  a long 
way  toward  solving  the  problem 
through  innovation  in  the  traditional 
curriculum.  □ 


affects  considerable  numbers  of  pa- 
tients. For  example,  in  the  Greater 
Delaware  Valley  25,500  new  cancer 
cases  were  estimated  for  1972,  of 
which  about  12,000  required  radiation 
therapy  for  cure,  palliation,  or  as  ad- 
junct to  surgery  or  chemotherapy.  The 
first  decision  in  cancer  management  is 
critical,  so  that  any  effort  to  improve 
the  situation  must  start  in  the 
physician’s  office,  general  medical 
clinic,  community  hospital,  and  other 
sites  of  primary  medical  care. 

To  improve  this  situation,  the  fol- 
lowing goals  must  be  sought: 

(1)  A single  optimal  level  of  care 
for  all  patients  regardless  of  economic, 
social,  or  geographic  considerations. 

(2)  Multidisciplinary  participation 
in  prevention,  diagnosis,  treatment, 
and  followup. 

(3)  Efficient  utilization  of  special- 
ized personnel,  equipment,  and  facili- 
ties. 

(4)  Programs  to  train  qualified  per- 
sonnel in  cancer-related  disciplines. 

(5)  Prompt  general  application  of 
newer  advances. 

(6)  Maximum  clinical  feedback  to 
help  the  study  and  treatment  of  cancer. 

Achievement  of  these  goals  requires 
an  entirely  new  concept  of  the  “cancer 
center."  The  old  concept  is  one  of  a 
physical  structure  housing  many 
cancer-related  activities  with  center- 
satellite  type  relationships  between  the 
associated  institutions.  Inherent  in  such 
a system  are  multiple  levels  of  patient 
care  depending  on  the  point  of  entry. 

Both  authors  are  professors  in  the 
department  of  radiation  therapy  and 
nuclear  medicine  at  Hahnemann 
Medical  College  and  Hospital, 
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of  the  department.  The  study  was 
supported  by  grants  from  the  Na- 
tional Cancer  Institute,  by  the 
Greater  Delaware  Valley  Regional 
Medical  Program,  by  Friends  of  the 
Radiation  Therapy  Center,  and  by 
the  Alperin  Foundation. 


Teaching  medical  teamwork 


JUNE  1973 


45 


involving  considerations  of  geography, 
economics,  pattern  referral,  custom, 
and  chance. 

The  Hahnemann  Medical  College 
Regional  Radiation  Therapy  Program 
redefines  the  center  concept  as  a broad 
functional  entity,  embracing  all  the 
cancer-related  activities  of  many 
closely  cooperating  institutions  and 
professional  individuals.  The  main 
characteristics  are  four:  availability  of 
specialized  care  at  the  primary  man- 
agement stage,  common  utilization  of 
personnel  and  equipment,  a single 
system  of  records,  and  assurance  of 
quality  of  care  regardless  of  the  point 
of  entry.  Implementation  requires  es- 
tablishment of  functioning  interrela- 
tionships among  physicians  and  hospi- 
tals. The  Hahnemann  Program  has 
been  designed  with  this  objective  in 
mind  to  serve  as  a pilot  program 
whose  results  can  help  guide  the  design 
of  similar  programs  in  other  regions. 

Conception 

The  experience  of  many  previous  ef- 
forts has  shown  that  proper  organiza- 
tion and  function  of  the  participants 
are  essential  for  success.  After  consid- 
erable discussion  with  many  physicians 
throughout  the  country,  we  have 
decided  to  base  our  plan  on  four  key 
principles:  (1)  management  within  a 
democratic  framework;  (2)  treatment 
of  patients  as  close  to  home  as 
medically  feasible;  (3)  extensive  serv- 
ice to  the  network  by  the  medical 
school  center;  and  (4)  feedback  from 
the  participating  hospitals. 

Management.  Although  the  medical 
school  center  is  the  natural  activity 
focus,  parity  is  essential  among  all  par- 
ticipating physicians  and  institutions, 
with  full  representation  and  voice  in 
the  administrative  board.  Agreements 
can  often  be  verbal  rather  than  formal, 
since  they  are  based  on  mutual  interest 
in  solving  a common  problem.  A 
strong  effort  has  been  made  to  involve 
all  cancer-relevant  departments,  not 
only  radiation  therapy  but  also  sur- 
gery, gynecology,  internal  medicine, 
hematology,  pathology,  etc.  Clinical 
faculty  appointments  are  encouraged 
where  significant  participation  is  in- 
volved to  emphasize  the  cooperative 
nature  of  the  program. 

Local  treatment  where  feasible.  It  is 
neither  possible  nor  desirable  to  treat 
all  patients  at  the  major  center.  How- 
ever, several  prerequisites  are  needed 


to  properly  treat  the  majority  near 
their  homes.  First,  there  must  be  op- 
timum utilization  of  supervoltage 
machines  in  the  region.  Second,  accu- 
rate dosage  standardization,  calcula- 
tion, and  evaluation  are  required.  Fi- 
nally, additional  personnel  and  in- 
service  training,  as  well  as  new  equip- 
ment and  accessories,  are  essential  to 
meet  the  need  for  definitive  therapy  and 
increased  patient  load. 

Extensive  Service.  Patient  service 
falls  into  three  categories.  Professional 
and  technical  paramedical  help  is 
needed  for  physics,  dosimetry,  and 
treatment  planning.  This  is  provided 
remotely  by  means  of  telemetry  and 
computer  techniques  as  well  as 
through  on-site  visits  for  dose  stand- 
ardization, verification,  and  other 
functions.  Clinical  consultation  is 
provided  both  remotely  by  telemetry 
and  telephone  and  in  person  by 
visiting  specialists  at  tumor  clinics  in 
participating  hospitals  and  in  recipro- 
cal visits  to  the  center.  Finally,  the 
major  medical  school  center  will  tend 
increasingly  to  deal  with  more  difficult 
treatment  problems.  At  present  these 
include  those  requiring  specialized 
shielding  techniques  (as  in  Hodgkin's 
disease  and  seminoma),  hyperbaric  ox- 
ygen therapy  in  combination  with  ra- 
diation therapy,  and  electron  beam 
and  high  LET  radiation  generating 
equipment.  In  this  function  innovation 
will  be  emphasized  utilizing  the  full 
range  of  basic  scientists  available  to 
the  medical  school. 

The  medical  school  center  must  ac- 
tively participate  in  training  physi- 
cians, radiation  physicists,  biologists, 
and  technologists,  both  at  the  center 
and  at  participating  institutions.  This 
is  in  addition  to  continuing  medical 
education  programs  and  ready  consul- 
tation regarding  specific  patients. 

Research  must  proceed  along  two 
parallel  directions.  The  first  leads  to 
improvement  in  radiation  use  in- 
cluding both  dosage  evaluation  and 
equipment  and  accessory  design.  The 
second  leads  to  ongoing  biological 
research  to  develop  more  effective 
ways  to  treat  cancer.  Such  work  is 
carried  out  in  the  radiation  biology 
laboratories  and  medical  schools  gen- 
erally and,  on  a clinical  level,  at  all 
hospitals  in  the  administrative  center. 

Feedback  from  participating  hospi- 
tals. To  best  serve  the  patient,  the 
system  must  provide  for  a free  flow  of 


information.  All  physicians  have  much 
to  learn  from  each  others’  experiences, 
both  formally  in  a tumor  registry  and 
on  a person-to-person  basis  in  patient 
consultation  and  follow-up.  In  addi- 
tion, an  extensive  regional  program 
can  provide  both  the  variety  and 
numbers  of  disease  for  participation  in 
significant  clinical  trials  which  are  es- 
sential to  provide  a sound  basis  for 
medical  advances. 

The  Present  Program 

The  center  at  Hahnemann  Medical 
College  currently  integrates  the  radia- 
tion therapy  facilities  at  eight  major  in- 
stitutions ( Reading,  Crozer-Chester,  St. 
Joseph's,  Pennsylvania,  Lankenau, 
Allentown,  Harrisburg  Polyclinic,  and 
Monmouth  Hospitals)  and  at  a number 
of  smaller  institutions.  There  are  plans 
to  add  others  later. 

Physics  and  dosimetry  activities  are 
proceeding  in  three  stages:  the  stand- 
ardization of  all  supervoltage  quality 
machines  as  to  output  and  data  needed 
to  compute  isodose  data  for  each 
machine,  establishment  of  a computer 
and  treatment  planning  system,  and  in- 
vivo  and  phantom  verification  of  deliv- 
ered dosage. 

In  accordance  with  our  basic  philos- 
ophy, the  participants  of  the  centers 
have  acquired  their  own  full-time  radia- 
tion therapy  coverage,  as  well  as  full- 
time or  part-time  physics  coverage. 

The  program  has  been  partially  sup- 
ported in  its  demonstration  phase  by 
the  Greater  Delaware  Regional  Medi- 
cal Program.  However,  its  major  serv- 
ice aspects  should  permit  self-sup- 
porting operation  on  a fee-for-service 
basis  as  the  program  benefits  become 
apparent  to  the  medical  community 
and  the  public  generally. 

Summary 

The  Hahnemann  Regional  Radiation 
Therapy  Program  has  evol-ved  from 
both  interinstitutional  cooperation  and 
extensive  conferences  over  a period  of 
several  years.  It  is  designed  to  provide 
organizational,  professional,  and  tech- 
nical means  for  improved  radiation 
therapy  of  cancer  patients  in  the  Dela- 
ware Valley.  It  is  now  operating  as  a 
pilot  program,  which  emphasizes  flexi- 
bility and  cooperation  and  which  may 
serve  as  a prototype  for  similar  pro- 
grams adapted  to  meet  the  diverse  med- 
ical needs  of  our  state.  Q 
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)ur  skin—the  human  integument 
-covers  us,  defines  us,  protects 
is.  But  skin  is  subject  to  cuts, 
jurns,  abrasions.  And  infections, 
^leosporin  Ointment  fights 
nfection  by  providing  broad 
mtibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
cystemically,  reducing  the  risk 
Df  sensitization.  f 


**  IN  DICATIONS:  Therapeut/ca//y,  used  as  an  adjunct  to  appropriate  systemic 

ft  ■ >4  - therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 

organisms,  asin:  • infected  burns,  skin  grafts,  surglfcal  incisions,  otitis  externa 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
- • traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 

Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 

CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 

PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


VEOSPORINOiiUment 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  Vt  oz.  and  y32  oz.  (approx.)  foil  packets. 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


What’s  in  it 
for  her? 

All  steroid  molecules  are  not  the 
same ...  in  their  activity.  In  pre- 
scribing birth-control  pills,  estrogen/ 
progestogen  activity  is  more  impor- 
tant than  milligrams.  The  woman’s 
hormone  profile  often  indicates  the 
activity  best  for  her. 


mestranol/100  meg 


ethynodiol  diacetate/1  mg 


Typical  characteristics 
of  the  “balanced”  profile 

• normal  menses 

• well-rounded  breasts 

• clear  complexion 

• normal  figure  with 
normal  secondary 
sex  characteristics 

• normal  cytohormonal 
pattern 

This  “center  spectrum” 
pill  has  had  excellent 
user  acceptance  for  over 
seven  years. 


ethinyl  estradiol/50  meg. 


for  the  majority  of  women . . . 
when  centrally  balanced 
activity  is  preferred 


ethyn 

diacetate/1 


Typical  characteristics 

of  the  slightly  hyper- 

estrogenic  profile 

• heavy  flow 
large  breasts, 
sometimes  fibrotic; 
nipples  well  pigmented 

• very  feminine  appearanc 
occasionally  short 

• premenstrual  syndrome, 
fluid  retention 

• tendency  to  uterine 
fibroids 

• high  pyknotic  index 


This  formulation,  which  h< 
less  estrogenic  activity  an< 
a moderate  progestogen 
dominance,  may  be  a gooc 
beginning. 


Ovuleri 


Available  in  20-,  21-  and  28-pill  schedules 

Each  white  tablet  contains:  ethynodiol 
diacetate  1 mg./mestranol  0.1  mg 
Each  pink  tablet  in  Ovulen-28®  is  a 
placebo  containing  no  active  ingredients 


i 


For  brief  summary  of  prescribing  information, 
please  see  next  page. 


norethynodrel/2.5  mg. 


Demulen 

vailable  in  21-  and  28-pill  schedules 

ach  white  tablet  contains:  ethynodiol 
iacetate  1 mg. /ethinyl  estradiol  50  meg 
iach  pink  tablet  in  Demulen-28*  is  a 
lacebo  containing  no  active  ingredients 

veil  suited  to  most  women 
vhen  low  estrogenic  activity 
ind  moderate  progestogen 
lominance  are  preferred 


Typical  characteristics 
of  the  hypoestrogenic 
or  androgenic  profile 

• scanty  menses 

• small  breasts 
•thin,  often  tall, 

sometimes  asthenic 

• possibly  masculine 
appearance 

• acne,  hirsutism 

• low  sexual  motivation 

• thin  vaginal  lining, 
tendency  to  vaginitis 
and  dyspareunia 

This  pill  has  a relatively 
weak  and  unigue*  progestogen 
with  inherent  estrogenicity. 
Clinically,  just  as  in  animal 
studies,  it  appears  not  to 
possess  antiestrogenic  and 
androgenic  activity. 


mestranol/0.1  mg. 


Enovid-E 

Available  in  20-  and  21-pill  schedules 

Each  tablet  contains:  norethynodrel 
2 5 mg./mestranol  0.1  mg. 

a clear  choice  for  women 
when  estrogen  dominance 
and  no  androgenic  activity 
are  preferred 

*Of  all  the  progestogens,  norethynodrel 
most  resembles  the  molecular  structure  of 
the  estrogens.  It  has  the  weakest  proges- 
tational activity  of  any  progestogen  in  a 
combination  pill. 


Ovulen 

Each  white  tablet  contains: 

ethynodiol  diacetate  1 mg./mestranol  0.1  mg. 


Demulen 

Each  white  tablet  contains: 

ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg. 


Each  pink  tablet  in  Ovulen-28®  and  Demulen-28® 

Actions— Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting 
the  output  of  gonadotropins  from  the  pituitary  gland.  Ovulen  and 
Demulen  depress  the  output  of  both  the  follicle-stimulating  hormone 
(FSH)  and  the  luteinizing  hormone  (LH). 

Special  note— Oral  contraceptives  have  been  marketed  in  the 
United  States  since  1960.  Reported  pregnancy  rates  vary  from  product 
to  product.  The  effectiveness  of  the  sequential  products  appears  to  be 
somewhat  lower  than  that  of  the  combination  products.  Both  types 
provide  almost  completely  effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the 
use  of  hormonal  contraceptives  has  now  been  shown  in  studies  con- 
ducted in  both  Great  Britain  and  the  United  States.  Other  risks,  such  as 
those  of  elevated  blood  pressure,  liver  disease  and  reduced  tolerance  to 
carbohydrates,  have  not  been  quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in 
subprimateanimal  species  in  multiples  of  the  human  dose  increases  the 
frequency  of  someanimal  carcinomas.  These  data  cannot  be  transposed 
directly  to  man.  The  possible  carcinogenicity  due  to  the  estrogens  can 
be  neither  affirmed  nor  refuted  at  this  time.  Close  clinical  surveillance  of 
all  women  taking  oral  contraceptives  must  be  continued. 

Indication— Ovulen  and  Demulen  are  indicated  fororal  contraception. 

Contraindications  — Patients  with  thrombophlebitis,  thromboem- 
bolic disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions, 
markedly  impaired  liver  function,  known  or  suspected  carcinoma  of 
the  breast,  known  or  suspected  estrogen-dependent  neoplasia  and 
undiagnosed  abnormal  genital  bleeding. 

Warnings— The  physician  should  be  alert  to  the  earliest  manifesta- 
tions of  thrombotic  disorders  (thrombophlebitis,  cerebrovascular  dis- 
orders, pulmonary  embolism  and  retinal  thrombosis).  Should  any  of 
these  occuror  be  suspected  thedrug  should  bediscontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great 
Britain  and  studies  of  morbidity  in  the  United  States  have  shown  a 
statistically  significant  association  between  thrombophlebitis,  pulmo- 
nary embolism,  and  cerebral  thrombosis  and  embolism  and  the  use  of 
oral  contraceptives.  There  have  been  three  principal  studies  in  Britain13 
leading  to  this  conclusion,  and  one4  in  this  country.  The  estimate  of 
the  relative  risk  of  thromboembolism  in  the  study  by  Vessey  and  Doll3 
wasabout  sevenfold,  while  Sartwell  and  associates4  in  the  United  States 
found  a relative  risk  of  4.4,  meaning  that  the  users  are  several  times  as 
likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  per- 
sist after  discontinuation  of  administration  and  that  it  was  not  enhanced 
by  long-continued  administration.  The  American  study  was  not  designed 
to  evaluate  a difference  between  products.  However,  the  study  sug- 
gested that  there  might  be  an  increased  risk  of  thromboembolic  dis- 
ease in  users  of  sequential  products.  This  risk  cannot  be  quantitated, 
and  further  studies  to  confirm  this  finding  are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  par- 
tial or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis, 
diplopia  or  migraine.  If  examination  reveals  papilledema  or  retinal 
vascular  lesions  medication  should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended  that  for  any  patient  who  has  missed 
two  consecutive  periods  pregnancy  should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen.  If  the  patient  has  not  adhered  to  the 
prescribed  schedule  the  possibility  of  pregnancy  should  be  considered 
at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long- 
range  effect  to  the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions— The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs, 
including  a Papanicolaou  smear  since  estrogens  have  been  known  to 
produce  tumors,  some  of  them  malignant,  in  five  species  of  subprimate 
animals.  Endocrine  and  possibly  liver  function  tests  may  be  affected  by 
treatment  with  Ovulen  or  Demulen.  Therefore,  if  such  tests  are  abnor- 
mal in  a patient  taking  Ovulen  or  Demulen,  it  is  recommended  that  they 
be  repeated  after  the  drug  has  been  withdrawn  for  two  months.  Under 
the  influence  of  progestogen-estrogen  preparations  pre-existing  uterine 
fibromyomas  may  increase  in  size.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions  which  might  be  influenced 
by  this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dys- 
function, require  careful  observation.  In  breakthrough  bleeding,  and 
in  all  cases  of  irregular  bleeding  per  vaginam,  nonfunctional  causes 
should  be  borne  in  mind.  In  undiagnosed  bleeding  per  vaginam  ade- 
quate diagnostic  measures  are  indicated.  Patients  with  a history  of 
psychic  depression  should  be  carefully  observed  and  the  drug  dis- 
continued if  the  depression  recurs  to  a serious  degree.  Any  possible 


is  a placebo,  containing  no  active  ingredients, 
influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovaria 
adrenal,  hepatic  or  uterine  function  awaits  further  study.  A decrease  I 
glucose  tolerance  has  been  observed  in  a significant  percentage  L 
patients  on  oral  contraceptives.  The  mechanism  of  this  decrease  J 
obscure.  For  this  reason,  diabetic  patients  should  be  carefully  observe 
while  receiving  Ovulen  or  Demulen  therapy.  The  age  of  the  patient  co 
stitutes  no  absolute  limiting  factor,  although  treatment  with  Ovulen  4 K 
Demulen  may  mask  the  onset  of  the  climacteric.  The  pathologist  shouj 
be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimei' 
are  submitted.  Susceptible  women  may  experience  an  increase  « 
blood  pressure  following  administration  of  contraceptive  steroids.  f 

Adverse  reactions  observed  in  patients  receiving  oral  coi 
traceptives  — A statistically  significant  association  has  been  demo  1 
strated  between  use  of  oral  contraceptives  and  the  following  serioi 
adverse  reactions:  thrombophlebitis,  pulmonary  embolism  and  cer  I 
bral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  [ 
relationship  has  been  neither  confirmed  nor  refuted  for  the  followir 
serious  adverse  reactions:  neuro-ocular  lesions,  e.g.,  retinal  thron  I 
bosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patieni  | 
receiving  oral  contraceptives:  nausea,  vomiting,  gastrointestinal  symi 
toms  (such  as  abdominal  cramps  and  bloating),  breakthrough  bleedini  " 
spotting,  change  in  menstrual  flow,  amenorrhea  during  and  after  trea  > 
ment,  edema,  chloasma  or  melasma,  breast  changes  (tendernes  p 
enlargement  and  secretion),  change  in  weight  (increase  or  decrease  j 
changes  in  cervical  erosion  and  cervical  secretions,  suppression  c . 
lactation  when  given  immediately  post  partum,  cholestatic  jaundict  ^ 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individual  >' 
and  mental  depression.  E 

Although  the  following  adverse  reactions  have  been  reported  i c 
users  of  oral  contraceptives,  an  association  has  been  neither  cor  . 
firmed  nor  refuted:  anovulation  post  treatment,  premenstrual-lik  ; 
syndrome,  changes  in  libido,  changes  in  appetite,  cystitis-like  syndrom*  ' 
headache,  nervousness,  dizziness,  fatigue,  backache,  hirsutism,  lossc  , 
scalp  hair,  erythema  multiforme,  erythema  nodosum,  hemorrhagi 
eruption  and  itching.  , 

The  following  laboratory  results  may  be  altered  by  the  use  of  or£  ’ 
contraceptives:  hepatic  function:  increased  sulfobromophthalein  refer 
tion  and  other  tests;  coagulation  tests:  increase  in  prothrombin,  Factor 
VII,  VIII,  IX  and  X;  thyroid  function:  increase  in  PBI  and  butanol  extrac 
able  protein  bound  iodine,  and  decrease  in  T3  uptake  values;  metyrapon 
test  and  pregnanediol  determination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Cor 
traception  and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  13: 261 
279  (May)  1967.  2.  Inman,  W.  H.  W.,  and  Vessey,  M.  P:  Investigation  o i 
Deaths  from  Pulmonary,  Coronary,  and  Cerebral  Thrombosis  am 
Embolism  in  Women  of  Child-Bearing  Age,  Brit.  Med.  J.  2:193-19' 
(April  27)  1968.  3.  Vessey,  M.  P,  and  Doll,  R.:  Investigation  of  Relatioi 
Between  Use  of  Oral  Contraceptives  and  Thromboembolic  Disease.  I 
Further  Report,  Brit.  Med.  J.  2:651-657  (June  14)  1969.  4.  Sartwel: 
P.  E.;  Masi,  A.  T.;  Arthes,  F.  G.;  Greene,  G.  R.,  and  Smith,  H.  E.:  Thrombc 
embolism  and  Oral  Contraceptives:  An  Epidemiologic  Case-Contrc 
Study,  Amer.  J.  Epidem.  90:365-380  (Nov.)  1969. 
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# J|  with  estrogen- 

Enovid-E  s^nic 

norethynodrel  2.5  mg./mestranol  0.1  mg. 

Actions  — Enovid-E  acts  to  prevent  ovulation  by  inhibiting  the  out 
put  of  gonadotropins  from  the  pituitary  gland.  Enovid-E.  depresses  thi 
output  of  both  the  follicle-stimulating  hormone  (FSH)  and  the  lutein 
izing  hormone  (LH). 

Indication  — Enovid-E  is  indicated  for  oral  contraception. 

The  Special  Note,  Contraindications,  Warnings,  Precautions  anc 
Adverse  Reactions  listed  above  for  Ovulen  and  Demulen  are  applicabl* 
to  Enovid-E  and  should  be  observed  when  prescribing  Enovid-E. 

Enovid-Es 

brand  of  norethynodrel  with  mestranol 

Product  of  Searle  Laboratories 

Division  of  G.  D.  Searle  & Co. 

Box  5110.  Chicago,  Illinois  60680 

Where  "The  Pill"  Began  371 


SEARLE 


Occult 


Blood:  often  the  first  clue 


Ready  for  instant  use 

No  guaiac  preparation,  heating,  or  complex  developing 
procedures.  Slide  is  ready  to  give  to  patient  for  application 
of  specimen  at  home— or  in  the  office. 

Compact...  inoffensive...  mailable 
With  Hemoccult’,  only  a minute  stool  sample  is  required. 
Bulky,  smelly  specimens  are  eliminated.  “Inoculated” 
slides  are  easy  for  patient  to  carry  or  mail. 

Color  change  is  easy  to  read 
Positive  color  response  to  Hemoccult'  developer  is 
usually  clear  cut.  There’s  little  likelihood  of  variation  in 
interpretation  by  different  individuals. 

Sensitive...  but  not  too  sensitive 
Laboratory  tests  assure  the  carefully  controlled  uniformity 
of  ‘Hemoccult’  guaiac-impregnated  filter  paper.  In  vitro 
studies  show  it  has  a high  degree  of  consistency  in 
detecting  fecal  blood  in  amounts  above  the  range  con- 
sidered normal  (i.e.,  2.0  to  2.5  ml./l  00  Gm.  of  feces, 
per  day}. 

Economical 

A recommended  test  series  of  6 ‘Hemoccult’  Slides 
costs  only  90  cents.  Less,  if  slides  are  purchased  in 
cartons  of  1,000. 


to  colon  cancer 
Hemocculf  Slides 
make  routine 
fecal  screening  a 
practical  office 
procedure 


2 SIMPLE  STEPS 

1 . Apply  thin  smear  of  stool;  close  slide.  Let  dry. 

2.  Open  perforated  tab  on  back;  apply  developer.  Read  Also  available:  ‘Hemoccult’  Tape 

results  in  30  seconds.  for  on-the-spot  testing  during  rectal  or 

Any  trace  of  blue  is  “positive”  for  occult  blood.  sigmoidoscopic  examinations. 


TO  ORDER  OR  FOR  MORE  INFORMATION,  MAIL  COUPON  OR  CONTACT  YOUR  SK&F  REPRESENTATIVE 


SMITH  KLINE  DIAGNOSTICS 

division  of  SK&F  Laboratories 


Dept.  E42 

1 500  Spring  Garden  Street 
Philadelphia,  Pa.  19101 


Please  send  me: 


□ Check  enclosed 

□ Please  bill  me 


Name 


boxes  of  1 00 ‘Hemoccult' Slides @ $15.00  each 


Street  Address 


SJG-PM  6/73 


‘Hemoccult’  Tape  dispensers  @ $9.00  each 


City 


State 


Zip 


Additional  information 


Signature 
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Additional  information  available 
to  the  profession  on  request. 


Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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Regional  approach  valuable  in  chronic 
hemodialysis  programs 


ALTHOUGH  the  artificial  kidney 
is  considered  an  achievement  of 
modern  medical  technology,  the  first 
animal  experiments  with  hemodialysis 
were  reported  as  early  as  1 9 1 4. 1 Fol- 
lowing the  commercial  development  of 
cellophane  membranes  and  the  clinical 
use  of  heparin,  Kolff.  in  1943  used  a 
dialyzer  of  his  own  design  for  the 
treatment  of  acute  uremia.2  In  1960 
the  successful  use  of  intermittent 
hemodialysis  for  chronic  uremia  was 
reported  by  Scribner,3  using  perma- 
nent in-dwelling  teflon  cannulae.4 
During  subsequent  years  many  centers 
demonstrated  that  intermittent  hemo- 
dialysis is  able  to  maintain  life  and  re- 
store health  in  patients  with  chronic 
uremia.  Today  hemodialysis  is  an  ac- 
cepted medical  therapy. 

A major  issue  relates  to  the  social, 
organizational,  and  economic 
problems  of  extending  treatment  to 
large  numbers  of  uremic  patients.  In 
1971, 4,300  new  patients  were  added  to 
dialysis  and  transplantation  programs 
in  the  United  States,  or  twenty  new  pa- 
tients per  million  population  annually.5 
The  experience  of  some  centers, 
including  Hahnemann  Hospital,  sug- 
gests that  the  case  load  actually 
exceeds  forty  cases  per  million  popula- 
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tion  annually.  As  existing  hospital 
centers  became  saturated  and  bur- 
dened by  the  high  cost  of  in-hospital 
dialysis,  home  hemodialysis  programs 
were  developed  and  expanded.6-7  It  has 
become  apparent  that  not  all  uremic 
patients  can  undertake  a home  treat- 
ment program,6  and  other  approaches 
to  hemodialysis,  including  limited-care 
facilities  and  other  out-of-hospital 
centers  are  being  explored. 

The  development  of  hemodialysis  at 
Hahnemann  Hospital  has  paralleled 
the  national  experience.  Thirteen  years 
ago  a modest  hemodialysis  program 
was  undertaken  by  the  division  of 
nephrology  of  the  department  of  medi- 
cine. The  program  had  a research  ori- 
entation and  the  hemodynamic  and 
clinical  responses  to  treatment  were 
studied  in  a slowly  expanding 
hemodialysis  unit.  When  more  patients 
than  dialysis  slots  occurred  in  the  mid- 
1960s,  in  order  to  expand  treatment 
capabilities,  a home  treatment  training 
program  and  a transplantation  pro- 
gram were  developed  simultaneously. 
In  1971  affiliation  was  established 
with  a large  out-of-hospital  hemodial- 
sis  center  in  order  to  support  the  ex- 
panded home  treatment  and  transplan- 
tation program  and  to  provide  a facili- 


ty for  patients  not  suited  for  home 
hemodialysis.  This  report  reviews  our 
procedures  and  experience  with  this 
comprehensive  program  of  home 
hemodialysis,  satellite-center  hem- 
odialysis, and  dialysis  support  of  renal 
transplantation. 

The  growth  rate  of  the  Hahnemann 
Hospital  hemodialysis  program  is 
reflected  by  the  numbers  of  patients 
treated  since  July,  1968  (Table  I). 

The  growth  rate  of  the  program  is  at- 
tributable to  the  following  four  factors: 

1.  A hospital  philosophy  regarding 
the  treatment  of  irreversible  renal  fail- 
ure. 

2.  The  Hahnemann  Hospital 
Chronic  Uremia  Committee. 

3.  Act  140,  the  Commonwealth 
Renal  Disease  Act. 

4.  A hospital  agreement  with  a 
private  out-patient  hemodialysis  unit. 

Hospital  Philosophy 

The  Treatment  of  Irreversible  Renal 
Failure — During  the  1960s  the  ability 
of  hemodialysis  and  transplantation  to 
rehabilitate  patients  with  chronic 
uremia  was  recognized.  The  adminis- 
tration of  the  Hahnemann  Medical 
College  and  Hospital  accepted  a policy 
of  initiating  a dialysis  treatment  pro- 
gram in  all  patients  and  referred  every 
patient  with  disabling  irreversible 
renal  failure  to  their  uremia  com- 
mittee. The  only  contraindications  to 
dialysis  or  transplant  were  a co-ex- 
isting systemic  disease  expected  to  be 
lethal  within  twelve  to  eighteen 
months  and  patient  refusal  to  enter  the 
program. 


TABLE  I 


Home 

Institutional 

Total 

Period 

Patients 

Patients 

Patients 

Transplants 

July  68-June  69 

33 

11 

44 

— 

July  69-June  70 

43 

26 

69 

— 

July  70-June  71 

46 

38 

84 

8 

July  71-June  72 

66 

72 

138 

25 
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Hemodialysis  patients  at  Hahnemann 


In  1967  the  hospital  hemodialysis 
facility  was  expanded  to  a four-bed,  in- 
hospital  unit  with  nurse  and  technician 
staffing  for  two  shifts  a day  and  the  ca- 
pacity to  perform  six-hour  coil  dialyses 
three  times  weekly  on  sixteen  patients. 
Emphasis  was  placed  on  home  dialysis 
training  because  it  represented  a better 
use  of  scarce  medical  resources  and  by 
June  1969,  forty-one  patients  had  been 
trained  for  home  hemodialysis.  A 
home  program  requires  a suitable 
home  for  placement  of  the  dialysis 
machine,  a family  member  to  train, 
and  an  emotionally  stable  home  envi- 
ronment to  withstand  the  psy- 
chological impact  of  treatment.  In  our 
program  the  patient  and  his  partner 
are  trained  simultaneously  during  the 
early  treatment  period.  While  training 
is  usually  completed  within  twenty-four 
treatments,  the  rate  of  training  and  the 
sequence  of  instruction  are  individu- 
alized because  of  marked  variability  in 
technical  skill  and  learning  ability.  The 
patient  is  invested  with  the  primary  re- 
sponsibility for  the  treatment  in  order 
to  minimize  psychological  depen- 
dence. 

In  addition  to  preserving  hospital  fa- 
cilities, a home  program  has  financial 
advantages,  rehabilitation  advantages 
with  schedule  flexibility,  and  less  trav- 


eling time  and  a decreased  risk  of  hepa- 
titis. 

The  Chronic  Uremia  Committee 

In  1969  the  “Uremia  Committee” 
was  created  as  a standing  hospital  com- 
mittee to  insure  efficient  utilization  of 
hemodialysis  facilities  and  to  assess  and 
obtain  financial  support  for  patients 
from  insurance  programs,  government 
sources,  and  private  funds.  The  uremia 
committee  does  not  function  as  a 
“selection  committee,"  accepting  or 
rejecting  patients  for  treatment,  but 
evaluates  all  patients  to  recommend  ap- 
propriate treatment  for  the  individual 
patient.  The  membership  includes  a 
nephrologist,  urologist,  transplantation 
surgeon,  hemodialysis  director,  as- 
sociate hospital  director,  social  worker, 
and  hemodialysis  unit  manager.  Fol- 

Dr.  Chinitz  is  assistant  professor  of 
medicine  at  Hahnemann  Medical 
College  and  Hospital  and  director  of 
the  hemodialysis  unit.  Kathryn 
Motto  is  administrator  of  the 
hemodialysis  unit.  Dr.  Swartz  is 
director  of  the  division  of  nephrol- 
ogy and  hypertension  and  professor 
of  medicine.  Dr.  Jones  is  with  the 
Pennsylvania  Department  of 
Health. 


lowing  evaluation  of  each  patient  by  the 
various  disciplines  represented  on  the 
committee,  a joint  recommendation  for 
treatment  is  made  to  the  patient  and  re- 
ferring physician. 

Act  140 

The  Commonwealth  Renal  Disease 
Act  — On  June  23,  1970,  the  Com- 
monwealth Renal  Disease  Act  became 
law.  The  act  made  available  one 
million  dollars  to  assist  patients  who 
require  treatment  for  renal  failure  and 
who  are  unable  to  pay  for  the  services. 
Since  that  date,  an  additional  three 
million  dollars  have  been  appropri- 
ated. The  program  is  administered  by 
the  Pennsylvania  Department  of 
Health,  with  the  assistance  of  an  ap- 
pointed renal  disease  advisory  com- 
mittee. The  committee  “established 
standards  for  determining  eligibility 
for  care  and  treatment  under  the  pro- 
gram” and  provided  a “list  of  institu- 
tions meeting  the  established  standards 
for  approval...”9  The  program  operates 
through  maintenance  hemodialysis 
centers  established  at  approved  hospi- 
tals in  the  state,  and  to  be  funded  for 
treatment  a patient  must  apply  through 
an  approved  center.  By  April  1,  1973, 
twenty-seven  centers  with  138  treat- 
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ment  beds  had  been  approved,  and  a 
total  of  443  patients  were  being  treated 
with  state  support.  The  Hahnemann 
center  currently  has  eighty-one  pa- 
tients enrolled  in  the  state  program. 

Hospital  Agreement 

Private  Out-Patient  Hemodialysis 
Unit  — In  October  1971  Hahnemann 
Medical  College  and  Hospital  signed 
an  agreement  with  Bio-Medical  Appli- 
cations of  Philadelphia,  Inc.,  a private 
out-of-hospital  hemodialysis  center  to 
assure  the  availability  of  hemodialysis 
treatment  for  its  patients  who  are  un- 
able to  complete  home  training.  Bio- 
Medical  Applications  is  an  out-patient 
, facility  located  in  the  University  City 
; Science  Center  with  the  capability  of 
performing  twenty-two  simultaneous 
coil  dialyses.  The  facility  is  under  the 
professional  supervision  of  two  medi- 
cal directors  who  are  responsible  for 
the  supervision  of  all  treatments.  The 
treatments  are  performed  by  trained, 
registered  nurses  and  technicians. 

In  accordance  with  the  agreement, 
Hahnemann  Hospital  provides  medical 
consultation  at  the  facility,  and  the 


Chronic  Uremia* Committee  is  directed 
to  review  and  evaluate  the  quality  of 
medical  care  rendered  and  make  rec- 
ommendations in  order  to  insure  the 
adequacy  of  medical  care. 

The  agreement,  by  establishing  a 
mechanism  of  patient  referral  to  a 
large  out-of-hospital  hemodialysis 
center,  has  enabled  Hahnemann  Hos- 
pital to  provide  a hemodialysis  pro- 
gram for  patients  unable  to  go  home. 
Patients  unable  to  initiate  a home  pro- 
gram can  receive  maintenance  hemo- 
dialysis without  saturating  the  in- 
hospital  unit  and  at  lower  cost  than  in- 
hospital  treatment.  The  agreement  also 
provided  an  interim  facility  for  pa- 
tients awaiting  transplantation  and 
back-up  capability  for  home  patients 
requiring  interim  out-patient  institu- 
tional dialysis. 

Summary 

A comprehensive  hemodialysis  pro- 
gram has  evolved  at  The  Hahnemann 
Medical  College  and  Hospital  in  that 
patients  may  undergo  home  hemodi- 
alysis, satellite-center  hemodialysis,  or 
interim  hemodialysis  while  awaiting 
renal  transplantation.  By  encouraging 


home  treatment  and  out-of-hospital 
treatment,  hospital  hemodialysis  avail- 
ability is  reserved  for  critically  ill 
uremic  patients.  □ 
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Teaching  and  providing  respiratory  intensive  care 
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ONE  of  the  exciting  new  advances 
in  pulmonary  medicine  has  been 
the  recognition  of  pulmonary  failure 
and  the  application  of  physiological 
principles  to  design  rational  programs 
for  its  treatment.  Reversible  pulmo- 
nary failure  has  been  recognized  wide- 
ly only  since  rapid  and  accurate  means 
to  measure  oxygen  and  carbon  dioxide 
tensions  in  arterial  blood  have  been 
available.  The  patient  in  pulmonary 
failure  is  extremely  ill  and  requires 
moment-to-moment  observation,  mon- 
itoring, and  care  by  highly  trained 


staff.  The  realization  that  the  per- 
sonnel and  facilities  needed  to  manage 
these  patients  were  not  available  in  our 
hospital,  and  in  all  likelihood  were  not 

Dr.  Johnston  is  associate  professor 
of  medicine  at  Hahnemann  Medical 
College  and  Hospital  and  director  of 
the  division  of  pulmonary  diseases. 
Dr.  Kauffman  is  assistant  professor 
of  medicine  and  head  of  the  respira- 
tory care  intensive  care  unit. 


available  in  other  hospitals  in  this 
region,  made  us  undertake  a project  in 
1968  with  the  objective  of  improving 
the  care  of  patients  with  acute  pulmo- 
nary failure. 

The  Program 

The  geographic  region  which  was 
picked  for  this  effort  consisted  of  East- 
ern Pennsylvania,  Southern  New 
Jersey,  and  Delaware,  the  area  of  the 
Greater  Delaware  Valley  Regional 
Medical  Program.  In  an  attempt  to 
regionalize  the  program,  invitations 
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were  extended  to  Allentown  Hospital. 
Wilkes-Barre  General  Hospital,  and  the 
Wilmington  Medical  Center  to  partici- 
pate with  Hahnemann  in  developing  the 
program.  In  1969.  Allentown  and 
Wilkes-Barre  accepted  the  invitation. 

At  that  time  the  Wilmington  Medical 
Center  could  not  participate,  but  it 
joined  the  program  in  1972.  A proposal 
for  submission  to  the  Regional  Medical 
Program  was  then  developed  by  three 
institutions:  Allentown  General  Hospi- 
tal with  Dr.  John  Galgon  as  the  prin- 
cipal investigator;  Wilkes-Barre  Gener- 
al Hospital  with  Dr.  Charles  Myers  as 
the  principal  investigator;  and  Hah- 
nemann Medical  College  and  Hospital 
with  Drs.  Robert  Johnston  and  Leon 
Kauffman  as  the  investigators.  The  ob- 
jectives of  the  program  were:  (1)  to 
improve  the  care  of  patients  with  respi- 
ratory failure  in  the  three  participating 
institutions,  and  (2)  to  improve  the  care 
of  patients  with  pulmonary  failure 
throughout  the  Greater  Delaware 
Valley.  The  first  objective  was  to  be  at- 
tained at  each  of  the  three  participating 
institutions  by  improving  intramural 
personnel  and  facilities  designated  for 
the  care  of  respiratory  failure.  The  sec- 
ond objective  was  to  be  attained  by  de- 
veloping and  presenting  workshops  in 
respiratory  intensive  care  which  would 
be  available  without  charge  to  interest- 
ed physicians,  nurses,  and  inhalation 
therapists.  The  proposal  was  approved 
and  was  funded  by  the  Regional  Medi- 
cal Program  from  October  1.  1969  to 
June  30.  1973. 

Allentown  Program 

Centers  for  respiratory  care  were  es- 

TABLE  II 


RESPIRATORY  INTENSIVE  CARE  UNIT 
HAHNEMANN  MEDICAL  COLLEGE  AND  HOSPITAL 
TWO  YEARS  - MAY  1970  THRU  APRIL  1972 


Diagnosis 

No. 

Per  Cent 

No.  Died 

No.  Survived 

C.  0.  L.  D. 

57 

28% 

14 

43 

(75%) 

Drug  Overdose 

38 

18% 

5 

33 

(89%) 

Asthma 

Postoperative  Pulmonary 

23 

11% 

1 

22 

(96%) 

Insufficiency 

25 

12% 

7 

18 

(72%) 

Pneumonia 

13 

6.5% 

7 

6 

(46%) 

Trauma 

6 

3% 

3 

3 

(50%) 

Neurologic  Disease 

6 

3% 

3 

3 

(50%) 

Viral  Pneumonia 

3 

1 .5% 

2 

1 

(33%) 

Pulmonary  Embolism 

3 

1 .5% 

0 

3 

(100%) 

Hemoptysis 

5 

2.5% 

2 

3 

(60%) 

Pulmonary  Edema 

4 

2% 

2 

2 

(50%) 

Miscellaneous 

23 

11% 

10 

13 

(57%) 

TOTALS 

207 

— 

56  (27% ) 

151 

(73%) 

tablished  in  Allentown,  Wilkes-Barre, 
and  Philadelphia  at  the  participating 
hospitals.  In  Allentown,  under  the  di- 
rection of  Dr.  Galgon,  it  was  decided 
that  adequate  beds  for  the  care  of  respi- 
ratory failure  were  available  in  the  gen- 
eral intensive  care  unit.  To  improve  the 
services  provided,  the  grant  supplied 
additional  monitoring  and  other  patient 
support  equipment.  It  also  provided 
partial  funding  for  Dr.  Galgon  and  for  a 
respiratory  care  nurse  and  an  inhalation 
therapist.  The  growth  of  the  respiratory 
care  services  in  Allentown  have  been 


TABLE  I 

ARTERIAL  BLOOD  GAS  ANALYSES 
AT  ALLENTOWN  HOSPITAL 


Year 

No. 

1968 

636 

1969. . 

1176 

1970 

2292 

1971 

3840 

197? 

6336 

spectacular  since 

1968.  One  index  of 

this  is  the  number  of  arterial  blood  gas 
analyses  done  each  year.  The  numbers 
performed  each  year  between  1 968  and 
1972  are  shown  in  Table  1.  Nearly  ten 
times  as  many  were  done  in  1972  as 
were  performed  in  1968. 


Wilkes-Barre  Program 

In  Wilkes-Barre,  it  was  Dr.  Charles 
Myers'  decision  that  adequate  beds 
were  available  for  the  treatment  of 
acute  pulmonary  failure.  However,  an 
intermediate  care  unit  which  would 
provide  nursing  and  inhalation  therapy 
services  to  patients  on  the  verge  of  res- 
piratory failure  or  just  recovering  from 


an  episode  of  respiratory  failure  were 
needed.  With  partial  support  from  the 
RMP  grant,  a twelve-bed  intermediate 
care  unit  was  established.  This  unit 
was  equipped  with  oxygen,  was  air- 
conditioned,  and  was  provided  with 
necessary  equipment  to  handle  patients  < 
with  chronic  pulmonary  disease — most 
being  patients  with  coal  worker’s 
pneumoconiosis. 


Hahnemann  Program 

At  Hahnemann  it  was  felt  that  the  I 
optimal  care  of  respiratory  failure  pa-  1 
tients  required  the  establishment  of  a 
categorical  respiratory  care  unit.  In  May  I 
1970  a five-bed  respiratory  intensive  t 
care  unit  was  opened  at  Hahnemann  ■ 
Hospital  following  approximately  a I 
year  of  planning,  design,  and  travel  to  I 
other  established  respiratory  intensive  I 
care  units  by  Dr.  Leon  Kauffman.  The  j 
Regional  Medical  Program  grant  1 
provided  the  necessary  incentive  and 
funds  to  stimulate  development  of  this 
unit.  The  unit  was  designed  in  an  open 
ward  format  with  no  fixed  partitions  be-  | 
tween  beds  other  than  the  movable  bed- 
side curtains,  since  this  was  thought  to 
represent  a more  efficient  configuration 
for  care  of  patients  in  respiratory  fail- 
ure. The  nursing  station  and  personnel 
center  is  located  at  one  end  of  the  unit. 
The  unit  is  self-contained  in  terms  of  : 
necessary  supplies  and  materials,  and  j 
all  available  wall  space  contains  open 
cabinets  for  storage.  At  the  time  of  the 
opening,  the  unit  represented  an  ad- 
vance in  the  design  concept  of  intensive 
care  units  at  Hahnemann  in  that  ox- 
ygen, compressed  air, -and  vacuum  were 
supplied  in  the  wall  at  the  head  of  each 
bed.  The  unit  is  also  totally  electrically 
grounded  with  a branch  ground  cable 
also  supplying  each  bed  area.  An  at- 
tempt was  made  to  provide  enough 
exclusive  electrical  outlets  to  each  bed 
area.  Separate  230  volt  safety  outlets 
were  provided  for  portable  x-ray  equip- 
ment. The  nursing  station  contains  a 
bank  of  x-ray  viewing  boxes,  while  an 
open  storage  slot  is  provided  for  the  x- 
rays  on  each  patient.  Chest  x-rays  are 
usually  obtained  by  a double  film 
casette  method  so  that  one  copy  is 
always  available  for  use  in  the  unit.  The 
beds  are  provided  with  the  usual  moni- 
toring of  cardiac  rate  and  rhythm  with  a 
read-out  at  the  bedside  as  well  as  at  a 
central  unit  in  the  nurses  station.  In  ad- 
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dition,  channels  are  provided  for  moni- 
toring arterial  pressure,  venous  pres- 
sure, pulmonary  artery  pressure,  and 
the  pulmonary  capillary  wedge  pres- 
sure. Facilities  are  also  available  for 
measuring  cardiac  output  as  well  as 
other  physiological  parameters.  Mul- 
tiple sinks  for  frequent  washing  are 
provided  throughout  the  length  of  the 
unit.  The  room  has  an  independent  cen- 
tral air  conditioning  system,  and  an  at- 
tempt is  made  to  control  temperature 
and  humidity.  Bedside  scales  are  avail- 
able and  all  patients  are  weighed  daily. 
Specific  bedside  forms  have  been  devel- 
oped in  the  unit  for  recording  pertinent 
laboratory  data  and  patient  monitoring 
data  at  the  bedside. 

The  respiratory  intensive  care  unit  is 
staffed  by  a head  nurse,  ten  staff  nurses, 
plus  a ward  clerk  with  support  from  a 
nursing  department  supervisor.  All 
nursing  department  personnel  undergo 
two  weeks  of  in-depth  classroom 
training  in  all  parameters  of  respiratory 
physiology,  pulmonary  disease,  and 
therapy  prior  to  beginning  work  in  the 
unit.  This  training  is  supplemented  by 
weekly  in-service  training  sessions  for 
all  personnel  conducted  by  the  director 
of  the  unit.  This  number  of  nursing  per- 
sonnel permits  in-depth  bedside  nursing 
care  when  necessary,  and  this  can  easily 
approximate  a 1 : 1 ratio  for  the  severely 
ill  patient.  All  three  shifts  are  covered 
by  these  core  personnel,  so  there  is  good 
continuity  as  well  as  a high  level  of  care. 
The  use  of  extraneous  personnel  who 
have  not  been  through  the  training  pro- 
gram is  avoided  wherever  possible. 

An  attempt  is  made  to  also  provide 
continuity  of  physician  coverage  of  the 
unit.  A pulmonary  disease  resident  is 
assigned  a three-month  rotation  in  the 
unit  during  his  training  period  and  the 
staff  members  of  the  division  of  pulmo- 


nary disease  rotate  on  a six-week  basis 
as  attending  consultants  to  the  pulmo- 
nary disease  resident  with  daily  rounds. 
During  the  off  hours,  a second  year 
medical  resident  is  on  first  call  to  the 
unit  with  the  backup  of  a pulmonary 
disease  resident  and  a staff  physician  on 
telephone  call. 

In  the  first  two  years  of  operation  of 
the  respiratory  intensive  care  unit  at 
Hahnemann  Hospital  from  May  1970 
through  April  1972,  a total  of  207  pa- 
tients were  admitted. 

The  largest  group  of  patients  had 
chronic  obstructive  lung  disease  (fifty- 
seven  or  28  percent)  while  the  second 
biggest  group  had  pulmonary  failure 
from  drug  overdoses  (thirty-eight  or  18 
percent).  The  diagnoses  of  the  207  pa- 
tients are  given  in  Table  II.  During  this 
two-year  period,  the  survival  ratQ  of  pa- 
tients admitted  to  the  unit  was  73  per- 


TABLE  III 

OXYGEN  USAGE  AT 

HAHNEMANN  HOSPITAL  - 1969-1973 

Date 

Cubic  Feet  Used 

September  1969  . . 

384,172 

March  1970  

451,820 

September  1970  . . 

443,658 

March  1971 

649,168 

September  1971  . . 

585,372 

March  1972  

613,972 

September  1972  . . 

490,064 

March  1973 

627,100 

TABLE  IV 


BUDGETS  FOR  THE  DEPARTMENT 
OF  RESPIRATORY  THERAPY 
HAHNEMANN  HOSPITAL  1968-1973 


Year 

Budget 

1 968-69  

84,281 

1969-70  

186,831 

1970-71  

380,710 

1971-72  

420,000 

1972-73  

429,000 

cent.  The  survival  rate  for  each  diag- 
nosis is  shown  in  Table  II.  The  survival 
rates  for  asthma  (96  percent)  and  drug 
overdoses  (89  percent)  are  especially 
good  as  would  be  expected  with  prompt 
and  vigorous  treatment  of  these 
diseasfes.  The  survival  rate  for  chronic 
obstructive  lung  disease  (C.O.L.D.)  is 
less  impressive  (75  percent)  but  still 
gratifying  considering  the  severity  of 
illness  when  these  patients  are  admitted 
to  the  unit.  The  overall  survival  rate  of 
73  percent  for  this  two-year  period 
compares  favorably  with  the  statistics 
being  reported  by  other  acute  respira- 
tory care  facilities. 

Conclusion 

It  is  extremely  difficult  to  evaluate 
accurately  the  impact  of  the  improved 
facilities  for  respiratory  care  in  the 
three  participating  hospitals.  In  all 
three,  there  has  been  a tremendous 
increase  in  emphasis  on  respiratory  care 
since  the  onset  of  the  program,  and  it  is 
felt  strongly  in  all  three  institutions  that 
the  program  has  contributed  signifi- 
cantly to  improved  respiratory  care 
throughout  the  hospital.  At  Hah- 
nemann, the  use  of  oxygen  has 
increased  since  the  onset  of  the  or- 
ganized respiratory  care  program 
(Table  111).  The  budget  for  the  depart- 
ment of  respiratory  therapy  was  five 
times  as  great  in  1 972- 1973  as  it  was  in 
1968-1969  (Table  IV).  The  pulmonary 
subspecialty  residency  program  at  Hah- 
nemann has  expanded  significantly 
since  the  onset  of  the  program.  In  1 968 
and  1969,  two  subspecialty  residents 
were  trained;  in  1969-1970,  three;  in 
1970-1971,  three;  in  1971-1972,  four; 
and  in  1972-1973,  five.  Medical 
students  and  student  nurses  are  rou- 
tinely assigned  to  the  respiratory  inten- 
sive care  unit. 

Workshops  Developed 

The  second  major  objective  of  the 
program  (to  improve  respiratory  inten- 
sive care  throughout  the  Greater  Dela- 
ware Valley  Region)  was  approached 
by  the  development  of  a two-week 
workshop  in  respiratory  intensive  care. 
From  March  1970  through  February 
1973,  twelve  of  these  two-week  work- 
shops have  been  provided  (See  Table 
V).  Six  have  been  given  at  Hahnemann 
in  Philadelphia,  three  at  Allentown 
Hospital  in  Allentown,  two  at  Wilkes- 


TABLE  V 


WORKSHOPS  IN  RESPIRATORY  INTENSIVE  CARE  PRESENTED  BETWEEN 
MARCH  1970  & FEBRUARY  1973 


March  16-27,  1970 

July  13-24,  1970 

October  5-16,  1970 

November  30  - December  11,1 970 

March  13-24,  1971 

July  12-23,  1971 

October  4-15,  1971 

December  6-17,  1971 

March  14-25,  1972 

July  17-28,  1972 

October  16-27,  1972 

February  12-23,  1973 


Allentown  Hospital 

Hahnemann  Medical  College  and  Hospital 
Wilkes-Barre  General  Hospital 
Hahnemann  Medical  College  and  Hospital 
Allentown  Hospital 

Hahnemann  Medical  College  and  Hospital 
Wilkes-Barre  General  Hospital 
Hahnemann  Medical  College  and  Hospital 
Allentown  Hospital 

Hahnemann  Medical  College  and  Hospital 
Wilmington  Medical  Center 
Hahnemann  Medical  College  and  Hospital 


JUNE  1973 
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TABLE  VI 

OVERALL  EVALUATION  OF  THE  COURSE  BY  ITS  STUDENTS 


Overall  Evaluation 

Outstanding 

Good 

Satisfactory 

of  the  Course 

102 

66 

4 

Would  you  recommend 

Yes 

No 

it  to  others? 

146 

0 

Barre  General  Hospital  in  Wilkes- 
Barre,  and  one  at  the  Wilmington 
Medical  Center  in  Wilmington,  Dela- 
ware. A total  of  eighty-five  physicians, 
ninety-eight  nurses,  and  thirty-six 
inhalation  therapists  have  been 
trained.  The  workshop  has  been  struc- 
tured in  such  a way  as  to  provide  a 
background  of  didactic  material 
presented  in  a lecture  format  and  a 
considerable  amount  of  time  spent  at 
the  bedside  actually  performing  respi- 
ratory intensive  care.  Students  have 
been  taught  to  do  arterial  punctures, 
blood  gas  analysis,  tracheostomy  care, 
chest  physiotherapy,  and  have  been  in- 
structed in  the  use  of  ventilators.  Acid- 
base  physiology  has  been  taught  in  the 
course  by  using  a problem-solving 
approach.  The  students  have  had  a 
chance  to  work  with  a series  of 
ventilators  to  deliver  certain  specified 
parameters  to  the  patient.  In  an  at- 
tempt to  allow  students  to  have  experi- 
ence with  ventilator  regulation,  we  ini- 
tially did  dog  experiments  in  which  an 
anesthetized  animal  was  ventilated, 
and  the  students  had  an  opportunity  to 
change  ventilatory  parameters  and 
note  the  effects  on  blood  gases.  This 
became  an  extremely  time-consuming 
and  somewhat  inefficient  demon- 
stration, so  a computer  simulation  of 
patients  on  controlled  ventilation  was 
developed.  This  computer  simulation 
allows  the  student  to  set  ventilatory 
parameters  and  inspired  oxygen  con- 
centration on  a variety  of  patients  with 
different  types  of  lung  disease.  The 
computer  then  calculates  the  blood 
gases  and  pH  and  the  student  is  given  a 
chance  to  evaluate  these  and,  if  neces- 
sary, to  readjust  the  ventilator.  A 


report  of  this  computer  simulation  is 
to  be  published.1 

The  response  to  this  course  has  been 
enthusiastic.  The  initial  courses  were 
limited  to  fifteen  students  each,  but  the 
last  two  courses  have  contained 
twenty-five  students  because  of  the 
demand.  Students’  response  to  the 
course  has  been  evaluated  by  a Ques- 
tionnaire. a brief  summary  of  which  is 
seen  in  Table  VI.  We  have  attempted 
to  evaluate  the  students'  accomplish- 
ments during  the  course  by  examining 
them  at  the  beginning  and  at  the  end. 
This  technique  has  shown  significant 
improvement  in  all  courses.  The  test 
summaries  are  shown  in  Table  VII. 

The  precise  impact  of  this  course  on 
improvement  of  respiratory  care 
throughout  the  Greater  Delaware 
Valley  Region  has  not  been  evaluated. 
However,  the  expanding  interest  in 
this  course,  the  increased  requests  for 
attendance,  and  the  comments  which 
have  been  obtained  from  many  areas 
would  suggest  that  its  impact  has  been 
significant. 

Discussion 

The  concept  of  this  program  was  to 
improve  respiratory  care  by  developing 
three  centers  of  excellence  located 
throughout  Eastern  Pennsylvania,  one 
in  Allentown,  one  in  Wilkes-Barre,  and 
one  in  Philadelphia.  Throughout  the 
operation  of  the  project,  there  has  been 
excellent  cooperation  between  a medi- 
cal school  hospital,  Hahnemann,  and 
two  community  hospitals — Allentown 
General  and  Wilkes-Barre  General.  All 
three  institutions  have  benefited  from 
the  program  and  have  increased  their 
capabilities  in  the  provision  of  respira- 


tory intensive  care.  The  friendships  and 
respect  for  the  ability  of  colleagues  | 
which  has  developed  during  this  project 
will  make  further  cooperative  under- 
takings very  probable.  Already  there  i 
has  been  cooperation  between  Wilkes- 
Barre  General  Hospital  and  Hah- 
nemann on  the  evaluation  of  pulmo- 
nary dysfunction  in  miners  applying  for 
black  lung  benefits.  The  provision  of  ] 
the  course  at  both  Wilkes-Barre  Gener- 
al Hospital  and  Allentown  Hospital 
rather  than  just  in  Philadelphia  has  I 
served  to  identify  these  areas  as  regional  i 
sites  for  respiratory  intensive  care 
which  cannot  help  but  improve  the  i 
quality  of  care  throughout  their  imme- 
diate areas. 

This  program,  however,  suffers  from 
the  defects  which  are  common  to  many  j 
attempts  at  postgraduate  education.  Al- 
though we  can  demonstrate  that  the  j 
knowledge  of  the  trainees  has  been  tran- 
siently increased  by  the  workshops  (See 
Table  VII),  no  attempt  has  been  made 
to  evaluate  whether  or  not  the  work-  ; 
shops  have  actually  altered  the  behavior  | 
of  the  participants.  The  important  ques-  j 
tion  as  to  whether  or  not  the  workshops  ji 
have  really  improved  respiratory  care 
in  the  Greater  Delaware  Valley  Region  J 
has  not  been  answered.  This  type  of  j 
evaluation  should  be  a component  of  | 
continuing  and  newly  initiated  post- 
graduate medical  education  programs. 

Summary 

A regional  approach  to  the 
provision  and  teaching  of  respiratory  j 
intensive  care  has  been  accomplished 
by  several  hospitals  in  Eastern  Penn- 
sylvania and  Delaware.  The  objectives  ! 
of  the  program  have  been  to  improve 
respiratory  intensive  care  within  the 
participating  institutions  and  through- 
out the  Greater  Delaware  Valley.  The 
latter  objective  has  been  approached  by 
the  development  of  a two-week  work-  i 
shop  in  respiratory  intensive  care,  I 
which  from  March  1970  through  Feb- 
ruary 1973  has  been  given  twelve  times  | 
in  four  different  locations.  It  is  hoped 
that  the  program  may  serve  as  a model 
to  encourage  regional  cooperation  in 
both  provision  of  medical  care  and  in 
postgraduate  medical  education.  □ 
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TABLE  VII 

AVERAGE  EXAMINATION  SCORES  FOR  THE  TWELVE 
WORKSHOPS 

Pre-Course  Test  Post-Course  Test 

Physicians  27.3%  (n  = 86)  56.1%  (n  = 70) 

Nurses  and  Respiratory  35.1%  (n  = 120)  55.8%  (n  = 115) 

Therapists 
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new  members 


ALLEGHENY  COUNTY: 

Richard  L.  Heppner,  M.D.,  4815  Liberty  Ave.,  Pittsburgh  15224. 

Lester  F.  Shapiro,  M.D.,  1215  S.  Negley  Ave.,  Pittsburgh  15217. 

Joseph  Basile,  M.D.,  St.  Francis  General  Hospital,  Pittsburgh 
15201. 

Albert  W.  Biglan,  M.D.,  7 Sylvan  Road,  Pittsburgh  15221. 

Angel  Bilbao,  M.D.,  St.  Francis  General  Hospital,  Pittsburgh 
15201. 

Malcolm  H.  Bremer,  M.D.,  320  E.  North  Ave.,  Pittsburgh  15212. 

Daniel  H.  Brooks,  M.D.,  University  of  Pittsburgh  School  of 
Medicine,  Pittsburgh  15213. 

Ronald  Chludzinski,  M.D.,  9 Oakhurst  Circle,  Pittsburgh  15215. 

Franklin  E.  Cignetti,  M.D.,  Eye  and  Ear  Hospital,  230  Lothrop 
St.,  Pittsburgh  15213. 

Narendra  S.  Doshi,  M.D.,  4800  Friendship  Ave.,  Pittsburgh 
15224. 

Lois  J.  Dunegan,  M.D.,  4742  Centre  Ave.,  Pittsburgh  15213. 

Harold  Footerman,  M.D.,  344  S.  Fairmount  Ave.,  Pittsburgh 
15232. 

Marc  E.  Garfinkel,  M.D.,  120  Ruskin  Ave.,  Apartment  714,  Pitts- 
burgh 15212. 

James  J.  Jakubchak,  M.D.,  2523  Sylvania  Drive,  Bethel  Park 
15102. 

Shreekrishna  B.  Kenkre,  M.D.,  Columbia  Hospital,  312  Penn 
Ave.,  Pittsburgh  15221. 

Sung  Yong  Kim,  M.D.,  St.  Francis  Hospital,  45th  St.,  Pittsburgh 
15201. 

Monto  Ho,  M.D.,  968  Scaife  Hall,  University  of  Pittsburgh 
15213. 

Robert  J.  Lantz,  Jr.,  M.D.,  421  Sangree  Road,  Pittsburgh  15237. 

Sangeui  Lee,  M.D.,  Village  Park,  No.  104,  Pittsburgh  15214. 

James  M.  Lees,  M.D.,  1027  Murray  Hill  Ave.,  Pittsburgh  15217. 

David  Y.  Liang,  M.D.,  1306  Fawcett  Ave.,  No.  7,  McKeesport 
15131. 

Pedro  A.  Marquez,  M.D.,  Montefiore  Hospital,  Pittsburgh 
15213. 

Frederic  W.  Martin,  M.D.,  West  Penn  Hospital,  Pittsburgh 
15224. 

Michael  D.  Molinari,  M.D.,  3 Allegheny  Center,  No.  712,  Pitts- 
burgh 15212. 

Sushma  R.  Nangia,  M.D.,  St.  Francis  General  Hospital,  Pitts- 
burgh 15201. 

Lewis  F.  Nettrour,  M.D.,  7026  Jenkins  Arcade,  Pittsburgh 
15222. 

Hamlet  T.  Newson,  M.D.,  146  Lehengrin  Drive,  Pittsburgh 
15209. 

Bonthala  Pandu,  M.D.,  5704  Penn  Ave.,  Apartment  V-411,  Pitts- 
burgh 15206. 

Irenio  P.  Pantangoo,  Jr.,  M.D.,  Eye  and  Ear  Hospital,  Pittsburgh 
15213. 

Koduri  Parandham,  M.D.,  422  Ross  Ave.,  Pittsburgh  15221. 

Norberto  A.  Rodriguez,  M.D.,  3811  O’Hara  St.,  Pittsburgh 
15213. 

Emil  Ros,  M.D.,  114  Valley  Hi  Drive,  Pittsburgh  15229. 

Thomas  R.  Rumble,  M.D.,  1311  O'Hara  St.,  Pittsburgh  15213. 

Allan  B.  Schachter,  M.D.,  3600  Forbes  Ave.,  Pittsburgh  15213. 

Louis  N.  Scotti,  M.D.,  Presbyterian  University  Hospital,  Pitts- 
burgh 15213. 

Jerry  D.  Shamblin,  M.D.,  3600  Forbes  Ave.,  No.  606,  Pittsburgh 
15213. 

Joytinbra  P.  Shah,  M.D.,  St.  Francis  Hospital,  Pittsburgh  15201. 

Daniel  S.  Shrager,  M.D.,  2907  Fernwald  Rd.,  Pittsburgh  15217. 

Ralph  D.  Siewers,  M.D.,  University  of  Pittsburgh  School  of 
Medicine,  Pittsburgh  15213. 

Michele  A.  Stewart,  M.D.,  3811  O’Hara  St.,  Pittsburgh  15213. 

Vladimire  Suciu,  M.D.,  West  Penn  Hospital,  Pittsburgh  15224. 

James  N.  Thompson,  M.D.,  396  Anawanda  Ave.,  Pittsburgh 
15228. 

Milos  Ulrych,  M.D.,  3363  Parkview  Ave.,  Pittsburgh  15213. 

Henry  T.  Uy,  M.D.,  Mercy  Hospital,  Pittsburgh  15219. 


ARMSTRONG  COUNTY: 

Jae  T.  Yang,  M.D.,  154  S.  Jefferson  St.,  Kittanning  16201. 

BEAVER  COUNTY: 

Louis  J.  Wilkie,  M.D.,  Medical  Center  of  Beaver  County,  Beaver 
Falls  15010. 

BRADFORD  COUNTY: 

Songho  Hong,  M.D.,  Medical  Arts  Building,  Towanda  14892. 

BUCKS  COUNTY: 

Nathima  H.  Atchoo,  M.D.,  31  Flamingo  Road,  Levittown  19056. 
John  S.  Dobrota,  M.D.,  Pennridge  Medical  Arts  Bldg.,  Sellers- 
ville  18960. 

Stephen  T.  Bush,  M.D.,  320  Main  St.,  Johnstown  15901. 

CAMBRIA  COUNTY: 

George  S.  Ashman,  M.D.,  503  Tioga  St.,  Johnstown  15905. 
Amnuey  M.  Chiemprabha,  M.D.,  1050  Tener  St.,  Apartment  10, 
Johnstown  15904. 

Igor  I.  Islamoff,  M.D.,  128  Walnut  St.,  Johnstown  15901. 

CRAWFORD  COUNTY: 

Tristan  M.  Gale,  M.D.,  9922  Salem  House,  Meadville  16335. 

DAUPHIN  COUNTY: 

William  B.  Beach,  Jr.,  M.D.,  308  Health  and  Welfare  Building, 
Harrisburg  17120. 

William  D.  Hakkarinen,  M.D.,  Milton  S.  Hershey  Medical 
Center,  Hershey  17033. 

Arthur  H.  Hayes,  Jr.,  M.D.,  Milton  S.  Hershey  Medical  Center, 
Hershey 17033. 

Howard  E.  Kulin,  M.D.,  Milton  S.  Hershey  Medical  Center, 
Hershey  17033. 

Charles  W.  Lloyd,  M.D.,  500  University  Drive,  Hershey  1 7033. 

DELAWARE  COUNTY: 

Robert  J.  DiGiovanni,  M.D.,  U.S.  Army  General  Hospital,  Fort 
Gordon,  Ga.  30905. 

William  D.  Ziegenfus,  M.D.,  410  Thayer  Rd.,  Swarthmore 
19081. 

ERIE  COUNTY: 

Robert  S.  Lie,  M.D.,  St.  Vincent  Hospital,  Erie  16512. 
Seshamamba  Mahidhara,  M.D.,  Uniontown  Hospital,  Union- 
town  15401. 

Arthur  N.  Ward,  M.D.,  704  Benoni  Ave.,  Fairmont,  W.  Va.  26554. 
Victor  S.  Martini,  M.D.,  20  West  High  St.,  Union  City  16438. 

Han  Ho  Pak,  M.D.,  Emergency  Room,  Hamot  Medical  Center, 
Erie  16512. 

LACKAWANNA  COUNTY: 

Mordekhai  Moritz,  M.D.,  1561  Derry  Dr.,  Dresher  19025. 

LANCASTER  COUNTY: 

Alfred  J.  Cooke,  Jr„  M.D.,  127  E.  Frederick  St.,  Lancaster 
17602. 

Gerald  G.  May,  M.D.,  555  N.  Duke  St.,  Lancaster  17604. 

John  H.  Shertzer,  M.D.,  127  E.  Frederick  St.,  Lancaster  17602. 
Ernest  M.  Wood,  M.D.,  2997  King's  Lane,  Lancaster  17601. 

LEHIGH  COUNTY: 

Hugh  S.  Gallagher,  M.D.,  901  N.  19th  St.,  Allentown  18104. 
Laurence  J.  Krenis,  M.D.,  Sacred  Heart  Hospital,  Fourth  and 
Chew  Sts.,  Allentown  18102. 

Jonathan  W.  Bortz,  D.O.,  17th  and  Chew  Sts.,  Allentown  18102. 
Joseph  F.  Gegwich,  M.D.,  Allentown  Hospital,  Allentown 
18102. 
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Stanley  R.  Harris,  M.D.,  1231  Athens  Drive,  Whitehall  18052. 
Chung  Han  Kim,  M.D.,  Sacred  Heart  Hospital,  4th  and  Chew 
Sts.,  Allentown  18102. 

Norman  S.  Sarachek,  M.D.,  3231  Oxford  Circle  South,  Allen- 
town 18104. 

David  W.  Whitson,  M.D.,  Allentown  Hospital,  Allentown  18102. 


MONTGOMERY  COUNTY: 

Spencer  I.  Richmond,  M.D.,  2220  Mt.  Carmel  Ave.,  Glenside 
19038. 

Patricia  A.  Fenn,  M.D.,  933  Haverford  Road,  Bryn  Mawr  19010. 

Michael  Groll,  M.D.,  1245  Highland  Ave.,  Abington  19001. 

N.  LeRoy  Hammond,  III,  M.D.,  4 Loves  Lane,  Wynnewood 
19096. 

Frank  S.  Harrison,  Jr.,  M.D.,  933  Haverford  Road,  Bryn  Mawr 
19010. 

Soen  Hien  Njo,  M.D.,  511  Kane  Drive,  Maple  Glen  19002. 

MONTOUR  COUNTY: 

Roger  W.  Browne,  M.D.,  23  Oak  St.,  Danville  1 7821 . 

Patrick  J.  DeGennaro,  M.D.,  Geisinger  Medical  Center,  Dan- 
ville 17821. 

Kenneth  E.  Quickel,  Jr.,  M.D.,  Geisinger  Medical  Center,  Dan- 
ville 17821. 


NORTHAMPTON  COUNTY: 

Joseph  C.  L.  Merola,  M.D.,  218  E.  North  St.,  Nazareth  18064. 

Jose  M.  Ugarte,  M.D.,  3002  Westminster  Rd.,  Bethlehem  18017. 

PHILADELPHIA  COUNTY: 

George  Isajiw,  M.D.,  373  Wembly  Rd.,  Upper  Darby  19082. 

Anthony  M.  Padula,  M.D.,  3304  Hawthorne  Dr.  W.,  Dover,  Del. 
19901. 

Nelson  D.  Sirlin,  M.D.,  Regional  Medical  Center,  Davis- 
Monthan  Air  Force  Base,  Tucson,  Arizona  85707. 

Paul  D.  Shawaluk,  M.D.,  6751  Akron  St.,  Philadelphia  19149. 

PHILADELPHIA  COUNTY: 

Antonio  E.  Alfonso,  M.D.,  Temple  University  Hospital,  Broad 
and  Montgomery  Ave.,  Philadelphia  19122. 

Mario  Amaro,  M.D.,  878  N.  21st  St.,  Philadelphia  19130. 

Victor  T.  Ambruso,  M.D.,  935  Sargent  Ave.,  Bryn  Mawr  19019. 

Robert  R.  Bachman,  M.D.,  3401  N.  Broad  St.,  Philadelphia 
19140. 

Moo  W.  Choi,  M.D.,  Hahnemann  Hospital,  Philadelphia  19102. 

William  S.  Connolly,  D.O.,  Hahnemann  Medical  College  and 
Hospital,  230  N.  Broad  St.,  Philadelphia  19102. 

Jeffrey  I.  Damsker,  M.D.,  Hahnemann  Hospital,  230  N.  Broad 
St.,  Philadelphia  19102. 

Edward  H.  Dench,  Jr.,  M.D.,  2300  W.  Cheltenham  Ave., 
Philadelphia  19138. 

Howard  H.  Ginsburg,  M.D.,  939  Meadowbrook  Apartments, 
Huntingdon  Valley  19006. 

Bardol  Gizdavcic,  M.D.,  9407  Outlook  Ave.,  Philadelphia 
19114. 

Hyman  I.  Greenfield,  M.D.,  7901  Henry  Ave.,  E-210, 

Philadelphia  19128. 

Martin  Grabois,  M.D.,  Moss  Rehabilitation  Hospital, 
Philadelphia  19141. 

Walter  F.  Hatley,  M.D.,  8th  and  Girard  Ave.,  Philadelphia 
19123. 

S.  Jay  Hirsh,  M.D.,  8201  Henry  Ave.,  Philadelphia  19128. 

Robert  Iskowitz,  M.D.,  Moss  Rehabilitation  Hospital, 
Philadelphia  19141. 

WASHINGTON  COUNTY: 

Rogelio  R.  Rabanera,  M.D.,  959  Cross  St.,  California  15419. 

William  E.  Reisinger,  Jr.,  M.D.,  20  Craven  Dr.,  125B,  Charleroi 
1 5022. 

Leonard  B.  Zadecky,  M.D.,  821  Dry  Run  Road,  Monongahela 
1 5063. 


PROLOID®  (thyroglobulin) 

Caution:  Federal  law  prohibits  dispensing  without 
prescription. 

Description.  Proloid  (thyroglobulin)  is  obtained 
from  a purified  extract  of  frozen  hog  thyroid. 
It  contains  the  known  calorigenically  active 
components,  Sodium  Levothyroxine  (To)  and 
Sodium  Liothyronine  (T3).  Proloid  (thyroglobu- 
I in)  conforms  to  the  primary  USP  specifications 
for  desiccated  thyroid— for  iodine  based  on 
chemical  assay— and  is  also  biologically  as- 
sayed and  standardized  in  animals. 

Chromatographic  analysis  to  standardize  the 
Sodium  Levothyroxine  and  Sodium  Liothyro- 
nine content  of  Proloid  (thyroglobulin)  is  rou- 
tinely employed. 

The  ratio  of  T4  and  T3  in  Proloid  (thyroglob- 
ulin is  approximately  2.5  to  1 . 

Proloid  (thyroglobulin)  is  stable  when  stored 
at  usual  room  temperature. 

Indications.  Proloid  (thyroglobulin)  is  thyroid 
replacement  therapy  for  conditions  of  inade- 
quate endogenous  thyroid  production:  e.g., 
cretinism  and  myxedema.  Replacement  therapy 
will  be  effective  only  in  manifestations  of  hypo- 
thyroidism. 

In  simple  (nontoxic)  goiter,  Proloid  (thyro- 
globulin) may  be  tried  therapeutically,  in  non- 
emergency situations,  in  an  attempt  to  reduce 
the  size  of  such  goiters. 

Contraindication.  Thyroid  preparations  are 
contraindicated  in  the  presence  of  uncorrected 
adrenal  insufficiency. 

Warnings.  Thyroglobulin  should  not  be  used 
in  the  presence  of  cardiovascular  disease  un- 
less thyroid-replacement  therapy  is  clearly  in- 
dicated. If  the  latter  exists,  low  doses  should 
be  instituted  beginning  at  0.5  to  1.0  grain  (32 
to  64  mg)  and  Increased  by  the  same  amount 
in  increments  at  two-week  intervals.  This  de- 
mands careful  clinical  judgment. 

Morphologic  hypogonadism  and  nephroses 
should  be  ruled  out  before  the  drug  is  admin- 
istered. If  hypopituitarism  is  present,  the  adre- 
nal deficiency  must  be  corrected  prior  to 
starting  the  drug. 

Myxedematous  patients  are  very  sensitive  to 
thyroid  and  dosage  should  be  started  at  a very 
low  level  and  increased  gradually. 

Precaution.  As  with  all  thyroid  preparations 
this  drug  will  alter  results  of  thyroid  function 
tests. 

Adverse  Reactions.  Overdosage  or  too  rapid 
increase  in  dosage  may  result  in  signs  and 
symptoms  of  hyperthyroidism,  such  as  men- 
strual irregularities,  nervousness,  cardiac  ar- 
rhythmias, and  angina  pectoris. 

Dosage  and  Administration.  Optimal  dosage 
is  usually  determined  by  the  patient's  clinical 
response.  Confirmatory  tests  include  BMR,  T3 
131 1 resin  sponge  uptake,  T3  131 1 red  cell  up- 
take, Thyro  Binding  Index  (TBI),  and  Achilles 
Tendon  Reflex  Test.  Clinical  experience  has 
shown  that  a normal  RBI  (3.5-8  mcg/100  ml) 
will  be  obtained  in  patients  made  clinically 
euthyroid  when  the  content  of  T4  and  T3  is 
adequate.  Dosage  should  be  started  in  small 
amounts  and  increased  gradually  with  incre- 
ments at  intervals  of  one  to  two  weeks.  Usual 
maintenance  dose  is  0.5  to  3.0  grains  (32  to 
190  mg)  daily. 

Overdosage  Symptoms.  Headache,  instability, 
nervousness,  sweating,  tachycardia,  with  un- 
usual bowel  motility.  Angina  pectoris  or  con- 
gestive heart  failure  may  be  induced  or 
aggravated.  Shock  may  develop.  Massive  over- 
dosage may  result  in  symptoms  resembling 
thyroid  storm.  Chronic  excessive  dosage  will 
produce  the  signs  and  symptoms  of  hyperthy- 
roidism. 

(Treatment:  In  shock,  supportive  measures 
should  be  utilized.  Treatment  of  unrecognized 
adrenal  insufficiency  should  be  considered.) 
How  Supplied.  V*  grain;  V2  grain;  scored  1 
grain;  IV2  grain;  scored  2 grain;  3 gram;  and 
scored  5 grain  tablets,  in  bottles  of  100  and 
1000. 

Full  information  available  on  request. 

WARNER/CHILCOTT 

Division,  Warner-Lambert  Company 
Morris  Plains,  New  Jersey  07950 
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Jnlike  U.S.P. 
lesiccated  thyroid, 

5roloid*(thyn> 
globulin)  offers 
he  assurance  of 
:onstant  potency. 

To  begin  with, 
ffoloid  is  uniquely 
purified.  The 

hyroglobulin  extracted  from  hog  thyroid  is  devoid  of  any  glandular  debris. 

Then,  Proloid  is  chemically  and  biologically  assayed  to  assure  consistent 
metabolic  activity  from  batch  to  batch.  The  T4  and  T3  content  of  every  dose  is 
blended  for  optimal  thyroid  replacement. 

Important,  too,  is  the  fact  that  Proloid  is  invariably  “fresh”  when  your  patients 
take  it.  Under  proper  storage  conditions,  its  potency  will  not  diminish  for  at  least 
four  years. 

All  of  which  adds  up  to  this:  the  potency  of  Proloid  is  constant...  for  more 
consistent  results. 


(thyroglobulin) 


natural  thyroid  therapy 
that  leaves 
nothing  to  chance 


LET  EXTENDICARE 
PUT  YOU  IN 
PRIVATE  PRACTICE 


NO  FEES 


Listed  below  are  wonderful  opportunities  for  the 
various  specialties  listed: 


HUNTSVILLE , 
ALABAMA: 


CENTER,  TEXAS: 


RONCEVER  TE, 

W.  VIRGINIA: 


(New  Hospital)  Urgent 
need  for  Internal  Medicine 
physicians  and  General 
Practitioners. 

Urgent  need  for  General 
Surgeon  and  General 
Practitioner. 

Urgent  need  - Ped.,  Ortho., 
Surg. 


Free  inspection  trip.  Household  move,  free  office 
rent,  guaranteed  income.  Other  opportunities  exist. 

Call  collect  502-589-3790  for  details,  EXTEN- 
DICARE, INC.,  Professional  Relations  Department, 
P.O.  Box  1438,.  Louisville,  Kentucky  40201.  Jim 
Mattingly,  Director. 
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ALSO  AVAILABLE  FOR  THE  TREATMENT  OF 

impotence 

due  to  androgenic  deficiency  in  the  American  male. 


BUCCAL  Tabs 


Android  1 5 

Methyltestosterone  N.F.-5  mg, 

Android  f 10 

Methyltestosterone  N.F.-10  mg, 

Android!  25 

Methyltestosterone  N.F.  -25  mg. 


DESCRIPTION:  Methyltestosterone  is  17/:-Hydroxy-17-Methylandrost  4 en 
3-one. 


ACTIONS:  Methyltestosterone  is  an  oil  soluble  androgenic  hormone 

INDICATIONS:  In  the  male  1 Eunuchoidism  and  eunuchism  2 Male 
climacteric  symptoms  when  these  are  seconlary  to  androgen  deficiency 
3 Impotence  due  to  androgenic  deficiency  4 Postpuberal  cryptor 
chidism  with  evidence  of  hypogonadism 

Cholestatic  hepatitis  with  jaundice  and  altered  liver  function  tests,  such 
as  increased  BSP  retention  and  rises  m SCOT  levels,  have  been  reported 
alter  Methyltestosterone  These  changes  appear  to  be  related  to 
dosage  of  the  drug  Therefore,  in  the  presence  of  any  changes  in  liver 
function  tests,  drug  should  be  discontinued 

PRECAUTIONS  Prolonged  dosage  of  androgen  may  result  in  sodium  and 
fluid  retention  This  may  present  a problem,  especially  in  patients 
with  compromised  cardiac  reserve  or  renal  disease  In  treating  males 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of  mcreas 
mg  the  nervous,  mental. ‘and  physical  activities  beyond  the  patient  s 
cardiovascular  capacity. 

CONTRAINDICATIONS:  Contraindicated  in  persons  with  known  or  sus 
pected  carcinoma  of  the  prostate  and  in  carcinoma  of  the  male  breast 
Contraindicated  in  the  presence  of  severe  liver  damage 

WARNINGS:  If  priapism  or  other  signs  of  excessive  sexual  stimulation 
develop,  discontinue  therapy.  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular  function,  with 
resultant  oligospermia  and  decrease  in  ejaculatory  volume  Use  caut 
musly  in  young  boys  to  avoid  premature  epiphyseal  closure  or  pre 
cocious  sexual  development  Hypersensitivity  and  gynecomastia  may 
occur  rarely  PBI  may  be  decreased  in  patients  taking  androgens 
Hypercalcemia  may  occur,  particularly  during  therapy  for  metastu 
breast  carcinoma  If  this  occurs,  the  drug  should  be  discontinued 

ADVERSE  REACTIONS:  Cholestatic  Jaundice  • Oligospermia  and  dr 
creased  ejaculatory  volume  • Hypercalcemia  particularly  in  patients 
with  metastic  breast  carcinoma  This  usually  indicates  progression  of 
bone  metastases  • Sodium  and  water  retention  • Priapism  • Vinli 
nation  in  female  patients  • Hypersensitivity  and  gynecomastia 

DOSAGE  ANO  ADMINISTRATION:  Dosage  must  be  stricly  individualized 
as  patients  vary  widely  in  requirements  Daily  requirements  are  best 
administered  in  divided  doses  The  following  chart  is  suggested  as  an 
average  daily  dosage  guide 

INDICATION 

In  the  male 

Eunuchoidism  and  eunuchism 
Male  climacteric  symptoms  and  impotence 
due  to  androgen  deficiency 
Postpuberal  cryptorchism 

HOW  SUPPLIED : 5.  10  25  mg  in  bottles  of  60.  250 


Average  Daily  Oosagc 
Tablets 

10  to  40  mg 

10  to  40  mg 
30  mg 
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cardiovascular  brief 


Cardiovascular  insufficiency 


David  Naide,  M.D.,  Division  of 
Vascular  Diseases,  Graduate  Hospital 
of  the  University  of  Pennsylvania, 
Philadelphia,  Pennsylvania,  is  ques- 
tioned by  William  G.  Leaman,  Jr., 
M.D. 

What  is  a T.I.A.  (transient  ischemic  at- 
tack)? 

This  refers  to  a patient  who  presents 
with  unilateral  focal  signs  (numbness, 
parathesias,  weakness  in  one  arm,  leg, 
or  face)  or  monocular  blindness  or  gen- 
eralized symptoms  of  decreased  cere- 
bral flow  such  as  dizziness  or  aphasia, 
transient  in  nature  (reversible)  and 
lasting  for  perhaps  a few  minutes.  If  the 
symptoms  persist  longer  than  twenty- 
four  hours,  they  may  be  considered  per- 
manent and  the  patient  no  longer  would 
be  classed  as  having  a T.I.A. 

W hat  is  the  significance  of  a T.I.A.? 

This  is  the  most  important  topic  we 
have  to  discuss  since  they  represent  a 
warning  of  potential  difficulty  with  per- 
fusion of  cerebral  tissue;  but.  hopefully, 
preventive  measures  may  be  undertak- 
en to  prevent  a completed  stroke.  Once 
a patient  has  a full-blown  hemiplegia, 
there  is  nothing  to  be  done  to  reverse 
the  damage.  Ideally,  we  would  like  to 
prevent  this  from  occurring. 

W hat  is  the  cause  of  a T.I.A.? 

One  cause  is  a decrease  in  cerebral 
perfusion  which  is  borderline  in  nature 
and  may  be  caused  by  extracranial 
(neck)  or  intracranial  occlusive  va- 
scular disease.  Another  etiologic  factor 
is  microemboli  consisting  of  lipid 
and/or  platelet  material  from  an  ulcera- 
tive atherosclerotic  plaque  in  one  of  the 
carotid  arteries  or  aortic  arch.  Either 
one  or  both  of  these  factors  may  be  of 
importance  in  any  one  patient. 

How  do  you  evaluate  a patient  with  re- 
current T.I.A.s? 


A thorough  neurologic  evaluation  is 
performed  as  well  as  a check  of  the  neck 
area  for  pulses  and  bruits.  Skull  x-rays, 
brain  scan,  and  EEG  are  performed  to 
evaluate  the  cerebrum  and  to  rule  out 
space-occupying  lesions  as  a cause  of 
the  symptoms.  With  radioisotope  scan- 
ning, one  can  also  take  counts  and  get  a 
scan  over  the  neck  as  the  isotope  ap- 
pears in  the  carotid  arteries  and  also 
time  the  speed  of  appearance  of  radio- 
activity in  the  right  and  left  cerebral 
hemispheres,  comparing  the  two  sides. 
Other  useful  tests  include  ophthal- 
modynamometry and  Doppler-UI- 
trasound  study  of  blood  flow  in  the 
supraorbital  artery.  EEG  with  carotid 
compression  is  no  longer  done  because 
of  the  risk  involved. 

How  do  you  manage  patients  with  re- 
current T.I.A.s? 

After  the  above  evaluations,  one 
must  proceed  to  an  aortic  arch  study  to 
see  if  a lesion  amenable  to  surgery  is 
present.  If  an  irregular  (ulcerating) 
plaque  or  significant  stenosis  (greater 
than  80  percent)  is  found  in  one  or 
more  of  the  four  extracranial  cerebral 
arteries,  then  endarterectomy  or,  if  nec- 
essary, a bypass  graft  is  indicated.  If  no 
lesion  is  found,  then  we  must  conclude 
that  the  problem  lies  in  the  smaller  in- 
tracranial vessels.  This,  of  course, 
cannot  be  treated  surgically.  For  this 
type  of  patient,  as  well  as  the  one  with 
extracranial  involvement  who  for  one 
reason  or  another  does  not  have 
vascular  repair,  long-term  oral  an- 
ticoagulants can  be  considered,  al- 
though not  everyone  agrees  with  the  ef- 
fectiveness of  this.  Cerebral  vasodilator 
drugs  are  of  questionable  value. 

What  about  the  patient  with  an  asymp- 
tomatic carotid  bruit? 

At  present,  most  physicians  would 
not  recommend  surgery  for  this  situa- 
tion. However,  some  vascular  surgeons 


now  feel  even  these  should  be  repaired 
to  prevent  the  appearance  of  symptoms 
of  cerebrovascular  insufficiency  (One 
prominent  vascular  surgeon  has  made 
the  statement  that  if  he  questions  such  a 
patient  carefully,  he  is  able  to  elicit 
symptoms  in  all  of  them  which  he  feels 
are  related  to  the  carotid  lesion). 

Can  cardiac  arrhythmias  cause  cerebro- 
vascular symptoms? 

If  an  arrhythmia  is  associated  with  a 
significant  period  of  bradycardia  or 
asystole,  this  can  cause  syncopal  at- 
tacks. It  is  unlikely  that  focal  signs  or 
symptoms  would  be  produced  by  an 
arrhythmia.  To  make  the  diagnosis 
often  requires  placing  the  patient  under 
observation  with  a twelve  to  twenty- 
four-hour  continuous  ECG  tape 
monitor.  If  a period  of  bradycardia  or 
asystole  is  recorded,  then  one  must 
strongly  consider  having  a demand 
pacemaker  implanted. 

What  measures  are  important  in 
preventing  strokes  in  the  general  popu- 
lation? 

Reducing  the  level  of  blood  pressure 
in  patients  with  hypertension  is  the 
most  important  means  of  reducing  the 
incidence  of  cerebral  thrombosis.  Other 
important  factors  are  control  of  blood 
lipids  and  diabetes,  etc. 

What  is  the  pathogenesis  of  strokes? 

Probably  the  majority  are  caused  by 
cerebral  infarctions  from  occlusion  of 
cerebral  arteries  by  thrombosis.  Other 
causes  are  emboli  such  as  from  the 
heart,  hemorrhage  into  the  brain,  and 
non-vascular  causes  such  as  tumors. 

This  Brief  has  been  edited  by  William 
G.  Leaman,  Jr.,  M.D.,  for  the  Council 
on  Education  and  Science,  in  coopera- 
tion with  the  Pennsylvania  Affiliate  of 
the  American  Heart  Association.  This 
brief  was  prepared  prior  to  Dr. 
Leaman’s  death  in  April. 
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cancer  forum 


Early  diagnosis  holds  promise  in  lung  cancer 

aft 

MICHAEL  J.  MASTRANGELO,  M.D.  RICHARD  H.  CREECH,  M.D.  PAUL  F.  ENGSTROM,  M.D, 

Philadelphia 

Drs.  Mastrangelo , Creech,  and  Eng- 
strom  are  associated  with  the 
department  of  medicine  at  Ameri- 
can Oncologic  Hospital,  Fox  Chase, 

Philadelphia. 


Despite  several  decades  of  intensive  investigation,  lung 
cancer  remains  a major  problem  for  clinicians.  The  Ameri- 
can Cancer  Society  estimated  that  76,000  new  cases  of  lung 
cancer  would  be  diagnosed  in  1972.  Of  these,  50  percent 
would  be  inoperable  at  the  time  of  diagnosis.  Of  the  other 
50  percent  who  were  surgical  candidates,  one-half  would 
have  disease  amenable  to  local  resection.  Unfortunately, 
because  of  local  or  distant  recurrence,  only  5 percent  of  all 
lung  cancer  patients  survive  five  years. 

Many  environmental  factors  contributing  to  the  etiology 
of  lung  cancer  are  now  known.  Reduction  of  these  environ- 
mental carcinogenic  substances  will  contribute  most  signifi- 
cantly to  a decreased  incidence  of  lung  cancer.  Intensive  ef- 
forts are  under  way  to  reduce  exposure  to  these  substances. 
These  include  attempts  to  produce  less  hazardous  tobaccos, 
to  decrease  air  pollution,  and  to  reduce  occupational  ex- 
posure to  known  carcinogens.  Since  these  changes  are  dif- 
ficult to  implement  and  will  require  several  decades  before 
they  become  effective,  we  now  have  to  find  a method  of  in- 
creasing the  survival  rate  of  patients  who  have  lung  cancer. 

Little  improvement  can  be  expected  in  surgical  technique 
because  of  early  dissemination  of  the  disease  even  when  a 
lung  cancer  is  small  radiographically  and,  subsequently,  sur- 
gically resectable.  Curative  radiotherapy,  although  oc- 
casionally resulting  in  a five-year  survival  in  a patient  with 
a non-resectable  tumor,  has  contributed  very  little  to  lung 
cancer  survival  statistics,  but  is  useful  as  a means  of  pallia- 
tion for  symptomatic  disease.  The  role  of  chemotherapy  in 
disseminated  disease  has  been  extensively  reviewed,  and  to 
date,  nitrogen  mustard  has  been  found  to  be  the  most  effec- 
tive drug  in  the  palliation  of  disseminated  squamous  cell 
and  large  cell  undifferentiated  bronchogenic  carcinomas. 
On  the  other  hand,  Cytoxan  is  the  most  effective  agent  in 
patients  with  metastatic  adenocarcinoma  and  oat  cell  car- 
cinoma. Although  several  newer  drugs,  i.e.  CCNU, 
Adriamycin,  and  Procarbazine  have  been  found  to  be  effec- 
tive in  the  treatment  of  lung  cancer,  none  are  likely  to  result 
in  consistent  eradication  of  disseminated  disease. 

Since  surgery,  radiotherapy,  and  chemotherapy  have  now 
probably  reached  close  to  their  maximal  effectiveness  and 
because  reduction  of  environmental  carcinogens  will 
decrease  lung  cancer  incidence  only  in  the  distant  future. 


our  only  hope  of  improving  survival  in  the  near  future  will 
be  found  in  early  diagnosis. 

Dr.  K.  R.  Boucot  of  the  Philadelphia  Pulmonary 
Neoplasm  Research  Project,  recently  reported  that  asymp- 
tomatic persons  found  to  have  evidence  of  lung  cancer  in 
routine  chest  x-rays  did  not  have  a better  five-year  survival 
rate  following  resection.  Of  ninety-four  patients  with  lung 
cancer  diagnosed  in  this  manner,  one-third  were  resected  and 
6 percent  survived  five  years.  This  lack  of  improvement  in 
survival  occurred  because  a I cm  lesion,  which  is  just  barely 
visible  radiographically,  is  already  an  advanced  cancer  con-  i 
taining  1 09  cells. 

Earlier  diagnosis  of  lung  cancers  is  therefore  dependent 
on  the  development  of  more  sensitive  detection  methods. 
Sputum  cytology  in  high  risk  patients  does  offer  the  prom- 
ise of  truly  early  diagnosis.  The  effectiveness  of  this  method 
in  the  early  diagnosis  of  cervical  cancer  is  well  known.  Ade- 
quate sputum  for  cytologic  examination  can  now  be  ob- 
tained by  ultrasonic  nebulization.  This  simple,  non-invasive 
method  of  inhaling  extremely  small  droplets  of  water  intc 
distal  bronchioles  results  in  an  effective  sampling  of  des- 
quamated cells  throughout  the  respiratory  tract.  If  a patient 
with  a negative  chest  x-ray  is  found  to  have  sputum  con- 
taining malignant  cells,  the  localization  of  the  tumor  is  then 
mandatory.  A recent  advance  in  this  area  has  been  the  de- 
velopment of  fiberoptic  bronchoscopy,  a technique  allowing 
direct  visualization  of  relatively  small  bronchial  branches. 
Aspiration  and  brush  biopsy  of  suspicious  areas  increases 
the  yield  of  positive  cytologic  results  using  this  technique. 
Fiberoptic  bronchoscopy  is  presently  being  used  at  Mayo 
Clinic  and  at  Johns  Hopkins  Hospital  where  three 
radiographically  negative  persons  with  positive  sputa  were 
found  among  a high-risk  group  of  1,000.  Following 
localization  of  the  tumor,  all  of  these  patients  were  resect- 
able. The  follow-up  period  has  been  too  short  to  determine 
the  clinical  effectiveness  of  this  approach,  although  lesions 
that  are  resected  before  they  are  evident  on  chest  x-ray  do 
promise  increased  survival. 

Because  even  a few  "cures"  of  lung  cancers  is  a major  im- 
provement in  our  now  dismal  survival  rates,  we  are  now  es- 
tablishing these  facilities  for  early  diagnosis  at  the  Fox 
Chase  Center  for  Cancer  and  Medical  Sciences. 


CANCER  FORUM  — presented  cooperatively  by  the  PMS  Council  on  Education  and  Science,  the  Pennsylvania  and  Philadelphia 
Divisions  of  the  American  Cancer  Society,  and  the  Cancer  Control  Section,  Pennsylvania  Department  of  Health.  The  Cancer 
Forum  is  edited  by  Roland  A.  Loeb,  M.D.,  Lancaster. 
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PHYSICIANS  WANTED 

Internist,  orthopedic  surgeon,  derma- 
tologist, psychiatrist — Board  Certified 
I or  Board  Eligible.  To  join  small  group 
Iwith  modern  offices  in  beautiful,  rapid- 
ly growing  community  with  full  hospi- 
tal privileges  available.  Write:  Ralph  J. 
Miller,  M.D.,  Heatherbrae  Square,  In- 
diana, Pennsylvania  15701. 

Orthopedic  Surgeon  wanted — As- 
sociate for  well  established  clinic  in 
Eastern  Pennsylvania.  Under  36  years. 
Partnership  after  IV2  years.  No  invest- 
ment needed.  Board  eligibility 
required.  Write  Department  612,  Penn- 
sylvania Medicine,  20  Erford  Rd., 
Lemoyne,  Pa.  1 7043. 

Psychiatrists  and  Physicians — 

Accredited  Hospital:  Affiliated  with 
approved  general  hospital  for  all  medi- 
cal and  surgical  treatments  as  required. 
$20,629  to  $30,540;  Limited  housing 
possible.  Pennsylvania  license  required. 
Robert  L.  Gatski,  M.D.,  Director,  State 
Hospital,  Danville,  Pa.  17821. 

' University  Health  Service  needs  a gen- 
1 _ral  practice  physician;  has  congenial, 
j active  staff;  many  fringe  benefits;  sala- 
' ry  negotiable,  depending  on  qualifica- 
tions and  experience.  Reply  with 
! complete  curriculum  vitae  to:  P.L. 
Kreider,  M.D.,  Lehigh  University 
Health  Service,  Bethlehem,  Pa.  18015. 
An  equal  opportunity  employer  M/F. 

M.D.s — D.O.s — G.P.s — All  Spe- 

cialties— Private  office  suites  in  hospi- 
tal, clinic  positions  also  available.  200 
bed  hospital  with  new  $3.6  million 
Diagnostic  and  Treatment  Center.  No 
smog.  No  fog.  Nice  place  to  live  with 
family.  Contact  Administrator,  Mercy 
Hospital  of  Johnstown,  Pa.  15905. 


Physician  with  Virgi  la  License 

needed  for  rehabilitation  center  near 
Roanoke.  Participate  in  a dynamic 
program  to  meet  the  needs  of  psycho- 
geriatric  patients.  Suited  for  older  man 
wishing  to  slow  down.  For  details  con- 
tact director,  Catawba  Hospital,  Ca- 
tawba, Virginia  2407 1 . 

Satellite  Clinics  of  200  bed  hospital. 
M.D.s  and  D.O.s  needed.  Financial  ar- 
rangements open.  Paramedical  per- 
sonnel, supplies  and  equipment  fur- 
nished by  hospital.  Excellent  living 
conditions  for  entire  family.  Great 
hunting  and  fishing.  1 and  V2  hours 
from  Pittsburgh.  Contact  Adminis- 
trator, Mercy  Hospital  of  Johnstown, 
Pa.  15905. 

Emergency  Room  Physician  to  join 
five-man  group.  325  bed  hospital. 
Northeastern  Pennsylvania.  Excellent 
compensation  and  benefits.  Flexible 
hours.  Apply  to  Box  616,  Pennsyl- 
vania Medicine,  20  Erford  Rd., 
Lemoyne,  Pa.  17043. 


POSITION  WANTED 

Internist — Board  Eligible.  Eight  years 
private  practice.  Trained  in  cardiology 
including  cardiac  catheterization. 
Seeking  opportunities  for  private  prac- 
tice. Please  reply  to  Department  620, 
Pennsylvania  Medicine,  20  Erford  Rd., 
Lemoyne,  Pa.  17043. 


FOR  SALE 

Combined  home  and  fully  equipped  of- 
fice. Community  of  250,000  in 
Southeast  Pennsylvania.  Three  hospi- 
tals. Price  $37,500.  Additional  details 
on  request.  Present  owner  retiring  from 
OB/GYN  practice.  Write  Dept.  618, 
Pennsylvania  Medicine,  20  Erford  Rd., 
Lemoyne,  Pa.  17043. 

Physician  planning  to  retire.  Wishes  to 
sell  office  building  and  equipment. 
Please  contact:  C.L.  McMillen,  M.D., 
545  State  Street,  Baden,  Pennsylvania 
15005. 


CLASSIFIED  ADVERTISING  INFORMATION 

Rates — $10.00  per  insertion  up  to  30  words;  40  cents  each  additional 
word;  $1.00  per  insertion  for  answers  sent  in  care  of  Pennsylvania  Medi- 
cal Society.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  preceding 
month  of  publication.  Send  to  Pennsylvania  Medical  Society,  20  Erford 
Rd.,  Lemoyne,  Pennsylvania  17043.  The  right  is  reserved  to  reject  or 
modify  copy  to  conform  with  publication  rules. 

DEPARTMENT  NUMBERS — Advertisers  using  department  numbers 
forbid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to 
such  advertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two  initials  of  a 
name,  each  abbreviation,  isolated  numbers,  groups  of  numbers, 
hyphenated  words.  Count  name  and  address  as  five  words,  telephone 
numbers  as  one,  and  “Write  Department...,  PENNSYLVANIA  MEDICINE, 
as  five. 


This  issue  carries  no  education  course  listings.  A comprehensive  list  will  appear  in  the  August  issue. 
If  you  would  like  to  have  a copy  of  the  list  that  was  published  in  the  last  issue,  or  if  you  wish  a copy  of 
the  new  listings  received  since  then,  contact:  Council  on  Education  and  Science,  Pennsylvania  Medi- 
cal Society,  20  Erford  Road,  Lemoyne,  Pa.  17043. 
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• Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 


• Thomas  H.  Atkinson,  Chel- 
tenham; Jefferson  Medical  College, 
1910;  age  85;  died  March  24,  1973. 
He  retired  six  years  ago  after  fifty 
years  of  medical  practice.  A daughter 
and  a son  survive  him. 

• Donald  P.  Bloser,  Enola;  Temple 
University  School  of  Medicine,  1943; 
age  56;  died  March  17,  1973.  His  wife, 
two  sons,  two  daughters,  his  mother, 
two  brothers,  and  two  sisters  survive 
him. 

• Frank  W.  J.  Burge,  Haverford; 
University  of  Pennsylvania  School  of 
Medicine,  1 9 1 7;  age  79;  died  MarchS, 
1973.  He  founded  the  Burge  Tubercu- 
losis Clinic,  Philadelphia,  and  served 
as  its  medical  director.  Dr.  Burge  was 
a former  chairman  of  the  board  of 
regents  of  the  American  College  of 
Chest  Physicians.  He  is  survived  by  his 
wife  and  two  daughters. 

• James  B.  Carty,  Darby;  Jefferson 
Medical  College,  1939;  age  59;  died 
March  24,  1973.  He  was  director  of 
surgery  at  Delaware  County  Memorial 
Hospital  and  a member  of  the  staff  at 
Presbyterian  Hospital.  Dr.  Carty  was  a 
fellow  of  the  American  College  of  Sur- 
geons, the  International  College  of 
Surgeons,  the  Philadelphia  Academy 
of  Surgery,  and  the  Philadelphia 
College  of  Physicians.  His  wife,  a 
daughter,  and  two  sons,  one  of  whom 
is  Dr.  J ames  B.  Carty,  Jr.,  survive  him. 

• William  J.  Cress,  Pottsville;  Uni- 
versity of  Pennsylvania  School  of 
Medicine,  1920;  age  76;  died  No- 
vember 28,  1972.  He  is  survived  by  his 
wife. 

• John  A.  G.  Davis,  Kingston; 
Medical  College  of  Virginia,  1924;  age 
79;  died  March  10,  1973.  He  is  sur- 
vived by  his  wife  and  three  daughters. 

• E.  Witmer  Gerth,  Columbia; 
Temple  University  School  of  Medi- 
cine, 1941 ; age  59;  died  April  7,  1973. 
He  was  a former  president  of  the  staff 
and  chairman  of  the  department  of 
medicine  at  Columbia  Hospital.  He  is 
survived  by  his  wife  and  mother. 

• Earl  F.  Hawkins,  Philadelphia; 
Howard  University  College  of  Medi- 
cine, 1933;  age  66;  died  March  29, 
1973.  His  wife  and  two  daughters  sur- 
vive him. 


• Florence  E.  Hess,  York;  Medical 
College  of  Virginia,  1933;  age  74;  died 
March  12,  1973.  She  was  a diplomate 
of  the  National  Board  of  Medical  Ex- 
aminers. She  is  survived  by  a daughter. 

• Fred  B.  Hooper,  Camp  Hill;  Jef- 
ferson Medical  College,  1937;  age  61; 
died  March  19,  1973.  He  was  a fellow 
of  the  American  Urological  Associa- 
tion, the  American  Geriatric  Society, 
and  the  American  Association  of  Ab- 
dominal Surgeons.  He  was  also  a past 
president  of  the  Dauphin  County  Med- 
ical Society  and  the  Harrisburg  Acade- 
my of  Medicine.  He  is  survived  by  his 
wife  and  two  sons,  Joseph  R.  Hooper, 
M.D..  Camp  Hill;  and  Fred  B. 
Hooper,  Jr.,  M.D.,  Philadelphia. 

• George  L.  Howder,  Elizabeth; 
University  of  Pittsburgh  School  of 
Medicine,  1905;  age  89;  died  March  8, 
1973.  He  had  been  a practicing 
physician  for  sixty-seven  years.  He  is 
survived  by  his  daughter. 

• William  G.  Leaman,  Jr.,  Union- 
ville;  University  of  Pennsylvania 
School  of  Medicine,  1922;  age  74; 
died  April  11,  1973.  He  was  emeritus 
professor  of  medicine  at  the  Medical 
College  of  Pennsylvania,  past  president 
of  the  Philadelphia  Heart  Association 
and  the  Heart  Association  of  South- 
eastern Pennsylvania,  and  a former 
board  member  of  the  American  Heart 
Association.  Dr.  Leaman  was  a fellow 
of  the  American  College  of  Physicians, 
the  Philadelphia  College  of  Physicians, 
and  the  American  Council  of  Clinical 
Cardiology.  He  is  survived  by  his  wife 
and  a daughter. 

• Berta  M.  Meine,  King  of  Prussia; 
Woman's  Medical  College.  1911;  age 
87;  died  November  17,  1972.  Informa- 
tion regarding  survivors  is  not  avail- 
able. 

• Franklin  P.  Phillips,  Ormond 
Beach,  Florida;  University  of  Pennsyl- 
vania School  of  Medicine,  1909;  age 
87;  died  February  23,  1973.  He  had 
practiced  medicine  for  many  years  in 
Franklin.  His  wife  and  a son,  Dr. 
Franklin  Phillips,  Upper  Saddle,  New 
Jersey,  survive  him. 

• Edward  H.  Platte,  Collegeville; 
University  of  Pennsylvania  School  of 


Medicine,  1936;  age  62;  died  March 
14.  1973.  He  had  been  college 

physician  for  Ursinus  College  for 
twenty-seven  years.  His  wife,  two  sons, 
and  four  sisters  survive  him. 


• Milton  M.  Rosenberg,  Scranton; 
University  of  Pennsylvania  School  of 
Medicine,  1919;  age  78;  died  February 
28,  1973.  He  was  a diplomate  of  the 
American  College  of  Surgeons  and  a 
fellow  of  the  International  College  of 
Surgeons,  the  Pennsylvania  Academy  j 
of  Allergy,  and  the  Pennsylvania  Eye,  ' 
Ear,  Nose,  and  Throat  Society.  He  is 
survived  by  his  wife. 


• Saverio  S.  Rovito,  Narberth; 
Royal  University  of  Rome,  Italy, 
1939;  age  61;  died  March  18,  1973. 
He  had  been  chief  of  the  geriatrics  and 
arthritics  out-patient  clinic  at  Philadel- 
phia Naval  Hospital  for  sixteen  years. 
He  is  survived  by  his  wife,  a daughter, 
three  sisters,  and  two  brothers. 


• James  J.  Ryan,  Hill  City.  Kansas; 
Jefferson  Medical  College,  1942;  age 
57;  died  March  23,  1973.  He  had  prac- 
ticed surgery  in  the  Philadelphia  area 
for  thirty  years  before  moving  to 
Kansas  where  he  was  chief  surgeon  at 
Graham  County  Hospital.  His  wife, 
two  daughters,  two  sisters,  and  six 
brothers  survive  him. 

• Harry  C.  Winslow,  Meadville; 
University  of  Pennsylvania  School  of 
Medicine,  1911;  age  88;  died  March 
12,  1973.  He  had  practiced  medicine 
for  over  fifty  years  in  Meadville.  He 
was  a charter  member  of  the  Spencer 
Hospital  medical  staff,  later  becoming 
chief  of  staff.  Dr.  Winslow  was  named 
an  honorary  life  member  of  the  board 
of  directors  of  the  Pennsylvania 
Division,  American  Cancer  Society, 
for  his  work  with  the  Crawford 
County  cancer  clinic,  which  he 
founded.  He  was  a fellow  of  the  Amer- 
ican College  of  Surgeons.  Information 
regarding  survivors  is  not  available. 


John  M.  Connolly,  Philadelphia; 
University  of  Pennsylvania  School  of 
Medicine,  1917;  age  84;  died  March 
15,  1973.  He  had  practiced  medicine 
for  over  sixty  years.  A son,  John  M. 
Connolly,  Jr.,  M.D.,  Wynnewood;  a 
daughter;  and  two  sisters  survive  him. 
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The  diabetic 
who  has 
too  much... 

too  much  sugar, 
too  much  fat. 
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Maybe  the  last  thing  she  needs  is  more  of  her 
own  insulin.  Especially  when  you  consider 
•that  many  overweight  diabetics  already  have 
normal  or  high  levels  of  endogenous  insulin 
and  that  insulin  is  lipogenic. 

If  she  jyst  won  t diet  and  oral  therapy  is 
indicated  in  adult-onset,  nonketotic  diabetes. 

DBI-TD  Geigy 

phenformin  HEr***^ 

lowers  blood  sugar  without  raising 
blood  insulin. 


I rt 


etails,  including  dosage, 
prescribing  information. 


DBI*  phenformin  HCI 
Tablets  of  25  mg. 

DBI-TD*  phenformin  HCI 
Timed-Disintegration 
Capsules  of  50  and  100  mg. 

Indications:  Stable  adult  diabetes  mellitus;  sulfonyl- 
urea failures,  primary  and  secondary;  adjunct  to 
insulin  therapy  of  unstable  diabetes  mellitus 
Contraindications:  Diabetes  mellitus  that  can  be 
regulated  by  diet  alone;  juvenile  diabetes  mellitus 
that  is  uncomplicated  and  well  regulated  on  in- 
sulin; acute  complications  of  diabetes  mellitus 
(metabolic  acidosis,  coma,  infection,  gangrene); 
during  or  immediately  after  surgery  where  insulin 
is  indispensable;  severe  hepatic  disease;  renal  dis- 
ease with  uremia;  cardiovascular  collapse  (shock); 
after  disease  states  associated  with  hypoxemia 
Warnings:  Use  during  pregnancy  is  to  be  avoided 
Precautions:  1 Starvation  Ketosis:  This  must  be 
differentiated  from  insulin  lack'  ketosis  and  is 
characterized  by  ketonuria  which,  in  spite  of  rel- 


atively normal  blood  and  urine  sugar,  may  result 
from  excessive  phenformin  therapy,  excessive  in- 
sulin reduction,  or  insufficient  carbohydrate  intake 
Adjust  insulin  dosage,  lower  phenformin  dosage, 
or  supply  carbohydrates  to  alleviate  this  state  Do 
not  give  insulin  without  first  checking  blood  and 
urine  sugar. 

2.  Lactic  Acidosis:  This  drug  is  not  recommended 
in  the  presence  of  azotemia  or  in  any  clinical  situ- 
ation that  predisposes  to  sustained  hypotension 
that  could  lead  to  lactic  acidosis  To  differentiate 
lactic  acidosis  from  ketoacidosis,  periodic  deter- 
minations of  ketones  in  the  blood  and  urine  should 
be  made  in  diabetics  previously  stabilized  on  phen- 
formin, or  phenformin  and  insulin,  who  have  be- 
come unstable.  If  electrolyte  imbalance  is  sus- 
pected, periodic  determinations  should  also  be 
made  of  electrolytes,  pH,  and  the  lactate-pyruvate 
ratio.  The  drug  should  be  withdrawn  and  insulin, 
when  required,  and  other  corrective  measures 
instituted  immediately  upon  the  appearance  of  any 
metabolic  acidosis. 


3 Hypoglycemia:  Although  hypoglycemic  re- 
actions are  rare  when  phenformin  is  used  alone, 
every  precaution  should  be  observed  during  the 
dosage  adjustment  period  particularly  when  insulin 
or  a sulfonylurea  has  been  given  in  combination 
with  phenformin 

Adverse  Reactions:  Principally  gastrointestinal; 
unpleasant  metallic  taste,  continuing  to  anorexia, 
nausea  and,  less  frequently,  vomiting  and  diarrhea 
Reduce  dosage  at  first  sign  of  these  symptoms.  In 
case  of  vomiting,  the  drug  should  be  immediately 
withdrawn.  Although  rare,  urticaria  has  been  re- 
ported, as  have  gastrointestinal  symptoms  such  as 
anorexia,  nausea  and  vomiting  following  excessive 
alcohol  intake.  (B)  98-146-103-E  (6/72) 

For  complete  details,  including  do sage,  please 
see  full  prescribing  information. 
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medication  for  sleep 


be  expected 


recommended. 

Contraindications:  Known  hypersensi- 
tivity toflurazepam  HCI. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  Caution  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  (e  g.,  operating 
machinery,  driving).  Use  in  women  who 
are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed 
against  possible  hazards.  Not  recom- 
mended for  use  in  persons  under  15  years 


of  age.  though  physical  and  psychologic 
dependence  have  not  been  reported  on 
recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individu 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mj 
to  preclude  oversedation,  dizziness  anc 
or  ataxia.  If  combined  with  other  drugs 
having  hypnotic  or  CNS-depressant 
effects, consider  potential  additive  effec 
Employ  usual  precautions  in  patients 
who  are  severely  depressed,  or  with 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insom 
nia  characterized  by  difficulty  in  falling 
asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor 
sleeping  habits;  and  in  acute  or  chronic 
medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administra- 
tion is  generally  not  necessary  or 


for  7 to  8 hours  without  need  to  repeat 
dosage  during  the  night 

No  sleep  medication  has  been  as  rigorously  evaluated  in  the  sleep  research 
laboratory  as  Dalmane.  Insomnia  patients  given  one  30-mg  capsule  of  Dalmane 
at  bedtime,  on  average:  fell  asleep  within  17  minutes,  had  fewer  nighttime 
awakenings,  spent  less  time  awake  after  sleep  onset,  and  slept  for  7 to  8 hours 
with  no  need  to  repeat  dosage  during  the  night. 


with  consistency 

Dalmane  has  been  shown  to  be  consistently  effective  even  during  consecutive 
nights  of  administration.  Thus  there  is  little  likelihood  for  the  need  to  increase 
dosage  to  maintain  therapeutic  effect. 

Dalmane  (flurazepam  HCI)  is  a distinctive  sleep  medication— a benzo- 
diazepine specifically  indicated  for  insomnia.  It  is  not  a barbiturate  or  metha- 
qualone,  nor  is  it  related  chemically  to  any  other  available  hypnotic. 


with  relative  safety 

Chronic  tolerance  studies  have  confirmed  the  relative  safety  of  Dalmane;  no 
depression  of  cardiac  or  respiratory  function  was  noted  in  patients  administered 
recommended  or  higher  doses  for  as  long  as  90  consecutive  nights.  Dalmane  is 
generally  well  tolerated  and  morning  “hang-over”  is  relatively  infrequent. 
Dizziness,  drowsiness,  lightheadedness  and  the  like  have  been  the  side  effects 
noted  most  frequently,  particularly  in  elderly  and  debilitated  patients.  (An 
initial  dose  of  Dalmane  15  mg  should  be  prescribed  for  these  patients.) 


DALMANE’ 

(flurazepam  HCI) 

When  restful  sleep  is  indicated 

One  30-mg  capsule  h.s.— usual  adult  dosage 
(15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.— initial  dosage  for  elderly 
or  debilitated  patients. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
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int  depression  or  suicidal  tendencies, 
iodic  blood  counts  and  liver  and  kid- 
function  tests  are  advised  during 
eated  therapy.  Observe  usual  precau- 
tis  in  presence  of  impaired  renal  or 
Uatic  function. 

verse  Reactions:  Dizziness,  drowsi- 
ts,  lightheadedness,  staggering,  ataxia 
I falling  have  occurred,  particularly 
Hderly  or  debilitated  patients.  Severe 
lation,  lethargy,  disorientation  and 
na,  probably  indicative  of  drug  intoler- 
:e  or  overdosage,  have  been  reported. 


Also  reported  were  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  Gl  pa  in', •nervous- 
ness, talkativeness,  apprehension.-irri- 
tability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints.There  have  also  been  rare  occur- 
rences of  sweating,  flushes,  difficulty  in 
focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech, 


confusion,  restlessness,  hallucinations, 
and  elevated  SGOT,  SGPT,  total  and  direct 
bilirubins  and  alkaline  phosphatase. 
Paradoxical  reactions,  eg.  excitement, 
Stimulation  and  hyperactivity,  have  also 
been  reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  bene- 
ficial effect.  Adults:  30  mg  usual  dosage: 
15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients:  15  mg 
initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 


Dialogue 


"Prescription 
drugs  - 
who  should 
determine  the 
maker ?” 


Dispenser  of 
Medicine 

Clifton  J.  Latiolais 
President 
American 
Pharmaceutical 
Association 


“Too  many  doctors  are  indiffer- 
ent to  the  economic  consequences  of 
their  decisions.”  So  stated  a recent 
issue  of  Medical  News  Report  (De- 
cember 4,  1972),  an  independent 
weekly  newsletter  published  by  forme 
AMA  Chief  Executive  F.  J.  L.  Blasin- 
game,  M.D. 

Doctor,  are  you  indifferent . . . ? 

In  discussing  an  anticipated  in- 
crease in  Blue  Shield  rates,  Dr.  Blas- 
ingame’s  newsletter  had  this  to  say: 

"In  general,  it  can  be  said,  MD’s 
have  given  the  impression  they  are 
not  particularly  concerned  with  the 
increase  in  cost  of  health  care  to  their 
patients. . . 

“True,  an  MD’s  training  is  pri- 
marily scientific,  but  in  the  real  world 
of  practice,  all  of  his  scientific  deci- 
sions have  a price  tag,  or  an  economk 
impact.  The  economics  of  health  care 
beckon  the  practitioner’s  attention. 
Concern  for  economics  of  medicine 


Maker  of 
Medicine 

C.  Joseph  Stetler 
President 
Pharmaceutical 
Manufacturers 
Association 


When  the  pharmacist  recom- 
mends that  a drug  product  other  than 
the  one  ordered  be  dispensed,  the 
prescriber  invariably  permits  the 
change  when  he  feels  the  best  inter- 
ests of  the  patient  will  be  served. 

Shortcomings  of  Pro-Substitution 
Argument 

The  fact  remains  that  it  is  neces 
sary  for  the  prescriber  to  know  that 
the  change  is  being  contemplated, 
and  to  be  in  a position  to  consent  or 
demur.  Without  that  opportunity,  the 
unilateral  decision  of  the  pharmacist, 
made  in  the  absence  of  clinical  knowl 
edge  of  the  patient,  could  expose  him 
to  needless  risks,  and  in  addition, 
jeopardize  the  relationship  between 
the  professions  of  Pharmacy  and 
Medicine.  In  my  view,  there  is  nothing 
in  the  pro-substitution  argument  that 
offsets  these  risks. 


Advertisement 


The  Issue  of  Drug  Knowledge 

Substitution  advocates  claim 
that  the  primary  justification  for 
changing  the  rules  is  the  desire  to 
better  utilize  pharmacists’  knowledge 
about  drugs.  Yet  the  pharmacist’s 
task  to  keep  current  on  the  entire 
field  of  drug  therapy,  to  some  degree, 
puts  him  at  a disadvantage.  Most 
often,  a practicing  physician  will  need 
expert  knowledge  of  no  more  than  25 


should  be  an  obligation  of  medical 
practice. . . 

“Medical  societies  ought  to  con- 
duct continuing  campaigns  to  point 
out  the  substantial  savings  that  could 
be  realized  thru  deductible  insurance 
and  protection  for  catastrophic  ill- 
ness. At  the  very  least,  they  should,  in 
the  patients’  interest,  question  the 
tactics  of  any  insurance  organization 
that  raises  health  care  costs  by  forc- 
ing policyholders  to  buy  insurance 
they  may  not  need  or  want  and  prob- 
ably won’t  ever  use. 

“Too  many  doctors  are  indiffer- 
ent to  the  economic  consequences  of 
their  decisions.  Too  many,  for  ex- 
ample, habitually  hospitalize  patients 
for  the  convenience  of  the  MD.  It’s 
nonsense  to  deny  such  habits  exist . . . 

“Doctors,  thru  their  medical  so- 
cieties, have  unhesitatingly  appealed 
to  their  patients  for  support  in  the 
fight  against  government  interference 
with  the  private  practice  of  medicine. 
And  the  public  in  the  past  has  re- 
sponded. It’s  time  the  American  Med- 
ical Association  and  state  and  local 
medical  societies  paid  off  the  debt  by 
decisive  action  to  hold  down  the  cost 
of  medical  care.” 

Cost  of  Drugs 

Insurance  rates  and  hospital 
charges  are  only  two  factors  in  health 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation’s  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. "Drug  product  selection"  simply 
means  that  the  pharmacist  functions 
in  the  patient’s  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

(For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  “White 
Paper  on  the  Pharmacist's  Role  in 
Product  Selection " from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


or  30  drugs  that  he  selects  to  treat  the 
majority  of  conditions  encountered  in 
his  practice.  Moreover,  the  physi- 
cian’s choice  of  a specific  brand  is 
based  on  his  knowledge  of  the  pa- 
tient’s medical  history  and  current 
condition,  and  his  experiences  with 
the  particular  manufacturer’s 
product. 

Some  substitution  proponents 
have  argued  that  the  dispensing  of  a 
prescription  is  a simple  two-party 
transaction  between  the  pharmacist 
and  the  patient,  and  that  a substitut- 
ing pharmacist  may  avoid  even  a 
technical  breach  of  contract  by  simply 
notifying  the  patient  that  he  is  making 
the  substitution.  I would  judge  that 
few  courts  would  be  sympathetic 
toward  a pharmacist  who  substituted 
without  physician  approval  and  who 
undertook  a legal  defense  that  seeks 
to  make  the  patient  responsible  for 
the  pharmacist’s  actions. 

Reduced  Prescription  Prices? 

Substitution  advocates  are 
suggesting  to  the  consumer,  and  par- 
ticularly the  consumer  activist,  that 
reduced  prescription  prices  could 
follow  legalization  of  substitution. 

We  have  seen  absolutely  no  evidence 
to  justify  this  claim.  To  the  contrary, 
experience  in  Alberta,  Canada,  where 
substitution  is  authorized,  suggests 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands— of,  say,  ampicillin 
or  tetracycline  — or  how  long  they 
keep  “slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  "corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


cates as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

( 1 ) that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  thev  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  for  our  booklet,  “The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?" 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
11 55  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 


Must  vasodilators 
and  therapy  for 
other  diseases 
come  into 
conflict? 


not  if  the  vasodilator  is 

VASODILAN 

(ISOXSUPRINEHCI) 

the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease1  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs— no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure-or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.:  Geriatrics  ^5.-134-148  (May)  1970. 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 


Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg. -bottles  of  100, 1000,  5000  and  Unit  Dose; 

20  mg.— bottles  of  100,  500  and  Unit  Dose. 
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NEW  BLUE  SHIELD  FEE  SCHEDULE  PROPOSED  The  Board  of  Trustees  at  its 

June  meeting  referred  to  the 

Council  on  Medical  Service  for  study  a letter  proposing  a new  Blue 
Shield  fee  schedule,  said  to  provide  more  services  and  better  reim- 
bursement than  Plan  B,  but  remaining  below  the  levels  of  the  pre- 
vailing fee  program.  Allen  W.  Cowley,  M.D.,  chairman  of  the  Blue 
Shield  Board  of  Trustees,  said  in  his  letter  to  Society  President 
Robert  S.  Sanford,  M.D.,  that  Blue  Shield  hoped  to  have  the  new  fee 
schedule  ready  for  Insurance  Department  approval  early  in  1974. 

Blue  Shield  bylaws  require  approval  from  the  State  Society’s  Board 
of  Trustees  for  the  proposed  fee  schedule.  The  State  Society's 
House  of  Delegates  is  on  record  as  opposing  development  of  any  fur- 
ther fee  schedules  by  Blue  Shield.  The  Board  voted  to  seek  a meeting 
of  the  Executive  Committee  of  the  Blue  Shield  Board  and  the  Society's 
Executive  Committee  to  discuss  this  and  other  matters.  The  Council 
on  Medical  Service  is  expected  to  report  its  findings  to  the  Board 
at  its  August  meeting. 


BOARD  ENDORSES  INSURANCE  PLAN  A Workmen's  Compensation  Savings 

Plan  was  approved  by  the  Board  of 
Trustees  in  June  as  a means  of  assisting  members  to  protect  them- 
selves against  costs  resulting  from  job-related  accidents  or  sick- 
ness. State  law  requires  anyone  employing  one  or  more  persons  to 
carry  workmen's  compensation  insurance  or  be  prepared  to  meet  the 
financial  obligations  of  the  law.  The  plan  submitted  by  the  Dodson 
Insurance  Group  of  Kansas  City,  Mo.  was  approved  by  the  board  on  rec- 
ommendation of  the  Council  on  Medical  Service  after  a survey  indi- 
cated that  many  physicians  were  not  aware  of  their  exposure  to  this 
risk.  The  survey  also  indicated  that  members  would  receive  favorably 
a Society-endorsed  workmen's  compensation  plan.  Complete  details  of 
the  program  and  an  application  for  enrollment  will  be  mailed  in  the 
near  future  to  all  members. 

AD  HOC  COMMITTEE  TO  STUDY  UNIONS  David  S.  Masland,  M.D.,  chairman 

of  the  Society's  Board  of  Trustees, 
has  appointed  the  following  board  members  to  a committee  to  study 
physicians'  unions : Ralph  K.  Shields,  M.D.,  Bethlehem,  who  will  serve 
as  chairman;  Donald  R.  Cooper,  M.D.,  Philadelphia;  Kenneth  L.  Cooper, 
M.D.,  Williamsport;  LeRoy  A.  Gehris,  M.D.,  Reading;  and  David  J. 

Keck,  M.D.,  Fairview.  The  Board  decision  to  form  an  ad  hoc  committee 
followed  the  referral  of  a resolution  on  the  subject  to  the  board 
by  the  1972  House  of  Delegates.  The  house  action  calls  for  a report 
from  the  board  on  the  subject  at  the  1973  Annual  Session.  The  com- 
mittee is  expected  to  have  a report  for  the  August  Board  of  Trustees 
meeting . 

SOCIETY-ENDORSED  INSURANCE  PROGRAM  IN  DEMAND  The  Society-endorsed 

group  automobile  in- 
surance program,  approved  by  the  Board  of  Trustees  in  March,  is  en- 
joying considerable  interest  from  members  and  employees  of  members 
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who  are  also  eligible.  The  Epic  Automobile  Insurance  Plan  has  re- 
ceived over  1, 000  requests  for  quotations  to  date.  Policies  are  being 
issued  on  request  of  members  at  the  expiration  date  of  present  poli- 
cies. Guaranteed  issue,  lower  cost,  and  convenient  payment  arrange- 
ments are  features  of  the  Epic  plan.  Further  information  is  available 
from  Bertholon-Rowland  at  the  Pittsburgh  office  (Telephone  4l2-28l- 
9000)  or  the  Media  office  (Telephone  215-566-2960 ) . 

STATE  SENATE  COMMENDS  DR.  ROTH  A resolution  commending  AMA  Presi- 
dent Russell  B.  Roth.,  M.D.,  of  Erie 
for  ascending  to  the  highest  position  in  American  medicine  was  adopted 
by  the  Pennsylvania  Senate  a few  days  prior  to  Dr.  Roth’s  installa- 
tion during  the  last  week  in  June. 

HEALTH  PROGRAMS  WIN  REPRIEVE  A bill  extending  for  one  year  a number 

of  public  health  service  programs  in- 
cluding regional  medical  programs  was  signed  into  law  by  President 
Richard  M.  Nixon  in  June.  Additional  programs  given  a one-year  stay 
of  execution  include  migrant  workers’  health  services,  community  men- 
tal health  centers , and  the  Hill-Burton  program.  Originally  opposed 
by  the  president,  the  legislation  received  such  overwhelming  support 
in  Congress  that  evidently  a veto  could  not  be  sustained  (The  bill 
passed  the  House  by  a vote  of  372  to  one  and  the  Senate  by  a vote  of 
seventy-two  to  nineteen) . The  three  regional  medical  programs  in  Penn- 
sylvania had  been  reducing  staff  and  completing  programs  preparatory 
to  ending  operations,  with  a few  exceptions  for  certain  programs,  by 
June  30.  All  were  prepared,  however,  to  string  back  into  operation 
with  emphasis  on  evaluation  of  RMP  achievements  since  its  inception. 

OCCUPATIONAL  HEALTH  MEET  SET  The  AMA ' s thirty-third  annual  Congress 

on  Occupational  Health  will  be  held 
this  year  in  Philadelphia  at  the  Benjamin  Franklin  Hotel.  Dates  are 
September  17-18. 

X-RAY  STANDARDS  EFFECTIVE  DATE  EXTENDED  The  Food  and  Drug  Adminis- 
tration has  extended  the 

effective  date  of  the  new  radiation  protection  standard  for  one  year, 
but  warned  manufacturers  who  requested  it  that  no  further  extensions 
would  be  granted.  The  date  was  changed  from  August  155  1973  to  Aug- 
ust 15^  1974.  Sixteen  out  of  eighteen  state  and  local  radiation  con- 
trol agencies  submitted  letters  supporting  the  extension  request. 

BOARD  ACTS  ON  COMMITTEES  The  Board  of  Trustees  at  its  June  meeting 

discharged  two  committees,  appointed  mem- 
bers to  a third,  and  approved  appointments  to  councils  and  committees 
made  by  President-Elect  Ralph  C.  Wilde,  M.D.  Committees  discharged 
were  the  Lay  Advisory  Committee  and  the  Liaison  Committee  with  the 
Hospital  Association  (its  duties  to  be  carried  out  through  meetings  of 
the  Executive  Committees  of  the  two  organizations).  Appointments  to 
the  1973-74  Officers'  Conference  Committee  are:  R.  William  Alexander, 
M.D.,  Berks  County;  chairman;  John  H.  Boal,  Jr.,  M.D.,  Beaver  County; 
William  E.  DeMuth,  M.D.,  Cumberland  County;  John  Mraz,  M.D.,  Erie 
County;  and  George  R.  Fisher,  M.D.,  Philadelphia  County.  The  Board 
appointed  George  E.  Farrar,  Jr.,  M.D.,  of  Philadelphia,  a trustee  of 
the  Society's  Educational  and  Scientific  Trust  to  replace  Pascal  F. 
Lucchesi,  M.D.,  Philadelphia.  Dr.  Wilde's  appointments  to  councils 
and  committees  will  be  reported  fully  in  the  August  issue  of 
PENNSYLVANIA  MEDICINE. 
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PROFESSIONAL  LIABILITY 
INSURANCE 

PENNSYLVANIA  MEDICAL  SOCIETY 
(Sponsor) 


ARGONAUT  INSURANCE 
COMPANY 

(Underwriter) 


PARKER  & COMPANY  INC. 
OF  PENNSYLVANIA 

(Administrator) 


A long-term,  physician-oriented  insurance  partnership-designed  for  today  with 

tomorrow  in  mind! 

Check  the  Program’s  key  features — each  of  significant  value  to  you... 

★ No  member’s  application  can  be  rejected  without  the  applicant  having  the  right  to  request 
the  State  Society’s  review  and  concurrence... 

★ Five  year  coverage  cannot  be  canceled  or  non-renewed  (except  for  non-payment  of 
premium)  without  consent  of  the  State  Society  following  the  insured’s  appeal  for  review... 

★ State  Society  “peer  review”  of  individual  claim  or  suit  settlement  disputes... 

★ Primary  coverage  available  up  to  and  including  limits  of  $1 ,000.000... 

★ Physicians  previously  insured  under  Lloyds’  “claims  made”  policy  have  the  option  of 
purchasing  retroactive  “drop-back”  coverage  ... 

★ Extensive  involvement  by  State  Society  in  underwriting,  claims,  classification  statistics  and 
rate-making  developments... 

★ Planned  program  of  continuing  education  in  malpractice  claims  avoidance  and  preven- 
tion... 

Plan  now  on  participating...  with  the  State  Society  acting  as  the  physician’s  “Ombudsman,” 

it’s  like  having  your  own  insurance  company...  only  better! 

Use  this  coupon  to  secure  an  application 


Mail  to: 

Parker  & Company  Inc.  of  Pennsylvania 
1616  Walnut  Street,  Philadelphia,  Pa.  19103 
Attention:  A.  John  Smither,  Vice-President 

□ I am  interested  in  participating  in  the  PMS  Lia- 
bility Insurance  Program.  Please  send  me  an 
application. 

Present  Carrier 


{ Name  

| Office  Address  

• City  

Telephone  

| Medical  Specialty  

• Date  your  professional  liability 

insurance  expires  

I 


Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
(diazepam)  part  of  your  treatment 
plan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  what  his  response  has 
been.  Along  w ith  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
telpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
w hen  you  decide  it  has  accom- 
pushed  its  therapeutic  task.  In 
general,  when  dosage  guidelines 
are  followed,  Valium  is  well 
tolerated  (see  Dosage).  For  con- 
venience it  is  available  in  2 -mg,  5 -mg 
and  10-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
ported  side  effects. 

Until  response  is  determined, 
atients  receiving  Valium  should 
e cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psychct 
neurotic  states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
ot  acute  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  becaqse  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  sTin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  ana  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  1000. 


Wiunt 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 


Eighteenth  Annual 
PMGA  Tournament 

September 

28,  1973 

• 

Sunnehanna 
Country  Club 

Johnstown, 

Pa. 

• 

Luncheon, 
Cocktails 
and  Dinner 

Open  to  all  PMGA  members 
Non-members  add  $5.00  one-time 
PMGA  membership  fee 

Prizes — McKee  Cup  • Blue  Shield  Handicap 
Blue  Shield  Senior  Trophies  • Flight 
Prizes  • Foursome  Prizes  • Door  Prizes 


ENTRY  FORM 


Name 


$35  Entry  Fee 

Entry  Deadline — August  31 


Address 


Certified  Handicap 

Preferred  Tee-off  Time  (8:30  a.m. — 12:46  p.m.) 

a.m p.m. 

Other  members  of  foursome  1 . 

2.  

3.  


Carts  and  Caddies  Available  (Not  necessary  to  submit  a foursome. 

Single  entries  acceptable) 

Make  check  payable  ($35.00)  to:  Pennsylvania  Medical 

Golfing  Association 
20  Erford  Rd. 

Lemoyne,  Pa.  17043 


No  fee  refund  after  August  31 


PROLOID®  (thyroglobulin) 

Caution:  Federal  law  prohibits  dispensing  without 
prescription. 

Description.  Proloid  (thyroglobulin)  is  obtained 
from  a purified  extract  of  frozen  hog  thyroid. 

It  contains  the  known  calorigenically  active 
components,  Sodium  Levothyroxine  (T»)  and 
Sodium  Liothyronine  (T3).  Proloid  (thyroglobu- 
lin) conforms  to  the  primary  USP  specifications 
for  desiccated  thyroid— for  iodine  based  on 
chemical  assay— and  is  also  biologically  as- 
sayed and  standardized  in  animals. 

Chromatographicanalysis  to  standardize  the 
Sodium  Levothyroxine  and  Sodium  Liothyro- 
nine content  of  Proloid  (thyroglobulin)  is  rou- 
tinely employed. 

The  ratio  of  Tz  and  T3  in  Proloid  (thyroglob- 
ulin is  approximately  2.5  to  1 . 

Proloid  (thyroglobulin)  is  stable  when  stored 
at  usual  room  temperature. 

Indications.  Proloid  (thyroglobulin)  is  thyroid 
replacement  therapy  for  conditions  of  inade- 
quate endogenous  thyroid  production:  e.g., 
cretinism  and  myxedema.  Replacement  therapy 
will  be  effective  only  in  manifestations  of  hypo- 
thyroidism. 

In  simple  (nontoxic)  goiter,  Proloid  (thyro- 
globulin) may  be  tried  therapeutically,  in  non- 
emergency situations,  in  an  attempt  to  reduce 
the  size  of  such  goiters. 

Contraindication.  Thyroid  preparations  are 
contraindicated  in  the  presence  of  uncorrected 
adrenal  insufficiency. 

Warnings.  Thyroglobulin  should  not  be  used 
in  the  presence  of  cardiovascular  disease  un- 
less thyroid-replacement  therapy  is  clearly  in- 
dicated. If  the  latter  exists,  low  doses  should 
be  instituted  beginning  at  0.5  to  1.0  grain  (32 
to  64  mg)  and  increased  by  the  same  amount 
in  increments  at  two-week  intervals.  This  de- 
mands careful  clinical  judgment. 

Morphologic  hypogonadism  and  nephroses 
should  be  ruled  out  before  the  drug  is  admin- 
istered. If  hypopituitarism  is  present,  the  adre- 
nal deficiency  must  be  corrected  prior  to 
starting  the  drug. 

Myxedematous  patients  are  very  sensitive  to 
thyroid  and  dosage  should  be  started  at  a very 
low  level  and  increased  gradually. 

Precaution.  As  with  all  thyroid  preparations 
this  drug  will  alter  results  of  thyroid  function 
tests. 

Adverse  Reactions.  Overdosage  or  too  rapid 
increase  in  dosage  may  result  in  signs  and 
symptoms  of  hyperthyroidism,  such  as  men- 
strual irregularities,  nervousness,  cardiac  ar- 
rhythmias, and  angina  pectoris. 

Dosage  and  Administration.  Optimal  dosage 
is  usually  determined  by  the  patient's  clinical 
response.  Confirmatory  tests  include  BMR,  T3 
,3,l  resin  sponge  uptake,  T3  '3II  red  cell  up- 
take, Thyro  Binding  Index  (TBI),  and  Achilles 
Tendon  Reflex  Test.  Clinical  experience  has 
shown  that  a normal  PBI  (3.5-8  mcg/100  ml) 
will  be  obtained  In  patients  made  clinically 
euthyroid  when  the  content  of  T4  and  T3  is 
adequate.  Dosage  should  be  started  in  small 
amounts  and  increased  gradually  with  incre- 
ments at  intervals  of  one  to  two  weeks.  Usual 
maintenance  dose  is  0.5  to  3.0  grains  (32  to 
190  mg)  daily. 

Overdosage  Symptoms.  Headache,  instability, 
nervousness,  sweating,  tachycardia,  with  un- 
usual bowel  motility.  Angina  pectoris  or  con- 
gestive heart  failure  may  be  induced  or 
aggravated.  Shock  may  develop.  Massive  over- 
dosage may  result  in  symptoms  resembling 
thyroid  storm.  Chronic  excessive  dosage  will 
produce  the  signs  and  symptoms  of  hyperthy- 
roidism. 

(Treatment:  In  shock,  supportive  measures 
should  be  utilized.  Treatment  of  unrecognized 
adrenal  insufficiency  should  be  considered.) 
How  Supplied.  V 't  grain;  V2  grain;  scored  1 
grain;  1 V2  grain;  scored  2 grain;  3 grain;  and 
scored  5 grain  tablets,  in  bottles  of  100  and 
1000. 

Full  information  available  on  request. 


WARNER/CHILCOTT 

Division,  Warner-Lambert  Company 
Morris  Plains,  New  Jersey  07950 
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Unlike  U.S.P. 
desiccated  thyroid, 

Proloid*  (thyro** 
globulin)  offers 
the  assurance  of 
constant  potency. 

To  begin  with, 

Proloid  is  uniquely 
purified.  The 

thyroglobulin  extracted  from  hog  thyroid  is  devoid  of  any  glandular  debris. 

Then,  Proloid  is  chemically  and  biologically  assayed  to  assure  consistent 
metabolic  activity  from  batch  to  batch.  The  T4  and  T3  content  of  every  dose  is 
blended  for  optimal  thyroid  replacement. 

Important,  too,  is  the  fact  that  Proloid  is  invariably  “fresh1’  when  your  patients 
take  it.  Under  proper  storage  conditions,  its  potency  will  not  diminish  for  at  least 
four  years. 

All  of  which  adds  up  to  this:  the  potency  of  Proloid  is  constant...  for  more 
consistent  results. 


(thyroglobulin) 


natural  thyroid  therapy 
that  leaves 
nothing  to  chance 
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new  members 


ALLEGHENY  COUNTY: 

Wei-Che  Tsai,  M.D.,  McKeesport  Hospital,  McKeesport  15132. 

BEAVER  COUNTY: 

Julian  A.  Sellek,  M.D.,  500  Pinney  St.,  Rochester  15074. 

BERKS  COUNTY: 

John  C.  Cottrell,  M.D.,  330  Woodland  Dr.,  Downingtown  19335. 

BUCKS  COUNTY: 

William  H.  Chamberlain,  M.D.,  715  Orchard  Lane,  Bristol 
19007. 

Jeffrey  J.  Danzis,  D.O.,  202  N.  Main  St.,  Chalfont  18914. 

Javad  Mohsenian,  M.D.,  320  Moreland  Rd.,  Huntingdon  Valley 
19006. 

James  O.  Onderka,  M.D.,  169  Spring  Garden  Mill  Dr.,  Newtown 
18940. 

CAMBRIA  COUNTY: 

Herbert  C.  Bastow,  M.D.,  111  Leon  St.,  Johnstown  15905. 

John  L.  Bennett,  M.D.,  1056  Franklin  St.,  Johnstown  15905. 
Kenneth  R.  Guistwite,  M.D.,  101  Antonia  St.,  Johnstown  15905. 
William  R.  Owen,  M.D.,  122  Montour  St.,  Johnstown  15905. 

CHESTER  COUNTY: 

Gerald  Bell,  M.D.,  601  Gay  St.,  Phoenixville  19460. 

Robert  S.  Cutler,  M.D.,  1 North  High  St.,  West  Chester  19380. 

CUMBERLAND  COUNTY: 

Donald  G.  Urban,  M.D.,  100  S.  High  St.,  Newville  17241. 

DAUPHIN  COUNTY: 

Joseph  D.  Babb,  M.D.,  Hershey  Medical  Center,  Hershey 
17033. 

Joseph  T.  Black,  M.D.,  R.D.  3,  Box  440G,  Annville  17003. 

Min  Chung,  M.D.,  Box  1499,  Hershey  Medical  Center,  Hershey 
17033. 

Gershon  W.  Hepner,  M.D.,  Hershey  Medical  Center,  Hershey 
17033. 

John  D.  Lloyd-Still,  M.D.,  Hershey  Medical  Center,  Hershey 
17033. 

Thomas  J.  Zambarano,  M.D.,  1501  N.  Front  St.,  Harrisburg 
17102. 

ERIE  COUNTY: 

A.  Karim  Al-Shaikhly,  M.D.,  Hamot  Medical  Center,  Erie  16512. 
Dong  Soon  Yang,  M.D.,  710  Chestnut  St.,  Erie  16502. 

INDIANA  COUNTY: 

James  C.  Chen,  M.D.,  834  Philadelphia  St.,  Indiana  15701 . 

LAWRENCE  COUNTY: 

John  P.  Chervenak,  M.D.,  St.  Francis  Hospital,  New  Castle 
16105. 

LYCOMING  COUNTY: 

Charles  Wasilewski,  Jr.,  M.D.,  1355  Five  Mile  Dr.,  Williamsport 
17701. 


Harvey  Lyons,  M.D.,  Hahnemann  Medical  College,  230  N. 
Broad  St.,  Philadelphia  19102. 

Stanley  Z.  Nosheny,  M.D.,  1335  W.  Tabor  Road,  Philadelphia 
19141. 

John  R.  T.  Reeves,  M.D.,  Hahnemann  Medical  College,  230  N. 
Broad  St.,  Philadelphia  19102. 

WiIJiam  H.  Rogers,  M.D.,  Temple  University  Hospital, 
Philadelphia  19140. 

Ernest  F.  Rosato,  M.D.,  VA  Hospital,  University  and  Woodland 
Aves.,  Philadelphia  19104. 

George  R.  Schwartz,  M.D.,  Medical  College  of  Pennsylvania, 
Philadelphia  19129. 

Thomas  R.  C.  Sisson,  M.D.,  Temple  University,  Philadelphia 
19140. 

Aurora  D.  Tin,  M.D.,  5501  Greene  St.,  Philadelphia  19144. 

Wayne  P.  Weddington,  M.D.,  827  E.  Upsal  St.,  Philadelphia 
19119. 

Ruth  P.  Zager,  M.D.,  237  Hamilton  Road,  Merion  Station  19066. 

Herbert  Zemble,  D.O.,  10101  Academy  Road,  Philadelphia 
19144. 

MONTOUR  COUNTY: 

Thomas  A.  Artabane,  M.D.,  1323  Bloom  Rd.,  Danville  17821. 

Frank  P.  Castrina,  Jr.,  M.D.,  Geisinger  Medical  Center,  Dan- 
ville 17821. 

Stanton  S.  Lebouitz,  M.D.,  Geisinger  Medical  Center,  Danville 
17821. 

Henry  D.  McKinney,  M.D.,  Geisinger  Medical  Center,  Danville 
17821. 

Paul  A.  Sica,  Jr.,  M.D.,  Geisinger  Medical  Center,  Danville 
17821. 

George  S.  Zakhary,  M.D.,  587  E.  Fifth  St.,  Bloomsburg  17815. 

PHILADELPHIA  COUNTY: 

Donal  M.  Billig,  M.D.,  230  N.  Broad  St.,  Philadelphia  19102. 

Richard  Close,  M.D.,  322  Iowa  Ave.,  Narberth  19072. 

Margarita  F.  Elloso,  M.D.,  612  Bergen  Dr.,  Cinnaminson,  N.J., 
08077. 

Gary  R.  Kirshbaum,  M.D.,  191  Presidential  Blvd.,  Bala  Cynwyd 
19004. 

Subhash  C.  Gulati,  M.D.,  Drexeline  Apartment  117,  Drexel  Hill 
19026. 

Samuel  M.  Lerner,  M.D.,  415  S.  Third  St.,  Philadelphia  19147. 

William  S.  Mark,  M.D.,  2931  W.  Queen  Lane,  Philadelphia 
19129. 

Parmeela  Mediratta,  M.D.,  3300  Henry  Ave.,  Philadelphia 
19129. 

Paul  H.  Noble,  M.D.,  829  Spruce  St.,  Philadelphia  19107. 

ft.  Parameswaran,  M.D.,  Einstein  Medical  Center,  Philadelphia 
19141. 

Allan  B.  Schwartz,  M.D.,  230  N.  Broad  St.,  Philadelphia  19102. 

Pratima  R.  Tolat,  M.D.,  216  N.  Broad  St.,  Philadelphia  19102. 

Nibondh  Vacharat,  M.D.,  Episcopal  Hospital,  Philadelphia 
19125. 

Robert  Zimmerman,  M.D.,  4624  Hazel  Ave.,  Philadelphia  19143. 

TIOGA  COUNTY: 

William  P.  Reich,  M.D.,  Department  of  Pathology,  Soldiers  and 
Sailors  Hospital,  Wellsboro  16901. 


MONTGOMERY  COUNTY: 

Paschal  J.  LaRuffa,  M.D.,  1128  Old  York  Rd.,  Abington  19001. 
Jamie  S.  Padilla,  M.D.,  348  High  St.,  Pottstown  19464. 

Heung  Hwan  Wee,  M.D.,  1430  DeKalb  St.,  Norristown  19401. 
Ronald  S.  Jan,  M.D.,  2222  S.  Broad  St.,  Philadelphia  19145. 
Edwin  Kellerman,  M.D.,  Episcopal  Hospital,  Department  of 
Medicine,  Philadelphia  19125. 

Kong  Han  Liem,  M.D.,  York  and  Tabor  Roads,  Philadelphia 
19141. 

Rafael  H.  Lopez,  M.D.,  805  E.  Willow  Grove  Ave.,  Philadelphia 
19118. 


VENANGO  COUNTY: 

AM  A.  Maknoon,  M.D.,  169  E.  Bissell  Ave.,  Oil  City  16301. 

WESTMORELAND  COUNTY: 

Ali  Aboosi,  M.D.,  606  Church  St.,  Mount  Pleasant  15666. 

Orhan  S.  Alponat,  M.D.,  599  Church  St.,  Mount  Pleasant  15666. 
William  J.  Hoffman,  M.D.,  220  Bridge  Drive,  Turtle  Creek 
15145. 

Eloisa  P.  Religioso,  M.D.,  618  Jefferson  Ave.,  Jeannette  15644. 

YORK  COUNTY: 

Albert  A.  Azar,  M.D.,  140  Scarboro  Drive,  York  17403. 
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1;  Are  your  primary  limits  of  liability 
high  enough  to  protect  you? 

2.  Are  you  protected  for  risks  not  covered  in  standard 
primary  personal  liability  policies  ? 

3.  Does  your  Professional  and  Personal  Liability  Insurance  Program 
give  you  all  the  coverage  you  need  ? 

4.  Are  you  sure  you  don’t  have  too  little  protection  for  some 
risks  and  too  much  for  others? 

If  your  answer  is  no  to  any  one  of  the  above  questions  . . . 
you  need  $1,000,000  worth  of  protection  with  a 
Personal/Professional  Umbrella  Liability 
Insurance  Policy. 


This  Excess  Liability  Insurance 
Program  does  not  affect  your  present 
primary  liability  coverage  ivith  your 
Agent/ Broker  or  Insurance  Company. 


Please  send  me  an  application  for 
the  $1,000,000  Personal/Profes- 
sional Umbrella  Liability  Policy. 


THE  PERSONAL 
PROFESSIONAL 
UMBRELLA  LIABILITY 
INSURANCE  PROGRAM  HAS 
BEEN  ENDORSED 
BY  THE  PENNSYLVANIA 
MEDICAL  SOCIETY 


Name 

Office  Address. 


ADMINISTRATOR 


City. 


KLEXKNDER 
KGENCY  NC. 


INSURANCE  WORLD-WIDE  SINCE  1853 
Union  Bank  Building,  Pittsburgh,  PA.  15222 


State Zip 

Telephone 

Mail  to:  ALEXANDER  AGENCY,  INC. 

Union  Bank  Building,  Pittsburgh,  PA.  15222 
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newsfronts 


Delegates  vote  cooperation  with  PSRO  law 


The  Pennsylvania  Medical  Care 
Foundation  was  assigned  the  responsi- 
bility for  implementing  the  Profes- 
sional Standards  Review  Organization 
law  in  the  Commonwealth  when  the 
State  Society's  Flouse  of  Delegates  met 
in  special  session  in  mid-June. 

The  house  reaffirmed  the  Society's 
concept  of  physician  self-regulation  as 
set  forth  in  Section  249F  (Bennett 
Amendment)  of  Public  Law  92-603. 
The  action  was  taken  on  recommen- 
dation of  the  Special  Reference  Com- 
mittee on  Medical  Service,  which  con- 
ducted an  open  hearing  and  then  con- 
sidered a report  from  the  Council  on 
Medical  Service,  a minority  report 
from  that  council,  and  twelve  resolu- 
tions. 

The  Board  of  Trustees  called  the 
Flouse  into  special  session  to  consider 
one  subject,  the  Professional  Standards 
Review  Organization  (PSRO)  law  es- 
tablished by  the  above-mentioned  sec- 
tion of  the  Social  Security  Amendments 
of  1972. 

Experts  Testify 

Before  the  reference  committee 
hearing  began,  a panel  of  experts 
presented  background  information  to 
delegates.  They  were:  James  Mongon, 
M.D.,  Senate  Finance  Committee  pro- 


fessional staff  member;  John  Farrell, 
M.D.,  senior  physician  on  the  staff  of 
the  director  of  the  HEW  Office  of  Pro- 
fessional Standards  Review;  AMA 
President  Elect  Russell  B.  Roth,  M.D., 
William  B.  Beach,  Jr.,  M.D.,  deputy 
secretary  for  medical  services  in  the 
Pennsylvania  Department  of  Welfare; 
and  Matthew  Marshall,  Jr.,  M.D.,  pres- 
ident of  the  Pennsylvania  Medical  Care 
Foundation. 

The  Special  Reference  Committee 
on  Medical  Service,  chaired  by  James 
A.  Collins,  M.D.,  of  Danville,  heard 
testimony  at  an  open  hearing  which 
lasted  a full  afternoon.  Members  asked 
questions  of  the  expert  panel  during  this 
time  and  testified  on  positions  ranging 
from  one  of  a hands  off  policy  toward 
the  law  to  one  of  full  support  and  coop- 
eration. The  presence  of  the  expert 
panel  was  an  asset  to  the  reference  com- 
mittee during  the  hearing,  as  questions 
were  raised  on  specific  points  in  the 
law,  which  delegates  had  studied  prior 
to  the  session. 

On  Reference  Committee 

Serving  with  Dr.  Collins  on  the  refer- 
ence committee  were  Drs.  J.  Scott 
Hommer,  Peter  F.  Kohler,  Richard  N. 
McGarvey,  Brooke  Roberts,  and  John 
H.  Shugert,  alternate. 


Following  the  open  hearing  the  refer- 
ence committee  met  late  into  the  night 
hammering  out  its  report  containing 
recommendations  of  support  of  the 
PSRO  law  and  designating  the  Pennsyl- 
vania Medical  Care  Foundation  as  the 
official  organization  responsible  for  as- 
sisting in  an  advisory  capacity  in  the 
implementation  of  the  Bennett  Am- 
mendment  in  Pennsylvania. 

House  Favors  Council  Report 

The  House  of  Delegates  indicated  its 
attitude  in  the  deliberations  when  it 
reconvened  to  consider  the  reference 
committee  report  by  adopting  by  a 
large  majority  the  first  recommen- 
dation, calling  for  support  of  the  PSRO 
law  and  the  concept  of  physician  self- 
regulation. Approval  of  the  general 
principles  of  peer  review  as  outlined  in 
the  reference  committee  report  (listed 
elsewhere  in  this  issue)  followed.  The 
reference  committee  had  accepted  these 
principles  from  the  report  of  the 
Council  on  Medical  Service,  but  made 
minor  amendments. 

Foundation  Given  Duties 

The  House  of  Delegates  then  desig- 
nated the  Pennsylvania  Medical  Care 
Foundation  as  the  official  organization 
responsible  for  assisting  in  the 


A PANEL  of  experts  on  the  Professional  Standards  Review  Organizations  law  and  its  implications  set  the  stage  for  delibera- 
tions at  the  special  session  of  the  Pennsylvania  Medical  Society  House  of  Delegates  on  June  9 and  10  at  the  Harrisburg  Host 
Inn.  They  are,  left  to  right,  James  Mongon,  M.D.,  Washington,  D.C.,  staff  member  of  the  United  States  Senate  Finance  Com- 
mittee; John  R.  Farrell,  M.D.,  Washington,  D.C.,  senior  physician  on  the  staff  of  William  I.  Bauer,  M.D.,  who  is  the  director  of 
the  Department  of  Health,  Education,  and  Welfare  office  of  Professional  Standards  Review;  Russell  B.  Roth,  M.D.,  Erie, 
president  elect  of  the  American  Medical  Association;  William  B.  Beach,  Jr.,  M.D.,  Harrisburg,  deputy  secretary  for  medical 
services,  Pennsylvania  Department  of  Welfare;  and  Matthew  Marshall,  Jr.,  M.D.,  Pittsburgh,  president  of  the  Pennsylvania 
Medical  Care  Foundation. 
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Reports  of  actions  taken  regarding  the  Professional 
Standards  Review  Organization  law  by  the  State  Soci- 
ety’s House  of  Delegates  at  its  special  session  in  June 
are  contained  in  this  issue.  Details  of  House  support  of 
the  new  law  and  its  designation  of  the  Pennsylvania 
Medical  Care  Foundation  as  the  official  organization 
responsible  for  assisting  in  an  advisory  capacity  in  the 
implementation  of  the  law  as  outlined  in  the  Bennett 
Amendment  appear.  The  Official  Proceedings  of  the 
special  session  will  be  carried  in  the  August  issue. 


PSRO  law 
supported 

in  house 

implementation  of  the  law  in  Pennsyl- 
vania and  delegated  to  it  certain  respon- 
sibilities— again  acting  in  favor  of  the 
reference  committee  recommendation 
and  in  support  of  the  Council  on  Medi- 
cal Service  report. 

Delegates  voted  to  direct  the  founda- 
tion to  assume  the  following  responsi- 
bilities: 

1.  Advise  in  the  development  and 
revision  of  medical  care  criteria 
through  the  Society’s  medical  advisory 
committees  and  appropriate  state 
specialty  societies. 

2.  Facilitate  the  research,  develop- 
ment and  testing  of  peer  review  systems 
and  procedures  necessary  for  local  units 
to  comply  with  the  law. 

3.  Provide  assistance  to  county  medi- 
cal societies  or  groups  of  county  medi- 
cal societies  in  establishing  the  organi- 
zational format  and  operational 
procedures  for  locally  operated  peer 
review  programs. 

4.  Make  available  consultants  as  nec- 
essary for  the  effective  operation  and 
coordination  of  activities  of  local  units. 

Minority  Report  Considered 

Delegates  had  studied  the  minority 
report  submitted  by  John  L.  Steiger- 
walt,  M.D.,  of  Montgomery  County,  a 
member  of  the  Council  on  Medical 
Service.  The  minority  report  expressed 
the  belief  that  “Organized  medicine  has 
within  its  structure  and  framework  the 
capacity  to...  educate,  coordinate  and 
aid  physicians  in  the  Commonwealth  of 
Pennsylvania  in  order  that  they  might 
assume  a role  of  responsibility  under 
the  various  government  programs.” 

The  minority  report  expressed  a reaf- 
firmation of  support  of  the  concept  of 
peer  review  as  set  forth  in  the  law,  but 
asked  the  House  of  Delegates  to  assign 
responsibility  for  its  implementation 
and  coordination  of  activities  to  the 
Council  on  Medical  Service  rather  than 
to  the  foundation.  The  minority  report 
was  rejected  by  the  House  of  Delegates 
on  the  recommendation  of  the  refer- 
ence committee. 

Action  taken  on  the  twelve  resolu- 
tions submitted  followed  the  advice  of 
the  reference  committee.  A listing  of 


the  resolutions  with  a brief  explanation 
and  indication  of  the  action  taken  ap- 
pears elsewhere  in  this  issue. 

Finally,  delegates  directed  that  the 
bylaws  of  the  Pennsylvania  Medical 
Care  Foundation  be  studied  and 
amended  if  necessary  to  correct  any  in- 
consistencies with  the  law  or  defi- 
ciencies. David  S.  Masland,  M.D., 


The  State  Society's  House  of  Dele- 
gates at  its  special  session,  the  first  such 
in  nearly  thirty-five  years,  adopted 
basic  principles  of  peer  review  to  serve 
as  guidelines  in  the  organization  and 
operation  of  peer  review  programs.  The 
special  reference  committee  recom- 
mended establishing  the  principles 
which  will  govern  all  efforts  at  peer 
review  on  the  part  of  organized  medi- 
cine in  Pennsylvania.  The  Council  on 
Medical  Service  originally  developed 
the  guidelines  for  professional  evalua- 
tion of  the  appropriateness,  effec- 
tiveness, and  quality  of  medical  care. 
These  were  studied  and  amended  by  the 
reference  committee  and  adopted  by 
the  House  of  Delegates,  thereby 
becoming  Society  policy  in  this  area. 

Definition  of  Peer  Review 

Peer  review  is  the  evaluation  by 
practicing  physicians  of  the  quality,  ap- 
propriateness, and  effectiveness  of 
medical  services  ordered  or  performed 
by  other  practicing  physicians  re- 
gardless of  the  setting,  i.e.,  hospital, 
hospital  outpatient  department,  physi- 
cian’s office,  extended  care  facility, 
nursing  home,  etc.  Peer  review  is  the 
all-inclusive  term  for  medical  review  ef- 
forts including,  but  not  necessarily 
limited  to,  the  following  activities: 
utilization  review,  medical  audit, 


chairman  of  the  Society’s  Board  of 
Trustees,  announced  to  delegates  that 
the  Board  would  act  on  the  question  of 
interim  financing  of  the  foundation. 
The  Board  met  immediately  upon  the 
adjournment  of  the  House  of  Delegates 
and  voted  to  fund  the  foundation  on  a 
month  by  month  basis  by  $10,000  per 
month. 


ambulatory  care  review,  and  claims 
review. 

Objective  of  Peer  Review 

The  purpose  of  peer  review  is  to 
improve  the  quality  of  medical  care  and 
the  appropriateness  and  effectiveness  of 
its  delivery  by  utilizing  objective  con- 
sensus of  peers. 

Elements  of  Peer  Review 

The  essential  elements  of  peer  review 
are: 

a.  There  must  be  objective  peer  con- 
trol of  the  process  for  selecting  subjects 
for  review,  ie.,  the  criteria  for  selection 
must  be  developed  by  objective  medical 
opinion  and  not  solely  by  the  agency 
responsible  for  cost. 

b.  The  peer  review  process  should 
include  prospective  review  procedures 
to  avoid  retroactive  patient  liability  or 
non-payment  to  providers.  Such  a 
process  must  be  as  simple  as  possible  to 
prevent  detraction  from  patient  care. 
The  process  must  be  carried  out  at  the 
local  level  to  better  assure  its  accept- 
ance and  operational  effectiveness. 

c.  The  peer  review  process  must 
include  retrospective  review  for  out- 
come analysis  in  relation  to  criteria  to 
support  prospective  review  and  to  mod- 
ify medical  care  criteria. 

(Continued  on  page  21) 


Peer  review  principles  endorsed 
in  House  of  Delegates  session 


JULY  1973 
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House  acts  on  twelve  resolutions  at  special  session 

The  State  Society’s  House  of  Delegates  considered  twelve  resolutions  when  it  met  in  special  session  in  June. 
All  concerned  the  Professional  Standards  Review  Organization  (PSRO)  law  or  its  implementation  and  all  were 
referred  to  the  Special  Reference  Committee  on  Medical  Service,  whose  report  to  the  House  of  Delegates  is  the 
subject  of  another  article  in  this  issue.  Here  in  digest  form  is  the  final  action  taken  by  the  House  of  Delegates 
as  it  voted  in  keeping  with  the  recommendation  of  the  reference  committee. 


RESOLUTION 

73-S-1 

SUBJECT 

Called  for  nonparticipation  in  PSRO 

ACTION 

Rejected 

73-S-2 

Asked  AMA  to  seek  repeal  of  PSRO  law 

Rejected 

73-S-3 

Asked  that  PSROs  not  cross  state  boundaries  but  overlap 
with  contiguous  counties  if  acceptable  and  appropriate 

Referred 
to  Board 

73-S-4 

Dealt  with  physician’s  choice  of  affiliation  with  a 
PSRO  and  equalization  of  number  of  hospital  beds 
per  each  PSRO 

Referred 
to  Board 

73-S-5 

Called  for  designation  of  Foundation  as  coordinating  body 
for  all  PSROs  in  the  state 

Rejected 

73-S-6 

Called  for  pushing  Philadelphia-developed  guidelines 
for  establishing  PSROs 

Filed 

73-S-7 

Asked  for  endorsement  of  nineteen-county  area  in  southcentral 
Pennsylvania  as  territory  for  one  PSRO 

Rejected 

73-S-8 

Called  for  opposition  to  the  Society’s  participation 
in  PSRO  law 

Rejected 

73-S-9 

Called  for  Council  on  Medical  Service  to  obtain  funding  to 
establish  a data  source;  asked  that  the  funding  request  be 
presented  to  the  House  of  Delegates  in  October  1973 

Adopted 

73-S-10 

Called  for  establishment  of  a policy  that  PSROs  in 
Pennsylvania  be  qualified  county  society  organizations  or 
component  organizations  of  county  societies 

Rejected 

73-S-11 

Called  for  reestablishment  of  the  Medical  Care  Appraisal 
Project  as  a subcommittee  of  the  Council  on  Medical  Service 

Rejected 

73-S-13 

Called  for  changes  in  bylaws  of  the  Pennsylvania  Medical  Care 
Foundation.  Although  the  resolution  was  rejected,  the 
House  of  Delegates  called  for  the  bylaws  to  be  reviewed 
for  inconsistencies 

Rejected 

PENNSYLVANIA  Medical  Society  officers  are  shown  during  the  special  session  of  the  House  of  Delegates  They  are  left  to 
right,  John  F.  Rmeman,  executive  vice  president;  Raymond  C.  Grandon,  M.D.,  secretary;  A.  Reynolds  Crane  M 6 vice- 
president;  Ralph  C.  Wilde,  M.D.,  president  elect;  Robert  S.  Sanford,  M.D.,  president;  and  William  Y Rial  M D speaker  of  the 
house.  John  B.  Lovette,  M.D.,  vice  speaker  of  the  House,  is  at  the  rostrum.  ' ’’  H 
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Pennsylvania  schools  graduate  822  M.D.s 


Doctor  of  Medicine  degrees  have 
been  earned  by  822  new  graduates  of 
Pennsylvania’s  seven  medical  schools 
this  spring. 

Medical  College  of  Pennsylvania 

The  Medical  College  of  Pennsyl- 
vania held  its  121  st  commencement  ex- 
ercises on  May  19  in  Irvine  Auditorium 
of  the  University  of  Pennsylvania.  The 
first  male  graduates  to  have  completed 
all  four  years  at’MCP  since  it  became 
coeducational  were  among  the  seventy- 
three  receiving  M.D.  degrees.  The 
speaker  for  the  occasion  was  John  A.D. 
Cooper,  M.D.,  Washington,  D.C.,  pres- 
ident of  the  Association  of  American 
Medical  Colleges,  who  received  an  hon- 
orary degree.  Two  graduate  degrees 
were  conferred. 

Jefferson 

Jefferson  Medical  College  of  Thom- 
as Jefferson  University  held  its  149th 
graduation  ceremonies  on  June  8 at  the 
Philadelphia  Academy  of  Music. 
Doctor  of  Medicine  degrees  conferred 
numbered  180.  This  brings  the  total 
number  of  M.D.  degrees  given  by  Jef- 
ferson since  1824  to  22,043  which  is  a 
national  record  for  any  medical  school. 
Fifteen  Bachelor  of  Science  degrees  in 
medical  technology  were  presented  by 
the  College  of  Allied  Health  Sciences. 
The  commencement  speaker  was  David 
E.  Rogers,  M.D.,  of  the  Robert  Wood 
Johnson  Foundation.  Honorary  de- 
grees were  awarded  to  Dr.  Rogers  and 
to  J.  Montgomery  Deaver,  M.D., 
Lankenau  Hospital,  Philadelphia,  and 
Andrew  J.  Ramsay,  M.D.,  former 
director  of  the  department  of  anatomy 
at  Jefferson. 

Temple 

At  Temple  University,  the  medical 
school  diploma  awarding  ceremonies 
were  held  at  the  Baptist  Temple  on  the 
university  campus  May  29.  Medical 
degrees  were  awarded  to  144  graduates. 
The  speaker  was  Robert  J.  Glaser, 
M.D.,  Stanford,  California,  president 
of  the  Kaiser  Foundation. 

Pennsylvania 

The  University  of  Pennsylvania 
School  of  Medicine  held  diploma  cere- 


monies at  the  University  Museum  Au- 
ditorium on  May  21,  awarding  150 
M.D.  degrees.  Exercises  for  all  schools 
were  held  at  Convention  Hall  of  the 
Philadelphia  Civic  Center  with  the  Rt. 
Hon.  Roy  Jenkins,  M.P.,  former  chan- 
cellor of  the  exchequer  and  former  dep- 
uty leader  of  the  Labor  Party  in  Great 
Britain,  as  the  speaker. 

Pittsburgh 

The  University  of  Pittsburgh  School 
of  Medicine  held  graduation  exercises 
May  31  in  Carnegie  Music  Hall,  Pitts- 
burgh. One  hundred  six  medical 
degrees  were  awarded.  Fourteen  of 
these  were  chosen  for  membership  in 
Alpha  Omega  Alpha.  Over  fifty  of  the 
graduates  plan  to  serve  their  internship 
in  Pennsylvania.  Herberts.  Denenberg, 
J.D..  Ph.D.,  insurance  commissioner  of 
Pennsylvania,  was  the  speaker. 

Hahnemann 

The  126th  commencement  of  Hah- 
nemann Medical  College  was  held  on 
June  7 at  the  Philadelphia  Academy  of 
Music.  Medical  degrees  were  awarded 
to  108  new  physicians.  Leon  Howard 
Sullivan  of  Opportunities  Industri- 


alization Center  (OIC),  the  interna- 
tional program  for  training  disadvan- 
taged people,  gave  the  commencement 
address.  The  Corporation  Medal  was 
awarded  to  Charles  Biddle  Hollis, 
M.D.,  Philadelphia.  Clifford  H.  Keene, 
M.D.,  director  and  president  of  the 
Kaiser  Foundation  Health  Plan  Inc.  of 
California,  received  an  honorary 
degree.  Michael  Ellis  DeBakey,  M.D., 
Houston,  Texas,  received  a Doctor  of 
Science  degree.  Twenty-one  Bachelor 
of  Science  degrees,  24  Associate  in 
Science,  30  Master  of  Science,  and  5 
Doctor  of  Philosophy  degrees  were 
awarded. 

Hershey 

The  Milton  S.  Hershey  Medical 
Center  of  Pennsylvania  State  Universi- 
ty awarded  sixty-one  M.D.  degrees  on 
May  26  at  its  third  commencement  at 
Founders  Hall.  Commencement  cere- 
monies were  dedicated  to  George  T. 
Harrell,  M.D.,  founding  dean  and 
provost  of  the  center,  and  retiring  vice- 
president  of  medical  sciences.  One 
Master  of  Science  and  two  Doctor  of 
Philosophy  degrees  were  conferred. 
The  principal  speaker  was  U.S.  Repre- 
sentative Paul  G.  Rogers,  of  Florida. 


Forensic  pathology 

Licensed  physicians  with  a minimum 
of  two  years  residency  training  in  ana- 
tomic and/or  clinical  pathology  are  eli- 
gible to  apply  for  two  forensic  patholo- 
gy fellowships,  the  Allegheny  County 
coroner's  office  has  announced.  A 
special  grant  through  the  Governor's 
Justice  Commission  of  the  Common- 
wealth of  Pennsylvania  will  fund  the 
training  program. 

Each  one-year  fellowship  carries  a 
stipend  of  $16,000  plus  supplemental 
benefits.  The  program  will  cover  all 
aspects  of  medical-legal  investigation 
and  will  afford  residents  opportunity  to 
work  closely  with  law  enforcement 
agencies,  criminal  and  civil  attorneys, 
and  the  courts. 

Fellows  would  participate  in  aca- 
demic programs  at  the  University  of 
Pittsburgh  Schools  of  Medicine,  Den- 
tistry, and  Public  Health  and  at 
Duquesne  University  Schools  of  Law 
and  Pharmacy.  They  would  also  be  eli- 


residencies  available 

gible  for  faculty  appointments.  Com- 
pletion of  the  fellowships  fulfills  the 
requirements  in  forensic  pathology  of 
the  American  Board  of  Pathology. 

For  further  information,  write  Cyril 
H.  Wecht,  M.D.,  Allegheny  County 
Coroner’s  Office,  542  Fourth  Avenue, 
Pittsburgh,  Pa.  15219,  or  telephone 
collect  (412)  355-4460. 

Radiologists  elect 

The  Pennsylvania  Radiological  Soci- 
ety, a chapter  of  the  American  College 
of  Radiology,  has  elected  new  officers 
for  1973-74. 

They  are:  John  H.  Feist,  M.D.,  Pitts- 
burgh, president;  C.  Jules  Rominger, 
M.D.,  Philadelphia,  president  elect; 
Theodore  A.  Tristan,  M.D.,  Harris- 
burg, first  vice  president;  T.  Frederick 
Weiland,  Jr..  M.D.,  Grove  City,  second 
vice  president;  Robert  B.  Funch,  M.D., 
Philadelphia,  secretary;  and  Ross  H. 
Smith,  Jr.,  M.D.,  Pittsburgh,  treasurer. 
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Special  trust  fund  to  assist  Schuylkill  students 


A trust  fund  in  the  amount  of 
$25,000  has  been  established  within  the 
Educational  and  Scientific  Trust  of  the 
Pennsylvania  Medical  Society  from  the 
estate  of  the  late  Lewis  H.  Bacon,  M.D., 
Pottsville. 

Money  from  the  fund  will  be  used  to 
provide  loans  to  Schuylkill  County  resi- 
dents for  tuition  and  expenses  at  any 
approved  medical  school.  Repayment 
of  the  loans  will  be  deferred  until  the 
student  has  graduated  and  actually 
begins  his  practice.  Trustees  of  the  Edu- 
cational and  Scientific  Trust,  in  cooper- 
ation with  the  Schuylkill  County  Medi- 

Tumor  clinic  elects 

Geisinger  Medical  Center,  Danville, 
was  the  scene  recently  for  the  annual 
meeting  of  the  Wainwright  Tumor 
Clinic  Association  of  Pennsylvania. 
Concurrently  the  Central  Pennsylvania 
chapter  of  the  American  College  of 
Surgeons  met,  enabling  its  members  to 
attend  both  meetings. 

David  D.  Beiler,  M.D.,  associate  in 
the  department  of  radiology  and  chief 
of  the  section  on  radiotherapy  at 
Geisinger,  presided. 

The  following  officers  were  elected 
at  the  business  meeting:  Whitney  Cor- 
sello,  M.D.,  Pittsburgh,  president; 
Roscoe  W.  Teahan,  M.D.,  Philadel- 
phia, president-elect;  George  R.  Green- 
wood, Bethlehem,  vice-president;  Alan 
W.  Shriver,  M.D.,  Greensburg,  treasur- 
er; and  Kenneth  K.  Meyer,  M.D., 
Sayre,  secretary.  Directors  elected 
were:  John  L.  Farmer,  M.D., 

Lancaster;  Mary  Dewitt  Pettit,  M.D., 
Philadelphia;  and  Franklin  G.  Wade, 
M.D.,  Williamsport. 

Pennsylvania  physicians  who  partici- 
pated in  the  program  were:  Alfred 
Gellhorn,  M.D.,  Philadelphia,  dean  of 
the  school  of  medicine  and  director  of 
the  medical  center  of  the  University  of 
Pennsylvania;  Chester  Southam,  M.D., 
Philadelphia,  professor  of  medicine  and 
head  of  oncology  at  Jefferson  Medical 
College  of  Thomas  Jefferson  Universi- 
ty; Hugh  R.  Gilmore,  M.D.,  Harris- 
burg, executive  secretary  of  the 
Wainwright  Tumor  Clinic  Association; 
Leonard  F.  Bush,  M.D.,  Danville,  exec- 
utive director  of  Geisinger  Medical 
Center;  and  Robert  L.  Eyerly,  M.D., 
Danville. 


cal  Society,  will  select  recipients  on  the 
basis  of  need  and  ability. 

The  late  Dr.  Bacon  was  an  eye,  ear, 
nose,  and  throat  physician,  serving  on 


The  Milton  S.  Hershey  Medical 
Center  library  has  been  named  the 
George  T.  Harrell  Library  in  honor  of 
the  First  dean  and  provost  of  the  center. 
The  honor  was  announced  at  a dinner 
given  by  the  board  of  trustees  for  the 
medical  center  faculty  and  staff  and 
representatives  of  the  Milton  S. 
Hershey  Foundation  several  weeks 
prior  to  Dr.  Harrell’s  retirement,  which 
became  effective  June  30. 

John  W.  Oswald,  university  presi- 
dent, said,  “It  is  especially  appropriate 
for  the  library  to  be  named  for  Dr.  Har- 
rell since  he  considered  it  a vital  part  of 
the  medical  center  and  gave  particular 


At  the  annual  meeting  of  the  Penn- 
sylvania Academy  of  Ophthalmology 
and  Otolaryngology,  James  M.  Cole, 
M.D.,  chief  of  Geisinger  Medical 
Center’s  section  of  otolaryngology  and 
broncho-esophagology,  was  installed  as 
president. 

Robert  D.  Mulberger,  M.D.,  at- 
tending physician  and  chief  of  corneal 
service  at  Wills  Eye  Hospital  and  chief 
of  ophthalmology  at  Presbyterian  Uni- 


the  staffs  of  the  Good  Samaritan  Hospi- 
tal and  the  Lemos  W.  Warne  Hospital, 
Pottsville.  He  was  a past  president  of 
the  Schuylkill  County  Medical  Society. 


attention  to  its  design  and  location.” 

Dr.  Harrell  joined  the  university  staff 
in  1964  as  dean  of  the  college  and 
director  of  the  medical  center.  "More 
than  any  other  person,  he  shaped  the 
physical  reality  of  the  medical  center  as 
well  as  the  philosophy  of  the  college  of 
medicine.  While  following  in  intimate 
detail  the  construction.  . .he  succeeded 
also  in  attracting  a faculty  of  truly  out- 
standing quality,”  President  Oswald 
said. 

Named  provost  of  the  medical  center 
in  1970,  Dr.  Harrell  was  chosen  vice- 
president  for  medical  science  last  year. 


versity  of  Pennsylvania  Medical 
Center,  was  chosen  president  elect. 

Other  officers  named  are  Eugene 
Rex,  M.D.,  Philadelphia,  first  vice  pres- 
ident, Edward  H.  Kennerdell,  M.D., 
Tarentum,  second  vice  president, 
Donald  B.  Kamerer,  M.D.,  Pittsburgh, 
reelected  secretary,  and  Albert  F. 
Cleveland.  M.D.,  Drexel  Hill,  reelected 
treasurer. 


Hershey  library  named  for  Dr.  Harrell 


SHOWN  above  at  a banquet  honoring  George  T.  Harrell,  M.D.,  are  (left  to  right) 
John  W.  Oswald,  Ph.D.,  president  of  Pennsylvania  State  University;  Philip 
Handler,  Ph.D.,  president  of  the  National  Academy  of  Sciences;  Dr.  Harrell;  and 
Michael  Baker,  Jr.,  chairman  of  Pennsylvania  State  University's  Board  of  Trus- 
tees. Dr.  Handler,  a longtime  friend  of  Dr.  Harrell,  was  the  principal  speaker  at  the 
ceremony. 

Specialty  society  elects  officers 
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Health  Conference  offers  Category  I credit 


The  Pennsylvania  Health  Confer- 
ence is  scheduled  for  August  19-23  at 
Pennsylvania  State  University,  Univer- 
sity Park.  Among  the  sponsors  are  the 
Pennsylvania  Department  of  Health, 
The  Pennsylvania  Health  Council,  the 
Pennsylvania  Medical  Society,  the  Uni- 
versity Health  Center  of  Pittsburgh, 
and  the  Susquehanna  and  Greater  Del- 
aware Valley  Regional  Medical  Pro- 
grams. 

All  physicians  attending  may  claim 
hour-for-hour  credit  toward  the  Ameri- 
can Medical  Association  Physician’s 
Recognition  Award  and  the  Pennsyl- 
vania Medical  Society  education 
requirement  for  membership.  The  con- 
ference is  open  to  all  professionals  and 
non-professionals  interested  in  topical 
health  issues. 

The  subject  of  the  keynote  address  is 
“Pennsylvania  Health  as  seen  from  the 
Governor’s  Office.’’  Highlights  of  the 
program  include  discussion  of  the 
Bolivar  Experiment,  a new  health 
delivery  clinic  in  Westmoreland 
County;  implications  of  the  national 
energy  policy;  a discussion  of  the  Com- 
monwealth's drug  and  alcohol  abuse 
plans;  and  presentations  on  cost  ac- 
countability and  effectiveness  in  the 
health  field. 


Twenty-three  Pennsylvania  physi- 
cians recently  were  made  fellows  in  the 
American  College  of  Physicians.  They 
are  among  315  physicians  in  the  United 
States  and  Canada  who  were  so  named 
in  the  latest  action. 

They  are:  George  R.  Greene,  M.D., 
and  William  H.  Mahood,  M.D.,  Ab- 
ington;  David  Prager,  M.D.,  Allen- 
town; Herbert  W.  Copelan,  M.D.,  Bala 
Cynwyd;  A.  James  Liedtke,  M.D.,  Har- 
risburg; John  L.  Abruzzio,  M.D., 
Frank  A.  Elliot,  M.D.,  Commander 
B.L.  Johnson,  Jr.,  M.D.,  USN,  John  J. 
Kelly,  M.D.,  Paul  J.  Kovnat,  M.D., 
Lawrence  A.  Loeb,  M.D.,  Mary  E. 
Moore,  M.D.,  Lawrence  C.  Parish, 
M.D.,  Allan  B.  Schwartz,  M.D., 
Chester  Southam,  M.D.,  Bangalore  V. 
Suryanarayana,  M.D.,  and  Brendan  P. 
Teehan,  M.D.,  Philadelphia;  Elmer  J. 
Holzinger,  M.D.,  Ramesh  C.  Khurana. 


Four  Pennsylvania  medical  schools 
have  each  been  responsible  for  plan- 
ning a day  of  the  program.  A partial  list 
of  participants  includes  J.  Finton 
Speller,  M.D.,  Secretary  of  Health, 
Pennsylvania  Department  of  Health; 
Herman  Rannels,  M.D.,  Williamsport 
Community  Hospital;  Walter  Lear, 
M.D.,  Pennsylvania  Department  of 
Health;  George  C.  Gardner,  Depart- 
ment of  Health,  Education,  and  Wel- 
fare, Region  III;  Spyors  Kominow, 
M.D.,  Mercy  Hospital,  Pittsburgh; 
Leonard  Bachman,  M.D.,  the  gover- 
nor's health  advisor;  and  Larry  Fos- 
selman,  Pennsylvania  Medical  Society, 


(Continued  from  page  17) 

d.  The  composition  of  peer  review 
committees  must  be  determined  by  peer 
groups.  If  review  is  required  in  other 
fields,  peers  will  elect  peers,  i.e.,  den- 
tistry, podiatry,  hospital  administra- 
tion, etc. 

e.  Material  requiring  review  must  be 
developed  so  that  the  question 
requiring  a decision  is  clear  to  peer 
review  committee  members. 

f.  Promptness  of  peer  review  com- 


M.D..  and  Milos  Ulrych,  M.D.,  Pitts- 
burgh; Sandy  A.  Furey,  M.D., 
Scranton;  Howard  F.  Warner,  M.D., 
Springfield;  and  Iain  L.  Mackenzie, 
M.D.,  York. 

Currently  serving  as  officers  of  the 
college  are  three  Pennsylvania  physi- 
cians: Truman  G.  Schnabel,  Jr.,  M.D., 
president  elect;  William  F.T.  Kellow, 
M.D.,  treasurer;  and  Edward  C. 
Rosenow,  Jr.,  M.D.,  executive  vice 
president,  all  of  Philadelphia. 


project  director  of  the  Medical  Care 
Appraisal  Project. 

Pennsylvania  physicians  who  are  of- 
ficers of  the  conference  are  Herschel  E. 
Griffin,  M.D.,  dean  of  the  Graduate 
School  of  Public  Health  at  the  Univer- 
sity of  Pittsburgh,  chairman  of  the 
Health  Conference  Committee;  and  R. 
Winfield  Smith,  M.D.,  Jenkintown, 
president  of  the  health  council,  and 
chairman  of  the  conference. 

All  attendants  may,  if  they  wish,  par- 
ticipate in  a multiphasic  screening  pro- 
gram which  will  be  conducted  by  the 
health  conference  at  the  university’s 
health  center. 


mittee  decision  is  essential  in  questions 
involving  the  need  for  or  the  continua- 
tion of  institutional  services. 

g.  Members  of  peer  review  com- 
mittees must  recognize  decisions  will  be 
re-evaluated  by  other  peer  groups. 

h.  Peer  review  committee  meetings 
must  be  conducted  in  a professional  at- 
mosphere and  not  as  an  adversary  pro- 
ceeding. Appeal  mechanisms  do  exist. 

i.  Recommendations  of  peer  review 
committees  must  be  followed  to  avoid  a 
waste  of  valuable  professional  time. 

j.  Professional  liability  protection 
must  be  available  to  members  of  peer 
review  committees,  either  through  stat- 
utory proceedings  or  malpractice  insur- 
ance. 

k.  Actions  of  peer  review  committees 
must  be  analyzed  as  a valuable  source 
of  information  for  health  planning  and 
development  of  educational  programs. 

l.  The  methodology  of  the  peer 
review  process  and  reports  (excluding 
confidential  material  of  individual 
cases)  should  be  available  for  review  by 
recognized  public  representatives  as  a 
means  of  demonstrating  public  ac- 
countability. 


Dr.  Saras  installed  as  PSIM  president 


The  Pennsylvania  Society  of  Internal 
Medicine  installed  Peter  L.  Saras, 
M.D.,  Hazleton,  as  its  new  president  at 
a recent  meeting.  He  is  assistant  chief  in 
medicine  of  the  metabolic  division  at 
the  Philadelphia  General  Hospital  and 
an  instructor  in  medicine  at  the  Univer- 


sity of  Pennsylvania  School  of  Medi- 
cine. 

Other  officers  installed  are:  Ray- 
mond C.  Grandon,  M.D.,  Harrisburg, 
president-elect;  David  A.  Smith,  M.D., 
Harrisburg,  secretary;  and  James  R. 
Regan,  M.D.,  Bethlehem,  treasurer. 


Delegates  endorse  review  principles 


American  College  of  Physicians  names 
twenty-three  fellows  in  Pennsylvania 
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CCLCJTAL  CCPCLT 


ABRAHAM  J.  TWERSKI,  M.D. 
Pittsburgh 


THE  WEATHER  is  hot  and  un- 
bearably muggy.  You  flip  a 
switch,  and  within  a few  moments 
your  environment  changes  to  one  of 
pleasant  coolness.  Such  is  the  marvel 
of  the  age  of  advanced  technology.  Its 
blessings  are  many,  but  there  is  little 
doubt  that  it  has  helped  foster  the  mis- 
conception that  for  every  type  of  dis- 
comfort, there  must  be  some  magic 
button  to  push  that  can  alleviate  the 
situation. 

The  physician  encounters  this 
frequently  as  he  is  importuned  by  pa- 
tients requesting  chemical  solutions  to 
their  problems.  Amphetamines  for  diet 
control  or  lassitude,  tranquilizers  for 
minor  tension,  sedatives  for  mild  in- 
somnia. The  mass  media  indoctrinates 
the  public  to  seek  chemical  relief  for 
being  “just  a little  edgy,"  or  for  being 
unable  to  fall  asleep  within  fifteen 
minutes.  Legitimately  or  illegitimately, 
far  too  many  people  have  become  de- 
pendent on  mood  altering  chemicals, 


undoubtedly  as  the  result  of  this  quest 
for  instantaneous  solutions  to  every- 
thing. 

The  problem  of  chemophilia  is  of 
sufficient  gravity  in  its  own  right.  But 
just  as  the  chemophilia  of  the  addict  is 
only  a manifestation  of  the  maladjust- 
ment of  the  individual,  so  is  the  mass 
chemophilia  a manifestation  of  a mass 
maladjustment.  The  physician  is  cer- 
tainly not  unique  in  his  involvement  in 
the  latter;  yet  his  traditional  role  as  the 
healer  and  the  one  who  can  be  ex- 
pected to  assuage  all  suffering,  does 
tend  to  maximize  expectations  of  him. 
An  unfortunate  corollary  to  this  is  that 
the  self-image  of  the  physician  as  the 
reliever  of  suffering  frequently  makes 
it  difficult  for  him  to  deny  unrealistic 
quests  for  relief. 

The  qualification  of  "unrealistic" 
needs  to  be  defined.  It  is  not  true  that 
all  discomfort  should  be  instanta- 
neously relieved.  The  role  of  the 
physician  is  to  intervene  where  there  is 


pathology,  and  only  where  there  is  pa- 
thology. The  experience  of  grief  at  the 
loss  of  a loved  one  is  a very  painful 
one,  but  by  no  means  a pathological 
one.  This  grief  must  be  felt  and 
worked  through  in  order  that  a healthy 
readjustment  may  occur.  Stifling  a 
normal  grief  reaction  with  tranquil- 
izers and  sedatives  is  a grave  error  and, 
indeed,  may  cause  considerable  harm. 
The  physician  involved  with  a grief- 
stricken  family  may  be  of  immeasur- 
able help  by  his  contribution  as  an  un- 
derstanding empathetic  human  being, 
but  not  by  administration  of  a chemi- 
cal where  none  is  called  for. 

It  is  evident  that  determining 
whether  a specific  request  for  relief  is 
realistic  or  unrealistic,  whether  the  dis- 
comfort is  pathological  or  not,  is  going 
to  involve  philosophical  considerations 
and  value  judgments.  These  are  issues 
which  some  “scientifically-oriented” 
individuals  tend  to  avoid  as  not  being 
within  their  domain.  It  is  a mistake, 


mass  chemophilia  a 
manifestation  of  a 
mass  maladjustment 
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‘The  physician...  is  importuned  by  patients  requesting  chemical  solutions  to  their 
problems...  amphetamines  for  diet  control  or  lassitude,  tranquilizers  for  minor  ten- 
sion, sedatives  for  mild  insomnia.  The  mass  media  indoctrinates  the  public  to  seek 
chemical  relief  for  being  “just  a little  edgy,’’  or  for  being  unable  to- fall  asleep  within 
fifteen  minutes.  Legitimately  or  illegitimately,  far  too  many  people  have  become  de- 
pendent on  mood  altering  chemicals,  undoubtedly  as  the  result  of  this  quest  for  in- 
stantaneous solutions  to  everything.’ 


however,  to  think  that  the  issues  can 
be  avoided.  Regardless  of  what  course 
one  follows,  one  is  making  these  very 
value  judgments. 

The  problem  is  much  broader  than 
that  of  appropriate  or  inappropriate 
use  of  medication.  Let  us  turn  to  the 
case  of  the  elderly  parent  who  has 
begun  to  show  signs  of  senility  and 
who  may  have  wandered  away  from 
home  in  a period  of  confusion.  Often 
enough  this  person  is  brought  to  the 
hospital  emergency  room  by  the  fami- 
ly. Occasionally  examination  may 
reveal  a correctable  circulatory 
problem — anemia  or  the  like.  Most 
frequently,  however,  there  are  changes 
of  senescence  for  which  we  presently 
have  no  treatment.  In  instances  like 
this,  the  family  occasionally  insists 
that  the  person  be  admitted  to  the  hos- 
pital because  they  are  unable  to  care 
for  him  or  her. 

Once  evaluation  has  determined 
that  there  is  nothing  that  can  be  done 
remedially,  the  question  arises,  “What 
is  the  role  of  the  medical  profession  or 
the  hospital?”  If  medicine  can  do 
nothing  to  improve  the  person’s  physi- 
cal or  mental  health,  then  the  type  of 
care  the  person  requires  is  essentially 
custodial,  and  there  is  every  reason  to 
question  whose  responsibility  it  is  to 
provide  such  custodial  care. 

There  are  obviously  cases  that  are 
blatantly  of  an  institutional  type,  but 
these  are  in  the  minority.  Most  mildly 
confused  elderly  people  can  be  main- 
tained within  their  home  with  moder- 
ate supervision.  The  latter,  however, 
may  significantly  impinge  on  the 
freedom  of  other  family  members;  and 


they  therefore  seek  to  escape  this  en- 
cumberment.  When  we  admit  this 
person  to  a facility,  we  are  essentially 
making  a value  judgment  that  the  re- 
sponsibility for  caring  for  an  infirm 
family  member  lies  with  the  communi- 
ty rather  than  the  family.  If  we  indeed 
believe  this  to  be  true,  then  our  actions 
are  appropriate.  If,  on  the  other  hand, 
we  believe  that  the  responsibility  rests 
with  the  family,  then  we  are  assisting 
the  family  in  “copping-out"  if  we  hos- 
pitalize this  person. 

In  the  past  few  years,  several  states 
have  enacted  laws  regarding  commit- 
ment of  mentally  ill  patients  which 
require  due  process  of  the  law  prior  to 
involuntary  hospitalization.  In  discus- 
sion of  these  provisions,  some  groups 
have  advocated  total  abolition  of  any 
type  of  involuntary  hospitalization. 
Initially,  my  reaction  to  this  proposal 
was  vehement.  For  what  would  one  do 
for  the  acutely  psychotic  suicidal 
person  who  refuses  any  type  of  treat- 
ment if  no  form  of  involuntary  com- 
mitment whatever  existed?  How  could 
one  withhold  treatment  from  a young, 
acutely  schizophrenic,  post-partum 
mother,  whose  delusions  drive  her  to 
destroy  herself  and  her  infant  and  who 
is  unable  to  recognize  her  need  for 
treatment? 

I have  since  reconsidered  somewhat 
and  have  had  second  thoughts  about 
involuntary  commitment.  If  no  such 
thing  as  involuntary  hospitalization  ex- 
isted, then  the  only  way  the  young 
mother  could  be  prevented  from 
harming  herself  and  the  infant  would 
be  that  the  family  members  and  close 
friends  would  gather  together  and 


provide  twenty-four-hour  observation. 
During  this  acute  phase,  they  might 
even  be  able  to  convince  her  to  take 
antipsychotic  medication  and  eventu- 
ally to  accept  the  recommended  treat- 
ment. I strongly  suspect  that  the 
rallying  of  her  own  people  about  her 
for  constant  observation  and  care 
would  be  most  therapeutic,  perhaps 
surpassing  the  efficacy  of  electro- 
shock. 

There  is  no  doubt  that  a suicidal  at- 
tempt is  frequently  a desperate  cry  for 
help.  It  may  well  be  a cry  for  a specific 
type  of  help;  namely,  a strong  show  of 
concern  that  the  person  is  sufficiently 
wanted  by  others,  that  they  are  ready 
and  willing  to  sacrifice  many  hours  to 
be  with  this  person.  If  this  is  so,  then 
providing  the  family  with  a means  to 
delegate  this  personal  involvement  to  a 
hospital  may  be  most  antitherapeutic. 
And  if,  indeed,  the  person's  friends  and 
family  are  so  occupied  that  they 
cannot  rally  around  this  person  at  the 
time  of  a serious  crisis,  then  perhaps 
one  can  well  understand  the  person’s 
death  wish. 

A pediatrician  recently  complained 
about  a particular  child-care  agency, 
stating  that  it  was  a complete  failure  in 
meeting  the  needs  of  the  community.  I 
responded  that,  quite  the  contrary,  I 
believe  the  agency  to  be  an  overwhelm- 
ing success,  although  it  is  obvious  that 
it  does  relatively  little  to  relieve 
problems  of  children.  In  this  era  of  civi- 
lization, which  will  probably  go  down 
in  history  as  the  “Agency  Age,”  it  is 
necessary  to  determine  what  the  func- 
tion of  any  agency  is  before  judging  its 
success  or  failure. 
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A great  many  people  care  essentially 
for  themselves,  and  the  concern  they 
have  for  others  is  rarely  of  the  degree 
that  will  cause  personal  involvement. 
Hence,  the  realization  that  there  are  un- 
fortunate children,  victims  of  neglectful 
parents,  and  that  these  children  may  be 
homeless  and  hungry  as  well  as  rejected 
rarely  has  led  anyone  to  take  these 
children  into  their  homes  and  provide 
them  with  their  physical  and  emotional 
needs.  Yet  the  plight  of  these  children 
disturbs  our  peace  of  mind,  and  unless 
we  do  something  to  meet  the  demands 
of  our  consciences,  we  may  find  our- 
selves unable  to  sleep.  We  therefore 
write  a check  to  the  community  fund, 
which  will  then  establish  an  agency  for 
child  care.  The  knowledge  that  our  con- 
tribution has  enabled  the  establishment 
of  a child-care  agency  suffices  to  ap- 
pease our  consciences,  and  we  can  once 
again  sleep  peacefully. 

It  is  clear,  therefore,  that  the  func- 
tion of  the  agency  is  to  permit  the  com- 
munity to  sleep  without  torment  of  con- 
science, and  since  this  is  its  purpose,  it 
must  be  considered  eminently  suc- 
cessful in  achieving  that  goal.  The  fact 
that  the  agency  is  so  under-funded  and 
under-staffed  that  it  cannot  deal  effec- 
tively with  more  than  five  percent  of 
the  needy  population  is  completely  ir- 
relevant. The  agency  is  a clever  “cop- 
out."  It  allows  people  to  escape  the  re- 
sponsibility of  becoming  personally  in- 
volved with  someone  in  need  by  cre- 
ation of  a proxy.  A review  of  the 
numerous  social  welfare  agencies  in 
any  large  community  will  reveal  the  ex- 
tent to  which  we  have  allowed  ourselves 
to  withdraw  from  personal  involvement 
and  discharge  our  responsibilities 
vicariously.  The  “Agency  Age"  is  the 
"Cop-Out  Age.” 

There  are  cop-outs  of  other  types 
such  as  when  a middle-aged  man  is 
apprehended  for  molesting  children, 
and  it  is  demonstrated  that  his  behavior 
is  dangerous  to  society.  The  disposition 
is  often  admission  to  a mental  hospital 
for  "treatment."  This  is  done  in  the  face 
of  expert  opinion  that  at  our  present 
state  of  knowledge  there  is  nothing  that 
can  be  offered  to  the  person  in  the  way 
of  treatment;  and  that  hospitalization 
will  simply  be  confinement  for  the  pro- 
tection of  society.  The  latter  may  cer- 
tainly be  necessary,  but  confinement 
for  the  protection  of  society  should  not 


be  masqueraded  under  the  euphemism 
of  treatment.  Perhaps  sociopathy  is 
indeed  a mental  illness,  but  when  there 
is  no  treatment  for  this  illness,  the 
physician  has  no  more  to  offer  than 
anyone  else  and  should  not  be  assigned 
the  task  of  being  a jailer.  The  hospital- 
ization of  sociopaths,  except  in  in- 
stances where  there  is  bona  fide  reason 
to  believe  there  is  an  effective  treat- 
ment, is  nothing  but  a cop-out. 

There  is  a disconcerting  miasma 
prevalent  these  days,  which  takes  the 
form  of  solving  various  problems  by 
legalizing  something  or  other.  There  is 
a further  tendency  to  add  a postscript  to 
the  legalization  which  is  to  then  put  it 
under  a doctor's  care.  An  example  of 
the  latter  is  the  approach  to  narcotics 
addiction.  Methadone  clinics  already 
exist,  and  one  hears  noises  about  heroin 
dispensaries.  Either  approach  is  a con- 
venient cop-out  to  the  grave  problem  of 
drug  addiction.  If,  however,  one 
chooses  to  embark  on  a course  of 
making  drugs  available  for  the  addict, 
there  is  no  rationale  for  making 
physicians  the  dispensers.  Alcohol  is  at 
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least  as  potent  a chemical  as  narcotics, 
but  is  is  not  dispensed  through  clinics. 
If  society  determines  that  it  wishes  to 
surrender  to  the  problem  of  addiction, 
then  the  medical  profession  should  take 
a very  careful  look  as  to  whether  it  has 
any  role  in  this  scheme,  and  if  so,  ex- 
actly what  that  role  may  be  and  why.  In 
the  case  of  alcoholism,  once  control  of 
the  chemical  was  found  to  be 
unrealistic,  the  substance  was  made 
available  to  those  who  desire  it.  The 
physician  has  a definite  role  in  in- 
stances where  the  alcoholic  wishes  to 
overcome  his  addiction,  but  he  does  not 
become  the  public  bartender. 

I believe  that  the  public  recognizes 
that  the  methadone  or  heroin  availabil- 
ity approach  is  a declaration  of  failure 
to  remedy  the  causes  of  addiction  or 
provide  an  effective  treatment.  It  at- 
tempts to  conceal  this  failure  by 
euphemistically  calling  these  dispen- 
saries “clinics,”  and  seeks  false  reassur- 
ance by  placing  them  under  medical  ju- 
risdiction and  fantasizing  that  they  are 
treatment  facilities.  Whether  or  not 
methadone  or  heroin  dispensing  is  ap- 
propriate is  not  the  issue  here.  Their 
placement  under  medical  jurisdiction, 
however,  is  a cop-out. 

Where  does  medicine  fit  in  the  Cop- 
Out  Age?  As  a result  of  our  tendency  to 
help,  we  are  prone  to  become  acces- 
sories in  society’s  cop-outs.  Clinically, 
we  are  aware  that  indiscriminate  ad- 
ministration of  analgesics  can  obscure 
the  diagnosis,  perpetuate  progression  of 
untreated  pathology,  and  lead  to  addic- 
tion. We  have  learned  that  we  must  oc- 
casionally respond  to  the  complaint  of 
severe  pain  with.  “I'm  terribly  sorry, 
but  my  examination  does  not  reveal 
anything  which  would  warrant  mor- 
phine." We  have  been  able  to  withstand 
criticism  from  the  patient  who  demands 
relief  because  we  have  learned  how  to 
determine  whether  this  type  of  inter- 
vention is  indicated  or  not.  Now  that 
we  are  increasingly  being  called  upon 
by  society  to  alleviate  its  miseries,  we 
must  develop  similar  skills  of  examina- 
tion and  diagnosis,  as  well  as  the  forti- 
tude to  stand  by  our  decisions.  And 
rather  than  provide  society  with  the 
narcotics  it  requests,  we  must  assist  it  to 
the  best  of  our  ability  in  coping  with  its 
difficulties  and  lending  our  efforts  as  in- 
terested citizens  to  finding  methods  of 
correction  and  prevention.  □ 
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(erythromycin,  Upjohn) 

Available  in  250  mg  tablets 
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t4  is  the 

PREDICTABLE 
HORMONE  BECAUSE 
IT  LOVES  PROTEIN. 


ALL  THYROID- 
FUNCTION  TESTS  ARE 
USEFUL  IN 
MONITORING 
SYNTHROID  THERAPY 


TWO  GOOD  REASONS 
WHY  THE  ROAD  TO 
NORMALIZED 
THYROID  STATUS  IS 
SO  SMOOTH  FOR  THE 
SYNTHROID  PATIENT. 


SYNTHROID®  (sodium 
levothyroxine)  is  pure  synthetic  T4, 
the  major  circulating  thyroid 
hormone.  It  is  reliable  to  use 
because  of  its  affinity  for  protein- 
binding sites  in  the  blood.  T3  is 
more  fickle.  Sometimes  it  binds. 
Sometimes  it  doesn’t.  T4  more 
predictably  binds  to  protein. 


No  calculations  are  needed,  test 
interpretation  is  simple. 

Any  of  the  commonly  used  T4 
thyroid  function  tests  (P.B.I.,  T4  By 
Column,  Murphy-Pattee,  Free 
Thyroxine)  are  useful  in  monitoring 
patients  on  T4  because  they  all 
measure  T4.  Patients  on 
SYNTHROID  are  thereby  easy  to 
monitor  because  their  results  will 
fall  within  predictable,  elevated 
test  ranges.  Of  course,  clinical 
assessment  is  the  best  criterion  of 
the  thyroid  status  of  the  drug- 
treated  patient. 


(1)  The  onset  of  action  of  T4  is 
gradual.  It  has  a long  in  vivo 
“half-life”  of  over  six  days. 
(Occasional  missed  doses  or 
accidental  double-doses  are  of  les: 
concern  because  of  this  factor)1; 

(2)  since  SYNTHROID  contains  onl; 
T4,  the  potential  for  metabolic 
surges  traceable  to  more  potent 
iodides  (T3)  is  eliminated. 


AS  WITH  ANY 
THYROID 
PREPARATION, 
CAUTIOUS 

OBSERVATION  OF  THE 
PATIENT  DURING  THE 
BEGINNING  OF 
THERAPY  WILL  ALERT 
THE  PHYSICIAN  TO 
ANY  UNTOWARD 
EFFECTS. 

Side  effects,  when  they  do  occur, 
are  related  to  excessive  dosage. 
Caution  should  be  exercised  in 
administering  the  drug  to  patients 
with  cardiovascular  disease.  Read 
the  accompanying  prescribing 
information  for  additional  data  or 
write  Flint  Laboratories. 


TEST 

HYPOTHYROID 

SYNTHROID 

THERAPEUTIC 

NORMAL 

P.B.I. 

Less  than  4 meg  % 

6-1 0 meg  % 

T4  By  Column 

Less  than  3 meg  % 

7-9  meg  % 

T3  (Resin) 

Less  than  25% 

27-35% 

T3  (Red  Cell) 

Less  than  11% 

11.5-18% 

Free  Thyroxine 

Less  than  0.7 
nanograms  % 

0.7-2.5 

nanograms  % 

Murphy-Pattee 

Less  than  2.9 
meg  % 

4-1 1 meg  % 
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PATIENTS  CAN  BE 
SUCCESSFULLY 
MAINTAINED  ON  A 
DRUG  CONTAINING 
THYROXINE  ALONE. 


Thyroxine  (T4)  is,  as  you  know, 
the  major  circulating  hormone 
produced  by  the  thyroid  gland. 

T3  is  also  produced,  in  smaller 
amounts,  and  is  active  at  the 
cellular  level.  For  years  it  has  been 
a working  hypothesis  among 
endocrinologists  that  T4  is 
converted  by  the  body  to  T3.  In 
1970  this  process,  called 
“deiodination,”  was  demonstrated 
by  Braverman,  Ingbar,  and  Sterling2. 
T4  does  convert  to  T3,  though  the 
precise  quantities  are  still  being 
studied. 

The  conversion  has  been 
clinically  demonstrated  during  the 
administration  of  T4  to  athyrotic 
patients.  Their  thyroid  status  is 
normalized  on  SYNTHROID  alone, 
yet  the  presence  of  T3  in  these 
patients  has  been  clearly  shown. 


WHY  DOES  SYNTHROID 
COST  LESS  THAN 
SYNTHETIC  DRUGS 
CONTAINING  T3? 


Very  simple.  T3  costs  more  to  make 
synthetically  than  does  T4.  So  it  is 
economically  necessary  for  a 
synthetic  thyroid  medication 
containing  T3  to  cost  more  than 
one  containing  T4  alone.  Synthetic 
combinations  cost  patients  nearly 
50%  more  than  SYNTHROID3 
because  the  T3  costs  more  to  start 
with;  also  there  is  the  additional 
expense  of  formulating  a tablet 
containing  two  active  ingredients. 


1.  Latiolais,  C.  J.,  and  Berry,  C.  C.:  Misuse  of 
Prescription  Medications  by  Outpatients, 

Drug  Intelligence  & Clin.  Pharm.  3:270-7, 1969. 

2.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and 
Sterling,  K.:  Conversion  of  Thyroxine  (T4)  to 
Triiodothyronine  (T3)  in  Athyreotic  Human 
Subjects,  J.  Clin.  Invest.  49:855-64,  1970. 

3.  American  Druggist  BLUEBOOK,  March,  1971. 


Synthroid 

(sodium  levothpxine) 


THE  FACTS  ARE 
CLEAR  AND  HERE 
IS  OUR  OFFER. 

FACTS: 

Synthetic  thyroid  drugs  are  an 
improvement  over  animal  gland 
products.  Patients,  even  athyrotic 
ones,  can  be  completely 
maintained  on  SYNTHROID  (T4) 
alone.  Thyroid  function  tests  are 
easy  to  interpret  since  they  are 
predictably  elevated  when  the 
patient  adheres  to  SYNTHROID. 
Of  all  synthetic  thyroid  drugs, 
SYNTHROID  is  the  most 
economical  to  the  patient. 
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OFFER: 

Free  TAB-MINDER  medication 
dispensers  to  start  or  convert  all 
your  hypothyroid  patients  to 
SYNTHROID.  Free  information  to 
physicians  on  role  of  thyroid 
function  tests  in  a new  booklet 
titled:  “Guideposts  to  Thyroid 
Therapy.”  Ask  us. 
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Indications.-  SYNTHROID  (sodium  levothyroxine)  is  spe- 
cific replacement  therapy  for  diminished  or  absent 
thyroid  function  resulting  from  primary  or  secondary 
atrophy  of  the  gland,  congenital  defect,  surgery,  ex- 
cessive radiation,  or  antithyroid  drugs.  Indications  for 
SYNTHROID  (sodium  levothyr  -xine)  Tablets  include 
myxedema,  hypothyroidism  without  myxedema,  hypo- 
thyroidism in  pregnancy,  pediatric  and  geriatric  hypo- 
thyroidism, hypopituitary  hypothyroidism,  simple 
(nontoxic)  goiter,  and  reproductive  disorders  asso- 
ciated with  hypothyroidism.  SYNTHROID  (sodium  levo- 
thyroxine) for  Injection  is  indicated  for  intravenous 
use  in  myxedematous  coma  and  other  thyroid  dysfunc- 
tions where  rapid  replacement  of  the  hormone  is  re- 
quired.The  injection  is  also  indicated  for  intramuscular 
use  in  cases  where  the  oral  route  is  suspect  or  con- 
traindicated due  to  existing  conditions  or  to  absorp- 
tion defects,  and  when  a rapid  onset  of  effect  is  not 
desired. 

Precautions:  As  with  other  thyroid  preparations,  an 
overdosage  may  cause  diarrhea  or  cramps,  nervous- 
ness, tremors,  tachycardia,  vomiting  and  continued 
weight  loss.  These  effects  may  begin  after  four  or  five 
days  or  may  not  become  apparent  for  one  to  three 
weeks.  Patients  receiving  the  drug  should  be  observed 
closely  for  signs  of  thyrotoxicosis.  If  indications  of 
overdosage  appear,  discontinue  medication  for  2-6 
days,  then  resume  at  a lower  dosage  level.  In  patients 
with  diabetes  mellitus,  careful  observations  should  be 
made  for  changes  in  insulin  or  other  antidiabetic  drug 
dosage  requirements.  If  hypothyroidism  is  accom- 
panied by  adrenal  insufficiency,  as  Addison’s  Disease 
(chronic  subcortical  insufficiency),  Simmonds’s  Dis- 
ease (panhypopituitarism)  or  Cushing’s  syndrome  (hy- 
peradrenalism),  these  dysfunctions  must  be  corrected 
prior  to  and  during  SYNTHROID  (sodium  levothyroxine) 
administi  ation.  The  drug  should  be  administered  with 
caution  to  patients  with  cardiovascular  disease;  devel- 
opment of  chest  pains  or  other  aggravations  of  cardio- 
vascular disease  requires  a reduction  in  dosage. 
Contraindications:  Thyrotoxicosis,  acute  myocardial 
infarction.  Side  effects:  The  effects  of  SYNTHROID 
(sodium  levothyroxine)  therapy  are  slow  in  being  mani- 
fested. Side  effects,  when  they  do  occur,  are  secondary 
to  increased  rates  of  body  metabolism;  sweating,  heart 
palpitations  with  or  without  pain,  leg  cramps,  and 
weight  loss.  Diarrhea,  vomiting,  and  nervousness  have 
also  been  observed.  Myxedematous  patients  with  heart 
disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs. Careful  observation  of  the  patient  during 
the  beginning  of  any  thyroid  therapy  will  alert  the 
physician  to  any  untoward  effects. 

in  most  cases  with  side  effects,  a reduction  of  dos- 
age followed  by  a more  gradual  adjustment  upward 
will  result  in  a more  accurate  indication  of  the  pa- 
tient’s dosage  requirements  without  the  appearance 
of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg. 
SYNTHROID  (sodium  levothyroxine)  TABLET  is  equiva- 
lent to  approximately  one  grain  thyroid,  U.S.P.  Admin- 
ister SYNTHROID  tablets  as  a single  daily  dose, 
preferably  after  breakfast.  In  hypothyroidism  without 
myxedema,  the  usual  initial  adult  dose  is  0.1  mg.  daily, 
and  may  be  increased  by  0.1  mg.  every  30  days  until 
proper  metabolic  balance  is  attained.  Clinical  evalua- 
tion should  be  made  monthly  and  PBI  measurements 
about  every  90  days.  Final  maintenance  dosage  will 
usually  range  from  0.2-0.4  mg.  daily.  In  adult  myx- 
edema, starting  dose  should  be  0.025  mg.  daily.  The 
dose  may  be  increased  to  0.05  mg.  after  two  weeks 
and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The 
daily  dose  may  be  further  increased  at  two-month  in- 
tervals by  0.1  mg.  until  the  optimum  maintenance  dose 
is  reached  (0. 1-1.0  mg.  daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15 
mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded, 
in  bottles  of  100,  500,  and  1000.  Injection:  500  meg. 
lyophilized  active  ingredient  and  10  mg.  of  Mannitol, 
iN.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  So- 
dium Chloride  Injection,  U.S.P.,  as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  for  Injection  may 
be  administered  intravenously  utilizing  200-400  meg. 
of  a solution  containing  100  meg.  per  ml.  If  significant 
improvement  is  not  shown  the  following  day,  a repeat 
injection  of  100-200  meg.  may  be  given. 
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The  treatment  of 


impotence 

due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
fjm  jk  as  effective  therapy. 


The  Treatment  ot  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients— Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


Android 

(thyroid-androgen)  tablets 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Choice  of  4 strengths: 

Android  Android-HP 


Each  yellow  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  (1/6  gr.)  ..10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  MCI  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100.  500,  1000. 

REFER  to 


PDR 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext.  ('/a  gr.)  . 30  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL 10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  100Q. 


Android-X  Android-Plus 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Ext.  (1  gr.)  ..  . 64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 


WITH  HIGH  POTENCY 
BCOMPLEX  AN0  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  . 2.5  mg. 
Thyroid  Ext.  ('/»  gr.)  ...  15  mg. 
Ascorbic  Acid  (Vit.  C)  . 250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin 5 mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60,  500. 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
i*v!r*  p*rsi1stent  hypercalcem'a.  coronary  heart  disease  and  hyperthyroidism.  Occasional 
w Wl.,h.  pIug8'n?,  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos- 
terone Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

SKttl!!8  ,L?Ige  d0S3*es  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache 
dizziness,  lethargy,  paresthesia,  shin  eruptions,  loss  of  libido  in  males,  dysuria,  edema  congestive  heart 
raiiure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 

assoonas' hypercalcemia  ^detected  immoblli*ed  patientS;  use  of  Testosterone  should  be  discontinued 
™X"ce."cim  «?•  tie'"?  “f'WtwtMlerone.tltyroid  treatment  of  setual 

I llrnl  ;o  loli  « ' '.S.  W E,'ecJs  01  L-thyronne  and  liothyronme  on  spermatoeer 

J Urol  79  863.  1958  6.  Osol,  A.,  and  Farrar,  C.  E.  United  States  Disoensatnrv  r*H  Lippincott,  I 
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Write  tor  literature  and  samples:  THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  Street,  Los  Angeles,  California  900 


The  Rx  that  says 

“Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect: 
minor  dosage  adjustments  are  usually  all  that’s  needed  to 
produce  the  desired  degree  of  sedation.  (With  3 dosage  forms 
and  4 strengths  to  make  adjustments  easy.) 


BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non- 
cumulative  action:  begins  to  work  within  30  minutes... yet, 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a ‘roller-coaster’’  nor  a ‘‘hangover’’  effect. 


BUTISOL  Sodium  is  remarkably  well  tolerated: 
a 30-year  safety  record  assures  you  that  there  is  little  likelihood 
of  unexpected  reactions. 


BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 

sedative  tranquilizers* 


These  are  four  good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  set 
just  a little  slower.  Its  gentle  daytime  sedative  action  is  often 
ail  that’s  needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress. 

’Based  on  surveys  of  average  daily  prescription  costs. 


SODIUM" 


Butisoll 

^^MBARBITAL) 


Contraindications:  Porphyria,  sensitivity  to  barbiturates,  or  susceptibility  to 
dependence  on  sedative-hypnotics.  Warning:  May  be  habit  forming. 
Precautions:  Exercise  caution  in;  moderate  to  severe  hepatic  disease; 
withdrawal  in  drug  dependence  or  the  taking  of  excessive  doses  over  a long 
period,  to  avoid  withdrawal  symptoms,  elderly  or  debilitated  patients,  to  avoid 
possible  marked  excitement  or  depression;  use  with  alcohol  or  other  CNS 
depressants,  because  of  combined  effects.  Adverse  Reactions:  Drowsiness  at 
daytime  sedative  dose  levels,  skin  rashes,  ' hangover”  and  gastrointestinal 
disturbances  are  seldom  seen.  Usual  Adult  Dosage:  For  daytime  sedation, 

15  mg.  to  30  mg.  t.i.d.  or  q.i  d For  hypnosis,  50  mg.  to  100  mg.  Available  as: 
Tablets,  15  mg.,  30  mg..  50  mg.,  100  mg.;  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 
BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital)]  15  mg.,  30  mg., 
50  mg.,  100  mg. 


MCNEIL  McNeil  Laboratories.  Inc..  Fort  Washington,  Pa.  19034 
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M.D.s  in  the  news 


FRANK  G.  TWARDZIK,  M.D.,  is 
the  recipient  of  a fellowship  granted  to 
the  department  of  radiation  therapy  at 
Albert  Einstein  Medical  Center, 
Philadelphia,  by  the  American  Cancer 
Society.  Dr.  Twardzik  is  a third  year 
resident  and  a junior  member  of  the 
American  College  of  Radiology. 


DR.  TWARDZIK  DR.  FISHER 


JOSEPH  S.  FISHER,  M.D.,  is  the 
recipient  of  the  house  staff  teaching 
award  of  the  honorary  medical  frater- 
nity Alpha  Omega  Alpha  at  Jefferson 
Medical  College,  Philadelphia.  He  is  a 
second  year  resident  in  internal  medi- 
cine at  Thomas  Jefferson  University 
Hospital. 

JAMES  GARDNER,  M.D.,  Ell- 
wood  City,  is  the  recipient  of  the  Dis- 
tinguished Service  Award  from  Geneva 
College.  Dr.  Garner,  a graduate  of 
Geneva,  is  a member  of  the  American 
College  of  Surgeons,  the  Pittsburgh 
Surgical  Society,  and  the  American  So- 
ciety of  Abdominal  Surgeons. 

RAYMOND  M.  DORSCH,  JR.. 
M.D.,  and  ROBERT  M.  KLINE, 
M.D.,  both  of  Lebanon,  recently  partic- 
ipated in  a medical  society  tour  to 
Outer  Mongolia.  They  report  that,  con- 
trary to  expectations,  acupuncture  is 
used  only  on  a limited  basis  there, 
mainly  for  dentistry  and  non-surgical 
procedures. 

MAYER  A.  GREEN,  M.D.,  re- 
cently took  part  in  a panel  discussion  on 
drug  therapy  in  the  emotionally  in- 
volved allergy  patient  at  the  annual 
Congress  of  the  American  College  of 
Allergists  in  Atlanta,  Georgia.  He 
served  as  co-chairman  of  the  psychoso- 
matic section  and  as  a faculty  member 
of  the  college’s  fellowship  examina- 
tions. He  also  participated  in  a panel 
discussion  at  the  annual  meeting  of  the 
American  Association  of  Certified 
Allergists  in  Atlanta. 

IRENE  F.  LAUB,  M.D.,  and 
THOMAS  C.  ZULICK,  JR.,  M.D., 


both  of  Easton,  have  been  honored  by 
the  Northampton  County  Medical  So- 
ciety for  fifty  years  of  service  to  the 
medical  profession.  Both  are  past  presi- 
dents of  the  society. 

ROBERT  C.  EYERLY,  M.D.,  Dan- 
ville, has  been  named  chairman  of  the 
Northcentral  Pennsylvania  Area 
Health  Education  Systems’  Committee 
on  Medical  Education.  He  is  director  of 
medical  education  and  an  associate  in 
the  department  of  surgery  at  the 
Geisinger  Medical  Center. 

MARVIN  DEREZIN,  M.D.,  has 
been  selected  to  head  the  new  section  of 
gastrointestinal  endoscopy  at  Hah- 
nemann Medical  College  and  Hospital, 
Philadelphia.  He  is  clinical  associate 
professor  of  medicine  at  Hahnemann. 


DR.  DEREZIN  DR.  LASKER 


NORMAN  LASKER,  M.D., 
director  of  the  Theodore  T.  Tsaltas 
Dialysis  Center  of  Thomas  Jefferson 
University  Hospital,  has  been  named  a 
faculty  member  of  the  Jefferson  Medi- 
cal College  chapter  of  Alpha  Omega 
Alpha,  honorary  medical  fraternity. 
Dr.  Lasker  is  associate  professor  of 
medicine  and  associate  director  of  the 
division  of  nephrology  at  Jefferson.  He 
is  a recent  recipient  of  the  Lindback 
Award  for  distinguished  teaching. 

GEORGE  F.  ROSEMOND,  M.D., 
Philadelphia,  chairman  of  the  division 
of  surgery  at  Temple  University  and 
immediate  past  president  of  the  Penn- 
sylvania Medical  Society,  has  been 
awarded  the  1973  St.  Francis  Surgical 
Award  at  St.  Francis  General  Hospital. 

ELIZABETH  D.  LABOVITZ. 
M.D.,  Doylestown,  has  been  named  re- 
cipient of  the  Christian  R.  and  Mary  F. 
Linback  Clinical  Award  for  distin- 
guished teaching  at  Medical  College  of 
Pennsylvania.  She  is  assistant  professor 
of  medicine  at  MCP,  a diplomate  of  the 
American  Board  of  Internal  Medicine, 
and  a member  of  the  American  Society 
of  Nephrology. 


WILHELMINA  S.  SCOTT,  M.D., 
former  head  of  the  radiology  depart- 
ment at  Lancaster  General  Hospital, 
has  received  the  PMS  Fifty-Year 
Award,  presented  by  the  Lancaster 
County  Medical  Society,  for  medical 
service. 

The  American  Psychosomatic  Soci- 
ety has  elected  ALBERT  J.  STUN- 
KARD,  M.D.,  chairman  of  psychiatry 
at  the  University  of  Pennsylvania 
School  of  Medicine,  as  its  new  presi- 
dent. Dr.  Stunkard  holds  the  Kenneth 
Appel  Chair  of  Psychiatry  at  Pennsyl- 
vania. He  is  a past  president  of  the 
American  Association  of  Professors  of 
Psychiatry. 

Two  members  of  the  Temple  Uni- 
versity School  of  Medicine  faculty 
have  been  elected  as  presidents  of 
specialty  societies.  They  are  both  in 
the  department  of  laryngology  and 
broncho-esophagology  and  are  both 
associates  at  the  Chevalier  Jackson 
Clinic.  CHARLES  M.  NORRIS, 
M.D..  professor  and  chairman  of  the 
department,  will  serve  as  president  for 
the  American  Society  for  Head  and 
Neck  Surgery.  GABRIEL  F. 
TUCKER,  JR.,  M.D.,  has  been  named 
president  of  the  American  Broncho- 
Esophagological  Association. 


JUNE  F.  KLINGHOFFER,  M.D.,  Merion 
Station,  and  her  husband,  Sidney 
Wenger,  M.D.,  are  shown  at  a recent 
meeting  of  the  Commonwealth  Board 
of  the  Medical  College  of  Pennsyl- 
vania when  Dr.  Kling  hotter  was 
presented  with  an  outstanding 
alumnae  award  recognizing  her 
twenty-five  years  of  medical  teaching. 
Both  are  on  the  faculty  at  MCP.  Dr. 
Klinghoffer  is  professor  of  medicine 
and  Dr.  Wenger  professor  of  psychia- 
try. 
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M.D.s  in  the  news 


Students  honor  teacher  with  'God-given  talents’ 


Irving  J.  Olshin,  M.D.,  has  been 
honored  at  special  ceremonies  by  the 
graduating  class  at  Jefferson  Medical 
College.  Thomas  Jefferson  University, 
with  the  presentation  of  his  portrait  to 
the  college  commemorating  his  selec- 
tion as  the  most  outstanding  teacher. 

Thirty-seven  years  ago,  at  the  age  of 


nine,  "Doctor  ' Olshin  set  up  the  first 
community  dental  program  in  West 
Oaklane.  He  used  the  tinfoil  from 
tobacco  packages  in  an  attempt  to  fill 
the  cavities  of  neighborhood  children. 

Today,  Dr.  Olshin  directs  the  educa- 
tional and  clinical  programs  at  Jef- 
ferson. He  is  professor  in  the  depart- 


ment of  pediatrics. 

Something  of  the  feeling  of  students 
toward  Dr.  Olshin  was  revealed  in  an 
address  given  by  Robert  L.  Brent, 
M.D.,  chairman  of  the  department.  He 
told  of  the  time  in  1963  when  Dr. 
Olshin  left  Jefferson  after  two  years  in 
the  department  of  pediatrics  to  assume 
the  chairmanship  of  a department  in  a 
Long  Island,  N.Y.,  hospital.  Every 
student  on  campus,  he  said,  signed  a 
letter  protesting  their  teacher's  de- 
parture. 

It  read:  “We,  the  students  of  Jef- 
ferson Medical  College  are  fortunate 
to  have  many  fine  and  capable  in- 
structors. However,  you  must  well  ap- 
preciate, there  are  a certain  few  who 
have  a God-given  talent  for  teaching 
which  distinguishes  them  from  their 
colleagues. 

“It  is  our  feeling  that  Dr.  Irving  J. 
Olshin  is  an  outstanding  example  of 
such  a teacher.  It  has  come  to  our  at- 
tention that  Dr.  Olshin  has  been  con- 
sidering leaving  Jefferson.  We  believe 
the  loss  of  this  beloved  and  respected 
man  would  be  irreplaceable." 

Fortunately  for  Jefferson,  he  re- 
turned four  years  later. 


DR.  OLSHIN  inspects  his  portrait  which  was  commissioned  by  the  Jefferson  Medi- 
cal College  graduating  class  to  honor  his  outstanding  teaching  ability.  Paul  Smey, 
M.D.,  senior  class  president,  comments. 


Luzerne  society  still  needs  aid 


A year  ago  the  home  of  the  Luzerne  County  Medical  Soci- 
ety sustained  severe  flood  damage  in  the  wake  of  Hurricane 
Agnes.  When  the  1972  House  of  Delegates  met  and  learned 
that  the  society  needed  $30,000  for  repairs  and  replace- 
ments, it  called  on  members  to  make  voluntary  contributions 
to  assist  in  the  recovery. 

In  response  to  this  appeal,  members  contributed  a total  of 
$9,110,  which  was  augmented  by  a $5,000  interest-free  loan 
from  the  State  Society. 

This  amount  falls  far  short  of  filling  the  need,  and  Society 
officers  have  issued  a request  to  all  members  who  have  not 
yet  contributed  to  do  so  now.  The  contributions  are  tax 
deductible.  Checks  should  be  made  out  to:  Educational  and 
Scientific  Trust — Flood,  and  mailed  to  the  trust  at  State  Soci- 
ety Headquarters,  20  Erford  Rd.,  Lemoyne,  Pa.  17043. 


AT  THE  Officers’  Conference,  Robert  S.  Sanford, 
M.D.,  Pennsylvania  Medical  Society  president,  is 
shown  presenting  a check  to  Robert  M.  Kerr,  M.D., 
Luzerne  County  Medical  Society  president,  to  be 
used  toward  repairing  flood  damage  to  the  county  so- 
ciety’s headquarters. 
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Internship— soon  medical  history 


After  July  1,  1975,  the  internship  as  we  know  it  will  be 
replaced  with  what  has  been  called  a more  unified  program. 
The  proposed  change  has  created  both  discussion  and  con- 
troversy within  the  medical  profession.  Regardless  of 
whether  we  believe  the  alteration  to  be  right  or  wrong,  it 
has  caused  us  to  assess  and  reevaluate  the  medical  education 
programs  in  this  country. 

Basically,  educators  are  divided  into  three  separate 
groups:  those  who  believe  the  change  is  advantageous  and 
will  have  a beneficial  effect  on  medical  education;  those 
who  believe  the  change  is  inauspicious  and  will  have  a detri- 
mental effect  on  the  young  physician;  and  those  who  believe 
that  the  AMA  is  simply  juggling  words  and  that  the  change 
will  have  no  effect. 

The  concept  of  internship  developed  around  the  early 
1900s  when  it  was  decided  that  students  would  be  better 
clinicians  if  they  were  afforded  a year  of  experience  under 
the  guidance  of  a practicing  physician.  At  that  time,  the 
vast  majority  of  physicians  were  general  practitioners  with  a 
few  specialists  interspersed  among  them.  The  internship  was 
sufficient  experience  for  the  young  graduate  to  learn  medi- 
cal skills.  Today,  almost  the  reverse  is  true.  Most  physicians 
train  as  specialists.  Family  practice  is  now  considered  a 
specialty  for  which  many  forward-looking  hospitals  and 
university  centers  offer  residency  programs.  The  internship 
alone  seldom  suffices  in  preparing  for  practice. 

Probably  the  precipitating  factor  in  this  reversal  was  the 
transformation  in  medical  school  curriculum.  Where 
courses  were  once  planned  and  everyone  took  the  same,  like 
it  or  not,  the  student  now  has  his  senior  year  and  in  some 
cases  part  of  his  junior  year  to  fill  with  the  electives  he 
desires.  The  programs  are  flexible  enough  that  educational 
experiences  of  individual  students  may  vary  widely.  It  is  un- 


derstandable, given  this  type  of  situation,  that  the  old  con- 
cept of  internship  had  to  modernize.  The  original  internship 
was  built  upon  the  premise  that  all  graduates  had  the  same 
type  of  background,  which,  indeed,  they  did. 

The  new  concept  is  one  which  is  logical,  at  least  on 
paper.  By  altering  the  traditional  straight  and  rotating  in- 
ternships, educators  hope  to  achieve  educational  continuity. 
Transition  to  residency  should  be  facilitated  by  allowing  the 
young  physician  the  freedom  to  choose  as  he  did  in  medical 
school.  The  internship  would  not  be  an  isolated  experience, 
but  would  be  one  step  in  a progressive  sequence  from  medi- 
cal school  to  residency.  Herein  lies  the  controversy.  Some 
educators  feel  that  this  type  of  program  will  force  decisions 
on  specialty  practice  before  the  student  is  ready  to  make 
them.  Others  contend  that  training  will  be  too  narrow;  that 
more  errors  will  be  made  because  of  limited  knowledge  out- 
side the  field  of  special  interest.  Still  others  feel  that  this 
idea  is  not  really  new;  that  the  rotating  internship  provided 
a flexible  experience,  tailored  to  the  students'  needs  for 
varied  educational  backgrounds. 

Actually,  the  only  areas  which  will  be  affected  by  the 
change  are  those  hospitals  which  have  an  internship  pro- 
gram only.  Unless  some  effort  is  made  on  their  part  either 
to  affiliate  with  other  hospitals  or  to  establish  a residency 
program,  these  hospitals  will  lose  their  internships.  This 
particular  type  program,  which  offers  no  educational  con- 
tinuity, is  what  the  AMA  hopes  to  phase  out. 

No  matter  what  our  personal  feelings  are,  the  change  will 
be  realized.  Only  by  working  together  can  we  hope  to  make 
the  new  internship  function  as  it  was  planned. 

David  A.  Smith,  M.D. 

Medical  Editor 


In  one  weekend  you  can  be  a more  effective  speaker. 


That’s  a promise. 


How?  By  attending  the.  AMA  Speakers  and 
Leadership  Program.  Over  8,000  MDs  have. 
Sessions  include  theory  and  drills  on  message 
preparation,  delivery,  fielding  of  questions,  as 
well  as  individual  coaching  and  instant  TV 
playback 


Programs  are  held  at  the  Marriott  Motor 
Hotel,  O'Hare  Airport  in  Chicago. 


Next  programs  are: 

Aug.  31-Sept.  2 
Oct.  26-28 
Nov.  16-18 

Contact:  Mortimer  Enright 
Director,  AMA  Speakers 
and  Leadership  Programs 
535  N.  Dearborn  St. 
Chicago,  III.  60610 
(312)  751-6484 
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Questions  move  to  community  care 

To  the  Editor: 

I am  writing  this  letter  in  the  hope  that  you  will  direct 
some  editorial  support  to  this  matter;  and,  that  hopefully, 
we  can  hear  the  expressions  of  other  physicians  around  the 
state. 

As  you  know,  the  state  of  Pennsylvania  is  undergoing  a 
large  scale  deinstitutionalization  in  terms  of  its  mental  hos- 
pitals, hospitals  for  the  retarded,  and  state  prisons.  The  phi- 
losophy behind  this  is  that  these  matters  should  be  handled 
in  the  communities.  The  census  of  all  these  institutions  has 
been  more  than  halved,  and  the  institutions  themselves  are 
being  phased  out  of  existence  one  by  one.  The  concept  is 
not  original  with  Pennsylvania,  as  the  man  responsible  for 
these  programs  initiated  similar  programs  in  California 
before  coming  here. 

Ordinarily,  when  one  decides  to  change  a process,  he  has 
another,  perhaps  more  effective,  process  in  mind.  However, 
this  process  is  being  carried  on  secretly,  and  no  effort  is 
being  made  to  develop  programs  in  the  communities.  While 
one  could  hardly  object  to  the  philosophy  that  people 
should  be  taken  care  of  in  their  own  communities,  there  are 
certain  realistic  considerations  having  to  do  with  the  size 
and  tax  basis  of  the  community.  Surely,  Allegheny  and 
Philadelphia  Counties  have  sufficient  population  and  tax- 
able wealth  to  enable  them  to  develop  programs  of  their 
own.  But,  what  about  the  rest  of  the  counties  in  the  state? 

At  the  time  when  we're  making  efforts  to  try  to  reduce 
public  anxiety  and  public  expense,  this  seems  a most  unlike- 
ly way  of  accomplishing  it.  History  shows  us  that 
flourishing  societies  build  institutions  and  improve  existing 
institutions,  and  that  decadent  societies  allow  institutions  to 
decay  with  them.  Has  the  administration  of  Pennsylvania 
decided  that  we  are  a decadent  society? 

Let  us  consider  some  of  the  ramifications  in  the  commu- 
nity. People  who  have  been  institutionalized  for  years  are 
being  sent  to  live  in  $125  a month  accommodations  and 
quickly  end  up  in  private  hospitals  with  $75  to  $125  a day 
costs.  Eighteen  months  later,  the  private  hospital  finds  out 
that  a major  part  of  its  bill  is  not  going  to  be  paid  because 
they  provided  “domiciliary  care."  The  medications  for 
these  people  are  being  paid  for  at  private  pharmacy  rates  in- 
stead of  large,  collective,  state-buying  rates.  The 
tremendous  community  upheaval  and  the  tremendous  fami- 
ly stresses  that  can  be  caused  by  these  people  are  not  dealt 
with  or  experienced  by  the  remote  perpetrators  of  this  pro- 
gram. The  operant  parties  are  quick  to  show  the  rapid 
increase  in  institutional  costs  by  the  gimmick  of  dividing 
the  cost  of  operating  the  institution  by  the  census.  Natural- 
ly, if  you  reduce  the  census  by  one-half,  the  apparent  pa- 
tient day  cost  will  double.  So.  they  produce  their  own  fig- 
ures. The  doctors  in  the  state  hospitals  are  being  told  to 
continue  this  discharge  rate  regardless  of  consequences,  as 
are  the  parole  boards  of  prisons.  On  the  other  hand,  judges 
are  being  advised  not  to  sentence  people  or  commit  them  to 
state  hospitals  for  mental  reasons.  It  has  become  an  ex- 
tremely frustrating  experience.  The  ordinary  time  for  com- 


mitment procedure  prior  to  this  program  was  forty-eight 
hours.  Now,  the  procedure  takes  ten  to  twenty-one  days  in 
an  institution  which  may  cost  from  $75  to  $125  a day. 
Again,  the  hospital  stands  to  be  paid  for  only  a small  part  of 
this,  when  the  situation  is  reviewed  eighteen  months  later. 
There  is  also  the  matter  of  paying  for  the  expensive  hearings 
that  now  have  to  be  held.  These  patients  also  end  up  on 
medical  services  and  have  needless  medical  and  surgical 
services  performed  because  doctors  have  not  recognized  the 
chronic  nature  of  their  mental  illness. 

On  one  hand,  we're  talking  about  ways  of  reducing  the 
crime  rate.  At  the  same  time  we  are  now  returning  perpe- 
trators of  serious  crimes  back  to  the  community  before  they 
have  had  any  effort  or  evaluation  made  so  far  as  rehabili- 
tation is  concerned.  The  community  is  left  to  suffer  these 
hardships  and  to  learn  that  the  institution  is  not  available 
for  return  of  the  patient  or  prisoner.  I think  the  most 
damning  thing  is  that  this  is  being  carried  out  in  secret.  This 
is  being  done  to  us  by  “Big  Brother”  like  people  who  are 
grandiosely  conducting  human  experiments  on  a completely 
empirical  basis.  Certainly  the  voters  have  not  been  consulted 
and  their  elective  representatives  are  not  informed. 

I urge  fellow  physicians  to  watch  for  evidence  of  this  in 
their  daily  practice.  Count  the  names  of  superintendents  of 
institutions  whose  heads  roll  prior  to  the  total  closing  of 
those  institutions.  Look  further  at  those  former  inmates 
among  you  and  decide  for  yourselves  if  this  is  progress. 

John  E.  Blank.  M.D. 

New  Castle 

Let  patients  judge 

Below  is  a copy  of  a radio  editorial  which  was  sub- 
mitted to  Pennsylvania  Medicine  as  a letter  to  the  editor. 
It  was  carried  as  such  also  in  The  Bulletin,  publication 
of  the  Luzerne  County  Medical  Society. 

If  we  had  a whistle  we’d  blow  it — loud  and  shrill.  We’d 
blow  the  whistle  on  socialized  medicine  right  along  with  the 
Association  of  American  Physicians  and  Surgeons  headquar- 
tered at  Oak  Brook,  Illinois.  We'll  be  right  back  to  take  a 
close  look  at  what's  happening  to  that  vaunted  one-to-one 
relationship  between  a patient  and  his  doctor.  We'll  see  it 
From  Another  Point  of  View. 

The  Association  of  American  Physicians  and  Surgeons  is  a 
nationwide  organization  of  independent  physicians  interest- 
ed in  retaining  their  freedom  to  use  their  best  ethical,  profes- 
sional. and  medical  judgement  when  it  comes  to  treating  pa- 
tients. As  we  define  freedom  we  think  the  doctors  are  also 
battling  for  the  freedom  of  the  patient  to  select  the  physician 
of  his  or  her  choice — and  to  depend  on  that  physician  for  the 
best  possible  treatment.  We'd  also  call  it  accountability.  The 
accountability  of  the  doctor  when  it  comes  to  first-rate  com- 
petence and  skill. 

In  a totally  independent  health  care  system,  a substandard 
doctor  couldn't  survive  in  his  profession  any  more  than  an 
unconvincing  salesman  could  survive  in  his.  Adam  Smith's 
"Invisible  Hand"  (competition  and  competency)  still  is  the 
best  allocator  of  resources,  material  and  human.  Agencies 
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and  bureaucrats — monopolists  created  by  governments — are 
not  slapped  by  that  invisible  hand;  therefore  little  or  no  dis- 
cipline is  possible.  Accountability  is  practically  nil. 

The  association  has  retained  legal  counsel  to  explore  the 
possibility  of  suing  the  federal  government  to  prevent  it  from 
interfering  in  the  practice  of  medicine — to  keep  it  from 
breaking  that  one-to-one  relationship  between  patient  and 
doctor.  The  need  for  this  proposed  litigation  is  triggered  by 
the  passing  of  a new  law,  P.L.  92-603,  authorizing  a so-called 
Professional  Standards  Review  Organization.  According  to 
the  association,  under  this  law  government  employees — and 
not  the  patient's  own  doctor — would  control  decisions  on  a 
case-by-case  basis.  To  implement  this  law  another  elaborate 
expensive  top-heavy  bureaucracy  is  established  with  iron- 
fisted  control  vested  in  the  Secretary  of  Health,  Education, 
and  Welfare  and  his  minions. 

The  president  of  the  Association  of  American  Physicians 
and  Surgeons,  Dr.  Robert  S.  Jaggard  of  Oelwein,  Iowa,  is 
looking  into  the  possibility  of  litigation,  with  approval  of  his 
board.  He  has  this  to  say:  “The  new  law  would  force 
physicians  to  justify  their  medical  decisions  to  federal 
employees — and  conform  to  governmentally-dictated  stand- 
ards of  diagnosis  and  treatment — for  Medicare  and  Medicaid 
patients."  He  added  that  "Forcing  physicians  to  conform  to 
computerized  norms  of  care  on  the  basis  of  averages — as 
decreed  by  government  clerks — without  regard  to  the 
uniqueness  of  each  individual — would  be  a tragedy.  This 
would  mean  that  physicians  would  be  forced  to  provide 
Medicare  and  Medicaid  patients  with  second-class  medi- 
cine.” He  further  levelled  on  the  law  by  stating  that  this 
"could  lead  to  such  bureaucratically-dictated  medicine  being 


applied  to  everyone — which  is  what  national  health  insur- 
ance would  mean.” 

In  all  fairness  we  should  state  that  many  physicians,  indi- 
vidually and  organizationally,  have  brought  the  current 
status  on  themselves.  One  doctor  remarked  in  a moment  of 
self-critique  that  too  many  doctors  were  spending  more  time 
with  the  Wall  Street  Journal  than  they  were  with  the  Medical 
Journal. 

Remember  another  thing:  Any  time  the  government 
provides  free  services,  those  free  services  turn  out  to  be  the 
most  expensive  thing  a country  can  do.  An  artificial  demand 
is  created  immediately.  It  is  demand  that  creates  higher 
prices.  When  a sudden  demand  for  services  is  created,  such  as 
Medicare  or  Medicaid,  without  a resultant  increase  in  the 
supply  of  doctors,  price  is  bound  to  rise. 

The  immediate  answer  to  the  problems  arising  from 
market  interference  by  bureaucrats  is  to  slap  on  controls  to  j 
cure  a problem  they  caused  in  the  first  place.  This  is  no  way 
to  run  a railroad.  Any  railroad  in  the  country  will  tell  you 
that. 

It  is  no  way  to  run  the  country's  health  service.  You  can 
use  other  means  than  a railroad — cars,  buses,  planes,  trucks, 
ships.  There  is  no  substitute  for  a doctor. 

Uncle  Sam.  and  Big  Brother  HEW,  please  stay  out  of  the 
practice  of  medicine.  Big  Brother,  you  have  shown  too  much 
ineptitude  in  other  fields.  Please — we'd  rather  do  it  our- 
selves. Why?  Because  more  than  200-million  people  are  a 
whole  lot  smarter  than  Big  Brother  HEW,  that's  why. 

Robert  W.  Neilson,  General  Manager  j 
WNAK  Radio,  Nanticoke 


“Regular  or  high  test?” 
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rotogravure 


THE  GOVERNMENT  RELATIONS  Committee  of  Erie  County  Medical  Society  (ECMS)  met  with  state  legislators  recently. 
Shown  in  the  photo  on  the  left  are  (left  to  right)  Jerry  Rothenberger,  executive  director  of  the  Pennsylvania  Medical  Political 
Action  Committee,  discussing  legislation  with  Representative  David  C.  Di  Carlo,  and  David  J.  Keck,  M.D.,  Eighth  Councilor 
District  trustee.  The  photo  on  the  right  shows  (left  to  right)  T.P.  Fryczynski,  M.D.,  speaking  to  Representative  Bernard  J. 
Dombrowski,  as  William  D.  Lamberton,  M.D.,  president  of  ECMS;  and  T.R.  Moyer,  M.D.,  look  on.  The  Government  Relations 
Committee  is  chaired  by  William  C.  Kinsey,  M.D.. 


THE  NEW  PROVOST  and  dean  designate  for  the  Milton  S. 
Hershey  Medical  Center  of  Pennsylvania  State  University, 
Harry  Prystowsky,  M.D.,  (center),  was  honored  at  a dinner 
at  Hershey  recently  with  the  presentation  of  a plaque  of  ap- 
preciation for  his  teaching  from  former  residents  who 
trained  under  him  at  the  University  of  Florida  College  of 
Medicine  where  he  was  professor  and  chairman  of  the 
department  of  obstetrics  and  gynecology.  Vincent  Stenger, 
M.D.,  (shown  at  left  in  the  photo),  professor  and  chairman 
of  the  department  of  obstetrics  and  gynecology  at  Hershey, 
and  Mrs.  Prystowsky  are  shown  at  the  dinner  which  was  at- 
tended by  all  twenty-seven  of  his  former  chief  residents. 


THE  STATE  Society's  newly  formed  Committee  on  Quackery 
met  for  the  second  time  recently  to  consider  possible  methods 
of  combatting  health  fraud  in  Pennsylvania.  Attending  were 
(seated,  left  to  right)  LeRoy  A.  Gehris,  M.D.,  committee 
chairman;  Jack  Ogun  of  the  Bureau  of  Drug  Control,  Pennsyl- 
vania Department  of  Health;  and  John  P.  Whiteley,  M.D. 
Standing,  left  to  right,  are  Stephen  J.  Barrett,  M.D.  and  L. 
Riegel  Haas,  PMS  staff  assistant  to  the  committee. 


AT  HER  installation  as  president  of  the  Pennsylvania  Society  of  the  American  Association  of  Medical  Assistants,  Mrs.  Martha 
Thomas,  Pittsburgh,  accepts  congratulations  from  Robert  S.  Sanford,  M.D.,  PMS  president,  who  conducted  the  installation 
ceremonies  at  the  association's  annual  state  banquet  at  Hershey  recently.  In  the  photo  at  the  light,  Ralph  C.  Wilde,  M.D., 
Pittsburgh,  PMS  president-elect,  acts  as  master  of  ceremonies  for  the  occasion. 
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Designing  a corporate  retirement  plan 


LEIF  C.  BECK,  LL.B. 
Bala  Cynwyd 


This  is  the  last  in  a series  of  three  articles  on 
how  to  choose  a retirement  plan.  Copies  of  the 
preceding  articles  are  available  on  request. 


In  last  month's  article  I discussed  some  of  the  most  basic 
decisions  involved  in  adoption  of  a corporate  retirement 
plan.  This  included  choosing  between  a pension  plan  and  a 
profit  sharing  plan,  or  the  combination,  determining  the 
proper  level  of  contributions  to  the  plan  or  plans  and 
deciding  whether  the  plan  should  be  “integrated”  with 
Social  Security. 

There  are,  however,  a number  of  other  details  which  the 
incorporated  doctor  should  not  ignore.  These  details  may 
seem  to  deal  with  rather  technical  design  characteristics, 
but  there  is  a fairly  wide  range  of  choices  available  within 
Internal  Revenue  guidelines.  The  doctor's  understanding  of 
these  opportunities  may,  therefore,  help  him  get  the  best 
possible  plan  for  his  practice. 

Who  Shall  Participate? 

Virtually  every  medical  corporation  will  have  to  include 
all  of  its  full-time  employees  as  participants  in  its  retirement 
plan.  To  limit  the  plan  only  to  the  physician-employees 
would,  for  example,  be  “discriminatory"  in  almost  every 
case  since  it  would  favor  the  higher  paid  physicians  while 
excluding  the  lesser  paid  aides.  This  would  be  contrary  to 
well-established  IRS  rules  for  qualified  retirement  plans. 

Newly  formed  professional  corporations  find  this  rule 
particularly  difficult  since  they  cannot  impose  a "waiting 

Mr.  Beck  is  president  of  Management  Consulting  for 

Professionals,  Inc.,  Bala  Cynwyd,  Pennsylvania. 


period"  requiring  a substantial  stated  period  of  employment 
before  a person  comes  into  the  plan.  A previously  existing 
non-professional  corporation  might  adopt  a three-year 
waiting  period,  for  example,  by  which  it  would  be  relatively 
sure  that  its  employees  are  stable  and  productive  before 
plan  contributions  are  made  for  them.  Unfortunately,  use  of 
this  device  for  a new  medical  corporation  would  under  the 
IRS  rules  have  the  disastrous  effect  of  excluding  the  doctor 
or  doctors  themselves  from  their  own  plans.  A former 
partner  or  solo  practitioner  is  deemed  to  have  had  no 
previous  "employment"  for  IRS  purposes  when  he  incorpo- 
rates his  practice,  and  thus  even  a doctor  who  has  practiced 
for  fifteen  years  before  incorporating  would  be  considered  a 
“new"  employee  of  his  corporation. 

Under  this  IRS  rule,  the  maximum  advantage  a new  pro- 
fessional corporation  could  take  in  its  first  year  would  be  to 
defer  adopting  its  retirement  plan  until  towards  the  end  of 
the  fiscal  year  and  then  to  insert  a waiting  period  of  slightly 
less  than  its  existence.  For  example,  if  a practice  is  incorpo- 
rated on  January  1,  1973,  the  doctor  could  adopt  the  pen- 
sion or  profit  sharing  plan  in  November  and  provide  for 
coverage  of  all  employees  who  have  completed  ten  months 
of  service.  Since  the  doctor  himself  and  his  original  employ- 
ees would  by  that  time  have  had  ten  months'  service  with 
his  corporation,  the  waiting  period  would  not  rule  him  out. 

A very  recent  Federal  District  Court  decision  rejected  the 
described  IRS  rule.  Perhaps  this  decision  will  open  the  way 
for  us  to  establish  reasonable  service  requirements  of 
perhaps  two  or  three  years,  but  it  is  still  too  early  to  rely  on 
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that  one  District  Court  decision.  The  IRS  will  undoubtedly 
appeal  or  refuse  to  follow  it  and  thus  I would  not  suggest  re- 
liance upon  the  new  decision  until  its  validity  is  further 
tested.  In  the  meantime,  since  it  is  so  important  that  a new 
corporation's  retirement  plan  or  plans  have  formal  IRS  ap- 
proval, one  must  resort  to  use  of  waiting  periods  somewhat 
short  of  one  year,  as  suggested. 

Internal  Revenue  rules  permit  reasonable  age  limitations 
upon  entry  into  a retirement  plan.  Most  professional  cor- 
porations would  accept  this  opportunity  by  establishing 
minimum  age  limits  so  that  a young  nurse  or  secretary 
might  not  begin  participating  in  the  plan  until  she  reaches  a 
certain  birthday.  In  view  of  the  high  turnover  rate  of  the 
younger  non-professional  employees,  by  marriage  or  career 
uncertainties,  the  selection  of  a reasonable  minimum  entry 
age  will  tend  to  limit  the  cost  of  the  plan.  The  age  one  can 
establish  will  depend  upon  the  "mix”  of  employees  within  a 
practice,  but  I generally  feel  that  a minimum  age  of  perhaps 
21  or  22  should  be  acceptable  to  the  IRS  where  there  are  at 
least  a couple  of  non-professional  aides  above  that  age. 

A plan  may  also  impose  a maximum  entry  age,  often  at 
55,  60  or  even  65.  I find  little  justification  in  using  max- 
imum ages  when  a money  purchase  pension  plan  or  a profit 
sharing  plan  is  involved,  since  there  is  no  disproportionate 
contribution  level  for  older  employees.  Nevertheless,  where 
the  "mix”  of  employees  and  ages  is  satisfactory,  a maximum 
age  might  be  imposed  without  I RS  objection. 

How  Fast  Should  the  Funds  Become  Vested? 

An  important  purpose  of  pension  and  profit  sharing  plans 
is  to  provide  an  incentive  which  will  establish  and  retain  the 
employees'  continuing  loyalty.  As  a result,  most  plans 
require  participation  for  a specified  number  of  years  before 
an  employee  is  assured  he  will  receive  the  money  credited 
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to  his  plan  account.  In  other  words,  the  employee  will  not 
become  fully  "vested"  until  he  has  remained  with  the  com- 
pany and  participated  in  the  plan  for  the  requisite  number 
of  years. 

Most  pension  and  profit  sharing  plans  provide  for  a 
graduated  vesting  schedule.  A plan  vesting  10  percent  of  the 
employee's  account  for  each  year  he  participates  in  the  plan 
is  a most  common  example.  If  the  employee  should  quit  or 
be  fired,  therefore,  two  years  after  entering  the  plan,  he  (or 
she)  would  be  entitled  to  20  percent  of  the  amounts  credited 
to  his  account.  Once  the  person  has  completed  the  full  ten 
years,  he  (or  she)  would  be  assured  that  even  if  he  quits  or  is 
fired  the  entire  amount  would  be  distributable  to  him. 

Whereas  a doctor  practicing  in  a "solo"  corporation  nor- 
mally prefers  a very  slowly  graduated  vesting  schedule, 
doctors  in  small  incorporated  partnerships  (two,  three,  and 
four  man  groups  in  particular)  should  be  careful  in  selecting 
their  vesting  schedules.  These  doctors  should  recognize  that 
they  are  also  employees  and  that  their  own  funds  would  be 
forfeited  if  they  should  leave  the  group  before  meeting  the 
vesting  requirements. 

Since  a doctor  will  invariably  consider  the  amount  in  his 
plan  account  to  be  "his"  money,  he  would  certainly  be  upset 
if  he  should  be  denied  that  amount  upon  withdrawing  from 
the  practice.  No  matter  how  committed  a physician  may 
presently  be  to  his  practice,  he  should  recognize  the  possi- 
bility of  a career  change,  a new  practice  opportunity,  a 
health  problem,  and  even  a disagreement  with  his  presently 
compatible  partner  or  partners.  As  a result,  I urge  virtually 
all  two,  three,  and  four  man  corporations  to  provide  for 
very  short  vesting  periods  in  their  retirement  plans,  and  in 
many  cases  I urge  "immediate"  vesting. 

One  possible  objection  to  fast  or  immediate  vesting  is 
that  a lower  paid  employee  may  quit  his  or  her  job  and 
collect  retirement  plan  moneys  as  soon  as  his  or  her  plan  ac- 
count becomes  substantial.  As  an  example,  a young  medical 
secretary  earning  $6,000  per  year  might  in  four  years  of 
employment  accumulate  pension  and  profit  sharing  funds 
totalling  more  than  her  annual  salary.  At  this  point  she  may 
decide  to  quit  and  collect  the  equivalent  of  her  next  year's 
pay  without  working  any  further,  perhaps  taking  the  desired 
trip  around  the  world.  This  situation  can  properly  be 
prevented. 

Qualified  plans  are  intended  to  assist  employees  in  their 
retirement.  As  a result,  the  professional  corporation's  plan 
should  provide  that  any  vested  amount  is  normally  to  be  re- 
tained in  trust  until  the  employee  reaches  retirement  age, 
thus  defeating  the  person's  opportunity  to  leave  his  or  her 
job  in  order  to  collect  the  plan  funds  prematurely.  The  plan 
may  nevertheless  give  its  administrative  committee  or  trus- 
tee the  discretion  to  distribute  such  amounts  earlier.  Using 
this  plan  language,  the  doctor  might  well  have  the  funds  dis- 
tributed to  a terminating  employee  if  he  is  satisfied  that  his 
or  her  reason  for  leaving  is  legitimate  and  not  essentially 
prompted  by  a desire  to  take  the  funds  for  current  spending. 
So  long  as  "employees  similarly  situated  are  treated 
uniformly,"  a vague  requirement  at  best,  this  discretion 
should  effectively  deter  an  employee  from  ieaving  the  prac- 
tice while  still  providing  an  opportunity  to  pay  the  funds 
over  to  a deserving  employee  who  leaves  for  valid  reasons. 

In  describing  the  retirement  plan  or  plans  to  the  aides. 
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the  doctor  should  make  clear  that  the  funds  are  not  readily 
available  simply  by  a person’s  quitting.  He  can  thus  be 
happy  to  have  the  information  as  to  the  value  of  each  em- 
ployee's interest  in  the  plan  or  plans  given  out  each  year  (a 
basic  tax  and  public  relations  “must”)  while  preventing  the 
information  from  becoming  an  inducement  for  employees 
to  quit. 

Who  Should  Contribute  to  the  Plan? 

Almost  all  professional  corporation  retirement  plans  are 
"non-contributory,”  meaning  that  the  corporation  will 
make  all  required  payments  to  the  fund  and  that  none  will 
be  required  of  the  employees  themselves.  There  are  oc- 
casional circumstances  in  which  a “contributory"  plan 
might  be  uniquely  useful  to  a medical  corporation  and  its 
doctors,  but  they  are  unusual  enough  that  they  need  not  be 
pursued  in  this  article. 

Even  though  plans  rarely  require  employee  contributions, 
I urge  my  clients  to  include  provisions  permitting  “volun- 
tary contributions."  Voluntary  contributions  are  not  deduc- 
tible by  the  employees,  but  they  nevertheless  carry  rather 
decided  tax  advantages.  Since  the  qualified  retirement 
plan  is  tax-exempt,  the  amounts  voluntarily  contributed 
would  accumulate  tax-free,  a factor  which  may  greatly 
enhance  the  compound  growth  potential  over  a number  of 
years.  This  element  of  compounding  growth  is  really  the 
outstanding  reason  for  incorporating  and  adopting  a plan  at 
all,  and  hence  it  applies  to  the  money  voluntarily  contrib- 
uted as  favorably  as  to  the  anticipated  corporate  contribu- 
tions. The  growth  portion  will,  of  course,  be  taxable  to  the 
contributing  employee  when  distributed  to  him,  presumably 
at  his  retirement,  but  the  intervening  tax-free  compounding 
means  that  Uncle  Sam's  otherwise  taxable  portion  of  each 
year’s  income  would  instead  be  working  for  the  employee 
until  withdrawal. 

Internal  Revenue  Service  rules  permit  voluntary  con- 
tributions by  an  employee  up  to  10  percent  of  the  aggregate 
compensation  he  has  earned  from  his  corporation  during  all 
years  of  participation  in  the  plan.  A doctor  who  has  not  taken 
the  opportunity  to  voluntarily  contribute  for  several  years 
may  be  able  to  invest  a rather  substantial  sum  into  his  plan  at 
one  time.  For  example,  if  a physician-employee  earning 
$50,000  per  year  should  decide  to  make  a maximum  volun- 
tary contribution  in  the  plan’s  fourth  year,  he  could  contrib- 
ute up  to  $20,000  in  that  single  year.  If  he  has  recently  sold 
off  an  asset,  received  an  inheritance,  or  otherwise  come  upon 
available  funds,  the  opportunity  to  voluntarily  contribute  to 
his  tax-free  fund  may  be  particularly  appealing. 

The  voluntary  contribution  provisions  of  a plan  may 
permit  the  moneys  so  contributed  to  be  withdrawn  if  and 
when  the  doctor  feels  he  will  need  them.  The  doctor  in  the 
example  above  might,  for  instance,  wish  to  keep  the 
$20,000  in  the  plan  until  the  amounts  are  needed  to  pay 
college  tuitions  or  other  anticipated  future  expenses.  This 
tends  to  give  him  great  flexibility  while  still  taking  advan- 
tage of  the  tax-free  compounding  normally  associated  only 
with  a retirement  fund  “frozen”  until  retirement  or  death. 

The  only  limitation  to  be  imposed  upon  this  arrangement 
is  that  the  earnings  from  voluntary  contributions  not  be 
withdrawn  until  the  employee  should  retire,  die,  or  other- 
wise leave  the  corporation.  This  precaution  is  designed  to 


combat  an  IRS  argument  that  the  income  earned  on  the  vol- 
untary contributions  should  be  taxed  to  the  employee  each 
year  as  being  available  to  the  employee  (whether  he  takes  it  or 
not).  The  usual  plan  language  would  permit  withdrawal  of  the 
voluntary  contributions  or  their  present  market  value,  which- 
ever is  less,  which  should  not  be  a serious  impediment  for  the 
doctor  willing  to  make  the  voluntary  contribution  invest- 
ment. 

How  Should  the  Benefits  Be  Paid  Out? 

Regardless  of  the  type  of  plan,  the  ultimate  benefit  may 
be  distributed  in  a variety  of  ways  upon  retirement.  The 
standard  method,  consistent  with  recognition  under  the  tax 
law  that  such  plans  are  intended  to  help  fund  employees’  re- 
tirement, is  an  annuity  payable  for  the  employee's 
remaining  life.  Quite  often,  however,  it  will  be  much  more 
useful  for  a retiring  doctor  or  other  employee  to  receive 
benefits  in  a different  form,  and  hence  the  plan  should  be 
drafted  to  give  the  maximum  choice. 

A retiring  employee  might  prefer  to  receive  his  benefits 
over  a period  much  shorter  than  his  life  expectancy.  In  this 
case,  he  might  choose  an  installment  payout  method  ex- 
tending over  a selected  number  of  years.  Such  an  arrange- 
ment should  also  provide  that  any  unpaid  installments 
remaining  at  the  employee's  death  would  continue  to  his 
widow  or  other  beneficiary,  thus  assuring  that  all  of  his 
funds  are  ultimately  paid  out.  If  the  plan  is  properly  drafted, 
the  income  and  capital  growth  of  the  fund  being  held  to  pay 
the  future  installments  may  be  applied  to  increase  the  dollar 
amount  of  the  remaining  payments.  This  is  a particularly 
good  device  to  permit  a doctor  to  carry  the  tax-free  advan- 
tages of  the  trust  as  far  as  possible  into  the  future.  It  permits 
rather  attractive  tax  advantages — the  installment  payments 
are  taxable  only  as  the  retired  person  actually  receives 
them,  thus  spreading  the  tax  on  his  retirement  plan  payout, 
while  the  unpaid  amounts  continue  to  grow  tax-free  for  his 
benefit. 

The  other  basic  distribution  alternative  is,  of  course, 
payment  of  the  entire  retirement  fund  in  a “lump  sum” 
upon  the  employee’s  retirement  or  death.  Care  should  be  ex- 
ercised in  determining  whether  this  is  the  best  alternative  in 
any  particular  case,  for  the  amount  of  the  payout  may  be  so 
substantial  that  it  would  cause  an  extremely  heavy  tax 
burden  in  the  year  of  receipt.  There  is  no  way  to  predict 
whether  a lump  sum  payment  will  be  more  favorable  for 
any  particular  person  than  will  a life  annuity  or  installment 
for  a lesser  period  of  years,  and  hence  the  best  one  can  do  is 
to  assure  that  the  plan  provides  for  all  of  the  alternatives 
and  that  the  doctor  has  careful  tax  and  financial  analysis 
applied  when  he  actually  retires. 

Summary 

T he  retirement  plan  should  obviously  be  designed  to  con- 
tain those  choices  which  best  suit  the  practice  and  its 
members.  I encourage,  however,  that  this  design  attempt  to 
give  the  group  the  maximum  flexibility  as  time  passes.  The 
various  design  details  discussed  in  this  article  should  partic- 
ularly be  drafted  with  care  for  this  flexibility,  and  1 hope  the 
discussion  has  suggested  how  they  can  best  be  approached 
in  typical  medical  practices. 
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To  save  tax  dollars 


Plan  gifts  now  before  laws 


JAMES  R.  LEDWITH,  ESQ. 
Philadelphia 


A great  deal  of  publicity  has  ap- 
peared in  recent  months  concerning  an- 
ticipated tax  reforms  which  are  ex- 
pected in  the  estate  and  gift  tax  field. 
While  the  timing  of  these  changes  is  un- 
certain, it  is  expected  that  new  rules  will 
become  effective  sometime  in  1974. 

There  is  little  doubt  that  one  of  the 
primary  motives  in  making  gifts  is  the 
tax  savings.  Under  current  law,  there 
are  two  separate  tax  schedules,  one  cov- 
ering the  federal  estate  tax  which  is  pay- 
able on  transfers  at  death  and  one  cov- 
ering the  federal  gift  tax  which  applies 
to  transfers  during  lifetime.  The  gift  tax 
rates  approximate  three-quarters  of  the 
federal  estate  tax  rates.  Therefore, 
transfers  during  lifetime  are  cheaper 
than  transfers  at  death. 

Further,  since  each  tax  rate  schedule 
is  progressive,  an  individual  can  incur 
gift  tax  at  relatively  low  rates  and 
remove  property  from  exposure  to  the 
highest  estate  tax  rates  at  death.  Final- 
ly, the  gift  tax  is  both  excludable  from 
the  gross  estate  at  death  and  is  a credit 
against  the  federal  estate  tax;  therefore, 
savings  can  be  incurred  even  where 
gifts  are  made  just  before  death.  For 
federal  estate  tax  purposes,  gifts  made 
within  three  years  of  death  are 
presumed  to  be  in  contemplation  of 
death  and,  as  such,  are  usually 
includable  in  the  donor’s  gross  estate. 

Present  Law 

Each  individual  has  a $30,000  life- 
time exemption  in  addition  to  an  annu- 
al exclusion  of  $3,000  per  donee.  This 
means  that  $30,000  may  be  transferred 
by  gift  tax-free  during  an  individual's 
lifetime,  but  once  this  amount  is 
exhausted,  any  additional  transfer  will 
be  subject  to  gift  tax  if  it  exceeds  avail- 
able annual  exclusions.  The  annual 
exclusion  of  $3,000  per  donee  is  never 
exhausted  unlike  the  lifetime  exemp- 


tion. Therefore,  a donor  may  transfer 
up  to  $3,000  each  year  to  the  same  indi- 
vidual without  ever  paying  gift  tax  or 
using  any  portion  of  his  $30,000  life- 
time exemption. 

An  individual  is  entitled  to  a marital 
deduction,  amounting  to  one-half  of  the 
gift,  on  any  transfer  made  to  his  or  her 
spouse.  For  example,  a husband  may 
transfer  $6,000  tax-free  to  his  wife  each 
year  without  paying  gift  tax  or  using  his 
lifetime  exemption,  since  $3,000  will 
qualify  for  the  marital  deduction  and 
the  balance  is  within  the  annual 
exclusion. 

With  respect  to  gifts  to  third  parties, 
a donor  and  his  spouse  may  “split”  any 
gift,  which  means  that  the  gift  is  divided 
equally  between  the  spouses  in  deter- 
mining the  gift  tax,  if  any,  which  would 
be  imposed.  By  way  of  example,  if  a 
man  makes  a $6,000  gift  to  his  son,  his 
wife  may  consent  to  join  in  the  gift  al- 
though the  property  belongs  entirely  to 
the  husband.  This  means  that  $3,000 
would  appear  on  the  wife’s  gift  tax  re- 
turn as  her  share  of  her  husband’s  gift 
and  $3,000  would  appear  on  the  hus- 
band's gift  tax  return  as  his  share  of  the 
gift.  Since  each  amount  is  within  annu- 
al exclusions,  no  gift  tax  would  be  paid 
nor  would  any  portion  of  either 
spouse’s  lifetime  exemption  be  used. 

Until  1971  gift  tax  returns  had  to  be 
filed  by  April  15  of  each  year.  Since 
January  1971,  new  legislation  requires 
the  quarterly  filing  of  gift  tax  returns 
and  the  acceleration  of  gift  tax 
payments.  This  means  that  a gift  tax  re- 
turn must  be  filed  and  tax  paid  by  the 
1 5th  day  of  the  second  month  following 
the  close  of  the  calendar  quarter  in 
which  a gift  has  been  made,  i.e..  May 
15,  August  15,  November  15  and  Feb- 
ruary 15. 

Estate  and  Gift  Tax  Reform 

The  proposed  tax  reforms  in  this  area 


change 


have  not  yet  been  defined  precisely,  but 
there  are  certain  general  changes  which 
are  expected.  Most  importantly,  it  is 
contemplated  that  the  separate  estate 
and  gift  tax  schedules  which  now  exist 
would  be  eliminated.  One  tax  schedule 
would  be  substituted  which  would  tax 
cumulatively  all  transfers  made  during 
lifetime  and  at  death.  This  would  prob- 
ably mean  that  the  current  tax  advan- 
tage enjoyed  by  the  individual  who 
makes  a lifetime  transfer  by  gift  would 
no  longer  exist.  In  other  words,  most 
lifetime  transfers  (including  tax  on  the 
transfers)  would  be  "grossed-up”  and 
would  be  subject  to  the  one  unified  tax 
rate  schedule.  Likewise,  it  is  anticipated 
that  the  separate  gift  and  estate  tax  ex- 
emptions (i.e.,  $30,000  and  $60,000 
respectively)  would  disappear  and  one 
exemption  covering  all  transfers  would 
be  substituted.  However,  the  Treasury 
Department  has  recommended  the  con- 
tinuation of  the  $3,000  annual  ex- 
clusion. 

These  changes  will  undoubtedly  have 
an  effect  on  an  individual’s  decision  to 
make  lifetime  transfers.  While  there  are 
many  reasons  to  make  gifts  (for  ex- 
ample, to  ease  a particularly  difficult 
administrative  problem  which  may 
arise  after  death),  the  tax  aspects  are 
often  more  vital  to  the  final  decision. 
For  this  reason,  it  is  particularly  impor- 
tant to  consider  the  subject  of  gift  plan- 
ning this  year  while  the  opportunity 
still  exists  to  make  the  choice  uhder  the 
present  separate  tax  schedules.  While  it 
is  not  certain,  it  is  expected  that  any  ir- 
revocable transfer  by  gift  would  not  be 
affected  by  new  legislation  with  an  ef- 
fective date  after  the  date  of  transfer. 

Gift  Planning 

There  are  two  primary  methods  of 
gift  planning:  (1)  outright  gifts;  and  (2) 
gifts  in  trust.  The  outright  gift  is  the 
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simplest  and  most  often  appears  in  the 
form  of  annual  gifts  to  individuals 
within  the  $3,000  annual  exclusions 
($6,000  if  a spouse  joins  in  the  gift). 
Most  of  the  problems  in  this  area  arise 
in  connection  with  the  type  of  property 
involved  (i.e.,  closely  held  stock,  real 
estate,  etc.)  or  the  capacity  of  the  donee 
to  receive  the  gift,  (i.e.,  gifts  to  minors). 

Many  states,  including  Pennsyl- 
vania, have  passed  legislation  permit- 
ting transfers  to  minors  through  the  ap- 
pointment of  a custodian  for  the 
minors.  The  Pennsylvania  Uniform 
Gifts  to  Minors  Act  sets  forth  the 
procedure  in  making  transfers  to  a 
minor  and  the  naming  of  a custodian 
who  holds  the  property  until  the  minor 
attains  his  majority.  Until  recently  in 
Pennsylvania  the  age  of  majority  was 
21,  but  by  an  amendment  to  the  Act  in 
February  of  this  year,  the  age  has  been 
reduced  to  18  to  be  consistent  with 
numerous  legislative  changes  under 
other  laws  where  minors  are  involved. 
For  this  reason,  some  individuals  are 
reluctant  to  make  transfers  under  the 
Act.  It  is  important  that  the  donor  of 
the  property  not  be  named  as  custodian 
in  order  to  avoid  the  property  being 
taxed  for  federal  estate  tax  purposes  in 
the  donor's  estate  at  death.  Therefore, 
the  usual  practice  is  for  the  donor  to 
name  his  wife  or  a third  party  as  custo- 
dian. 

Where  an  individual  wishes  to  make 
gifts  of  substantial  assets  and  prefers 
not  to  vest  ownership  in  the  donee  for 
reasons  of  age  or  otherwise,  a transfer 
in  trust  should  be  carefully  considered. 
However,  the  gift  tax  rules  described 
above  may  vary  in  these  circumstances. 
While  the  lifetime  exemption  is  avail- 
able, the  $3,000  annual  exclusion  may 
not  be  available  or  may  only  be  par- 
tially available.  The  annual  exclusion 
applies  only  to  “present"  interests  (such 
as  outright  gifts)  as  contrasted  with  fu- 
ture interests.  A transfer  in  trust  may 
consist  of  both  interests  or  only  of  a fu- 
ture interest.  For  this  reason,  careful 
calculations  are  usually  required  to  de- 
termine the  value  of  the  present  interest 
portion  (if  any)  of  a gift  in  trust. 

Some  of  the  more  common  forms  of 
trusts  which  may  be  utilized  in  family 
gift  planning  are  as  follows: 

1.  Short  Term  Trust:  This  type  of 
trust  is  utilized  particularly  where  the 
donor  wishes  property  transferred  in 
trust  to  revert  to  him  at  some  future 
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date  and  where  his  primary  tax  goal  is 
not  estate  tax  savings  at  death,  but  in- 
come tax  savings  during  lifetime.  The 
trust  must  extend  for  a period  of  ten 
years  or  more  or  until  the  prior  death 
of  the  income  beneficiary.  It  may  also 
terminate  upon  the  death  of  the  donor 
if  his  life  expectancy  at  the  creation  of 
the  trust  is  ten  years  or  more.  The  pur- 
pose is  to  shift  the  income  tax  burden 
from  the  donor  to  the  income  benefi- 
ciary of  the  trust.  The  trust  is  particu- 
larly useful  where  an  individual  in  a 
high  income  tax  bracket  wishes  to  sup- 
port a child  or  older  relative  who  is  in 
a low  income  tax  bracket. 

2.  Trust  for  Minors:  The  most 
common  trust  for  minors  is  referred  to 
as  a “section  2503(c)"  trust  (Internal 
Revenue  Code,  §2503(c)  ).  This  type 
of  trust  should  provide  that  income 
and  principal  may  be  used  for  the 
minor's  benefit  during  minority,  and  at 
age  21  the  income  and  principal  must 
be  distributed  to  the  minor  unless  the 
minor  directs  otherwise.  The  trust  is 
more  significant  now  in  view  of  the 
amendment  to  the  Pennsylvania  Uni- 
form Gifts  to  Minors  Act  referred  to 
above  where  the  age  of  majority  has 
been  reduced  to  age  18.  Previously,  a 
donor  could  choose  between  the  custo- 
dianship and  the  § 2503(c)  trust.  Now 
if  the  donor  wishes  to  hold  property  of 
a child  to  age  21,  it  is  necessary  to 
utilize  the  trust  alternative.  There  are 
variations  on  this  type  of  trust  which 
can  be  utilized  if  it  is  desired  to  keep 
property  in  trust  beyond  the  age  of  21 
which  will  not  be  pursued  here. 

3.  Irrevocable  Insurance  Trust:  This 
type  of  trust  is  quite  sophisticated  and 
involves  many  tax  problems  beyond 
the  scope  of  this  article.  It  is  a useful 
planning  device,  for  example,  where 
an  individual  with  substantial  assets 
wishes  to  transfer  insurance  out  of  his 
estate  at  a relatively  low  gift  tax  cost 
and  thus  reduce  estate  taxes  in  his  es- 
tate at  death.  This  device  has  become 
more  popular,  particularly  now  that 
the  assignment  of  group  insurance  is 
recognized  for  tax  purposes. 

In  the  usual  case,  insurance  policies 
on  the  donor's  life  are  assigned  to  the 
trust  and  the  trustee  is  named  as  bene- 
ficiary. In  some  cases,  the  trust  may 
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also  be  immediately  funded  with  other 
assets.  In  either  case,  upon  the  in- 
sured's death  the  proceeds  are  paid  to 
the  trustee  who  then  holds  or  distrib- 
utes the  proceeds  pursuant  to  the  trust 
terms. 

Net  Gifts 

Brief  mention  should  be  made  of  the 
“net"  gift  concept  which  may  arise  in 
any  gift  plan  whether  outright  or  in 
trust.  The  concept  is  simply  that  the 
gift  tax  burden  is  shifted  from  the 
donor  who  has  the  primary  tax  obliga- 
tion to  the  donee  who  at  the  time  of 
transfer  agrees  to  assume  the  tax  liabil- 
ity. If  the  transfer  is  in  trust,  the  trus- 
tee assumes  the  obligation  while  if  the 
transfer  is  made  outright  to  an  individ- 
ual the  individual  assumes  the  burden. 
The  effect  is  to  reduce  the  value  of  the 
gift. 

There  are  many  reasons  for  utilizing 
this  device,  the  most  important  of 
which  is  the  inability  of  the  donor  to 
pay  the  tax.  This  may  arise,  for  ex- 
ample, where  real  estate  is  being  given 
away  and  the  raising  of  cash  would  im- 
pose a severe  cash  burden  on  the 
donor.  Also  the  situation  may  arise 
where  low  basis  securities  are  involved 
and  the  liquidation  of  securities  to  pay 
the  tax  would  result  in  adverse  tax 
consequences  to  the  donor.  The 
primary  purpose  of  the  net  gift  in  the 
usual  case  is  to  shift  the  tax  burden  to 
the  donee  who  presumably  is  in  a 
better  position  to  pay  the  tax  than  the 
donor. 

Conclusion 

The  purpose  of  this  article  is  not  to 
suggest  in  any  precise  detail  any  one 
solution  to  one’s  gift  planning 
problems.  Rather,  the  purpose  is  to 
summarize  the  gift  tax  principles  and 
some  of  the  various  planning  alterna- 
tives which  are  available  under  current 
law.  With  tax  reform  again  on  the  hori- 
zon, it  is  important  to  review  the  gift 
area  carefully  before  the  present  alter- 
natives disappear.  While  there  may  be 
good  reason  to  make  gifts  after  tax 
reform  has  been  completed,  it  is  ex- 
pected that  some  of  the  major  gift  tax 
benefits  under  current  law  will  not  con- 
tinue. Therefore,  if  a donor's  primary 
motive  is  tax  savings  and  he  is  in  a posi- 
tion and  desires  to  make  gifts  any- 
way, he  should  proceed  promptly  this 
year  rather  than  delay  until  next  year. 
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THIS  PATIENT  is  undergoing  an  exercise  stress  test  being  administered  by  Dr.  Jack- 
son.  Mrs.  Swails  assists. 


THE  OPTIMUM  care  of  the  patient 
with  coronary  heart  disease  in  the 
community  has  always  been  difficult. 
The  physician  must  provide  advice  and 
encouragement,  review  the  history,  ex- 
amine the  patient,  review  the  EKG 
and  lab  data,  provide  education,  offer 
intelligent  dietary  help,  assist  in  smok- 
ing withdrawal,  and  in  many  patients 
stress  test  and  prescribe  a safe  exercise 
program.  For  those  in  internal  medi- 
cine, it  is  a herculean  task  to  do  this 
well  on  patient  after  patient.  For  the 
busy  general  practitioner,  it  is  nearly 
impossible. 

In  1969,  a public  Pennsylvania  cor- 
poration, capitalized  largely  by  a casu- 
alty insurance  company,  was  or- 
ganized to  develop  and  build  a rehabil- 
itation hospital,  which  is  presently  in 
operation.  Several  Harrisburg  area 
physicians  encouraged  this  company 
to  become  active  in  cardiac  rehabili- 
tation, a field  which  seemed  to  need 
support  and  fresh  impetus.  Support 
was  sought  for  a pilot  program  to  de- 
termine if  a free  standing,  outpatient, 
exercise  therapy  program  could  be  ef- 


fective medically  and  survive  economi- 
cally. 

The  center  was  designed  to  fit  into 
the  existing  medical  care  system  of 
each  community  in  such  a way  that  it 
would  act  as  an  extension  of  the 
physician's  office.  Thus,  patients  were 
accepted  only  on  a physician  referral 
basis.  The  program  was  developed 
with  heavy  reliance  on  coronary  care 
unit  nurses  and  telemetry  monitoring 
for  the  required  supervision  and  safety. 
The  medical  supervision  resided  in  the 
hands  of  two  or  three  interested  inter- 
nists or  cardiologists  in  the  area.  Board 
eligible  or  certified  internists  in  the 
area  were  invited  on  the  testing  panel. 
The  center  was  situated  in  a central  of- 
fice facility,  convenient  to  physicians 
and  patients.  With  regard  to  financial 
sponsorship,  patients  were  instructed 
to  handle  their  bills  in  the  same 
manner  as  other  bills  for  physical  ther- 
apy. The  therapy  given  was  a 
prescribed  item  with  clearcut  thera- 
peutic goals.  As  such,  it  should  fall 
within  the  coverage  of  many  medical 
contracts. 


The  design  of  the  prototype  center 
in  Harrisburg  was  such  that  the  entire 
program  could  be  implemented  in 
other  communities  where  the  local  in- 
ternists and  cardiologists  desired  the 
program. 

By  July  1973,  twenty  centers  were 
operating.  In  Pennsylvania  they  are  at 
York,  Erie,  Easton,  Allentown,  Beth- 
lehem, Bryn  Mawr,  Hazleton,  Mechan- 
icsburg,  Harrisburg,  Scranton,  and 
Philadelphia.  There  is  one  in  Bal- 
timore, Maryland,  one  in  Orlando, 
Florida,  and  six  are  in  California.  The 
concept  that  started  the  first  center,  and 
which  has  been  followed  throughout,  is 
that  the  coronary  care  unit  nurse  is  ide- 
ally suited  to  supervise  exercise  thera- 
py. With  her  background  in  cardiac 
physiology,  electrocardiography,  and 
cardiac  resuscitation,  she  is  ideally 
suited  to  perform  these  duties.  These 
nurses  are  presently  trained  for  two 
weeks  in  a course  given  at  the 
Mechanicsburg  Center  in  conjunction 
with  the  Harrisburg  Area  Community 
College. 

The  role  of  the  physician  at  the 
center  was  structured  with  several 
goals  in  mind.  The  available  physi- 
cians in  almost  every  community  are 
busy,  practicing  doctors.  Thus,  a panel 
of  physicians  was  developed  in  each 
community  whose  only  role  was  that 
of  stress  testing  their  own  and  other 
referred  patients  in  the  program. 
Board  eligibility  in  internal  medicine 
was  the  basic  requirement  for  selec- 
tion, and  eligible  M.D.s  and  osteopaths 
in  each  area  were  invited  on  the  panel. 
They  are  paid  on  a fee-for-service 
basis.  At  each  center  there  are  one  to 
three  medical  directors  whose  role  is 
that  of  overall  medical  supervision.  Al- 
though a full  medical  system  is 
provided,  the  medical  advisor  does 
have  flexibility  in  local  medical  policy. 

The  centers  have  been  effective  in 
obtaining  third  party  recognition  and 
sponsorship.  In  most  of  the  areas 
where  the  centers  are  situated,  Penn- 
sylvania, Maryland,  and  California, 
approval  of  Blue  Cross  plans  has  been 
obtained.  One  plan  in  Pennsylvania 
presently  has  the  program  under  ad- 
visement. A comprehensive  approach 
to  educating  the  insurance  industry 
was  undertaken  with  correspondence 
and  personal  discussions.  Exercise 
therapy  was  explained  as  a medically 
desirable  and  necessary  part  of  the 
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Figure  1 

Medical  and  Historical  Profile 
of  100  Patients 

at  the  Harrisburg  (74)  and  York  (26) 
Centers 


Average  Age 49.7  years 

(range  34  to  62) 

Sex  Male  93 

Female  7 


Presenting  Manifestation  - 
Coronary  Heart  Disease 

Myocardial  Infarction  93 

Anterior 37 

Posterior 40 

Subendocardial 13 

Undetermined 3 

Angina  Pectoris 5 

Abnormal  EKG 2 

Cigarette  Smoking  Habits 

Smoked  at  time  of 

cardiac  event 65 

Stopped  smoking  one  to 
ten  years  prior  to 

cardiac  event 12 

Never  smoked  23 

Exercise  Habits  Just  Prior 
to  Cardiac  Event 

None  (golf,  gardening, 

walking)  89 

Mild  (two  to  three  times 

per  month)  7 

Regular  (at  least  weekly)  4 

History  of  Hypertension  - 
Treated  or  Untreated 

Hypertension  35 

No  hypertension 65 


Figure  2 

Present  Status  of  100  Patients 
who  Remained  in  the  Program  at  least  Three  Months 
and  who  had  a Second  Comparative  Stress  Test 


Active  at  least  three  months,  two  stress  tests 100 

Late  dropouts  after  three  months 9 


Working  5 

Subsequent  cardiac 

deaths 4 


Accidental  death 1 

Active  patients,  July  30,  1972  90 

Retired  at  time  of  entry,  still  retired 5 

Active  patients,  working  at  time  of  cardiac  event 85 


Returned  to  work 77  (91%) 

Awaiting  return  3 

Cardiac  disability 3 ( 4%) 

Recurrent  myocardial 
infarction,  now 

working 1 

Died,  presumably 
myocardial 

infarction  1 


treatment  program  for  many  cardiac 
patients.  It  was  surprising  to  find  that 
the  insurance  industry  on  the  whole  is 
sympathetic  to  efforts  in  this  field. 
This  attitude  should  not  be  surprising, 
since  coronary  heart  disease  is  a major 
cause  of  death  and  disability  in  the 
work  force,  and  insurance  companies 
have  an  enormous  and  premature  loss 
of  premiums  as  well  as  the  payout  of 
death  and  disability  benefits  because  of 
this  disease. 

The  Pennsylvania  State  Bureau  of 
Vocational  Rehabilitation  has  author- 
ized support  of  their  clients  in  these 
cardiac  rehabilitation  programs.  The 
present  relationship  makes  available 
the  full  range  of  services  of  this  depart- 
ment to  many  cardiac  patients  in  the 
state. 

Method  of  Operation 

The  standard  stress  test  employed 
has  been  the  bicycle  ergometer  test  of 
Barry  et  al.'  This  is  a continuous,  mul- 
tistage test  with  demonstrated  good  re- 
liability and  reproducibility.  Treadmill 
testing  is  also  available  where  desired. 

Reconditioning  exercise  involves 
the  use  of  bicycle  ergometer  and  tread- 
mill. Upper  extremity  training  em- 
ploys wall  pulleys  and  dumbells. 
Telemetry  electrocardiopathy  is  used 
during  all  training  sessions.  Eight  edu- 
cational audiovisual  tapes  on  cardiac 
rehabilitation  are  available  for  self- 
education  by  patients  and  spouses. 
Dietary  counseling  is  also  available, 
using  the  physician-prescribed  diet. 
Smoking  withdrawal  aids  are  avail- 
able as  needed.  In  short,  assistance  is 
offered  to  the  physician  in  those  areas 
where  time  limitations  or  lack  of  ex- 
pertise deny  these  benefits  to  his  pa- 
tients. 


Results 

No  attempt  was  made  to  perform  a 
controlled  study,  since  each  patient  was 
specifically  referred  to  the  center  for 
exercise  therapy.  The  major  results  of 
exercise  therapy,  however,  have  been 
defined  at  this  time.  They  recently  have 
been  summarized  well  by  Fox  et  al.2 
They  include  a reduction  in  the  resting 
and  especially  the  exercise  heart  rate 
and  blood  pressure.  Work  performance 
increases.  Psychological  improvements 
regularly  occur.  An  increase  in  cardiac 
efficiency  also  is  noted  as  measured  by 
the  heart  rate-systolic  blood  pressure 
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Figure  3 

Average  Comparative  Stress  Test  Data  on  100  Patients 
who  Remained  in  the  Program  at  least  3 Months 


Workload 

Heart  Rate 

Blood  Pressure 

HRxSBP  103 

% Of 

KPM/Min. 

Entry 

3 Mo. 

Entry 

3 Mo. 

Entry 

3 Mo. 

Improvement 

Resting 

80 

78 

131/88 

1 24/84 

10.5 

9.7 

8% 

150 

95 

88 

1 45/85 

129/84 

13.8 

11.4 

17% 

300 

109 

103 

1 55/94 

140/85 

16.9 

14.4 

15% 

450 

119 

113 

168/84 

154/89 

10.0 

17.4 

13% 

600 

131 

122 

1 72/92 

166/91 

22.5 

2Q.3 

10% 

750 

136 

131 

1 77/95 

1 73/92 

24.1 

■22.7 

6% 

Test 

Entry 

Three  Month 


Average  Total  Kiloponds  of  Work 
per  Kilogram  of  Body  Weight 
during  Stress  Test 

Total  KPM/KG 

32 

51 


% Improvement 

59% 


*KPM  - Kilopond  (or  Kilogram)  meters/minute  - This  is  a unit  of  work  as  measured  on  the  bicycle  ergometer.  One  kilopond  is 
the  force  acting  on  one  kilogram  at  normal  acceleration  of  gravity. 


product.  This  figure,  called  the  double 
product  or  modified  tension  time 
index,  reflects  myocardial  oxygen  con- 
sumption. Thus,  a reduction  in  this  fig- 
ure reflects  a reduced  need  for  oxygen 
by  the  myocardium  for  any  given 
workload.  These  and  other  short-term 
benefits  can  be  reasonably  expected  in 
most  patients.  The  long-term  benefits 
of  reduced  mortality  or  recurrent 
disease  are  not  as  yet  clearly  defined, 
although  several  studies  certainly  sug- 
gest this.-*.4 

The  medical  profile  on  the  first  one 
hundred  patients  in  the  Harrisburg  and 
York  Centers  who  remained  in  the 
program  at  least  three  months  is  com- 
piled in  Figure  I . As  might  be  ex- 
pected, a large  percentage  were  ciga- 
rette smokers  (65  percent)  and  had  no 
regular  exercise  habits  (89  percent).  A 
smaller  percentage  (35  percent)  were 
hypertensive.  Of  the  eighty-five  pa- 
tients working  at  the  time  of  their  car- 
diac event  and  who  continued  in  the 
program,  seventy-seven  (91  percent) 
had  returned  to  work  and  three  (4  per- 
cent) were  declared  disabled  due  to 
their  heart  disease  (Figure  2).  Of  the 
nine  patients  who  dropped  out  after 
three  months,  four  subsequently  died, 
one  prior  to  anticipated  vein  graft  sur- 
gery. One  patient  died  accidentally  due 
to  food  lodging  in  the  trachea.  One  pa- 
tient suffered  a recurrent  myocardial 
infarction  and  is  now  back  at  work. 
Another  patient  died  during  the  flood 
of  1972  after  prolonged  lifting  of 
heavy  furniture.  Subsequent  chest  pain 
occurred  and  he  was  unable  to  reach 
the  hospital.  These  low  figures  of  car- 
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diac  death  (1  percent)  and  recurrent 
infarction  with  survival  ( I percent)  are 
comparable  to  those  of  other  reported 
conditioning  programs  by  Rechnitzer,3 
Hellerstein,4  and  Gottheiner.5  No 
deaths  or  serious  arrhythmias  have  oc- 
curred during  the  testing  or  training 
sessions  during  the  course  of  this 
study. 

The  basic  conditioning  responses  on 
the  one  hundred  patients  are  shown  in 
Figure  3.  Work  capacity  on  the  bicycle 
ergometer  was  measured  in  kilopond 
meters  per  minute,  and  an  average  im- 
provement in  this  parameter  was  noted 
from  32  to  51  total  KPM/Kg.  A reduc- 
tion in  heart  rate,  blood  pressure,  and 
the  heart-rate  systolic  blood  pressure 
product  at  various  workloads  were 
noted.  Psychologically,  almost  all  pa- 
tients felt  an  increased  sense  of  well- 
being and  self-confidence.  Many  felt 
that  they  were  now  more  active  in 
their  recreational  and  sexual  interests. 

Summary 

Two  and  a half  years  of  experience 
with  a cardiac  rehabilitation  program 
as  described  above  seems  to  support  the 

Dr.  Jackson  is  director  of  Cardiac 
and  Pulmonary  Rehabilitation 
Centers,  Harrisburg.  He  is  in  the 
private  practice  of  internal  medi- 
cine in  Harrisburg.  This  paper  is  an 
abstract  from  a talk  given  at  the 
1972  Airlie,  Virginia,  conference 
on  “Physiology  and  Psychology  of 
Exercise  Testing  and  Training  of 
Coronary  Disease  Patients  and 
Coronary  Prone  Subjects.” 


following  conclusions: 

(1)  A free  standing,  financially  self- 
supporting  exercise  testing  and  cardiac 
rehabilitation  center  is  a feasible  opera- 
tion. 

(2)  Educational  audiovisual  aides, 
dietary  counseling,  and  smoking  with- 
drawal assistance  has  been  used  to  en- 
courage a comprehensive  approach  to 
the  disease. 

(3)  The  coronary  care  unit  nurse  has 
been  uncovered  as  an  excellent  profes- 
sional therapist  for  the  delivery  of  exer- 
cise prescriptions  in  the  cardiac  patient. 

(4)  A training  course  for  these  nurses 
has  been  developed,  dealing  with  the 
principles  of  cardiac  rehabilitation,  ex- 
ercise physiology,  stress  testing,  and 
resuscitation. 

(5)  Utilizing  the  described  organiza-  i 
tional  approach  to  exercise  therapy,  ! 
well-defined  physiological  and  psy-  ; 
chological  improvements  can  be  ac-  j 
complished  in  many  cardiac  patients.  □ i 
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Burns 


HERE 


N hen  parenteral  analgesia 
s no  longer  required, 
impirin  Compound  with 
Codeine  usually  provides  the 
elief  needed. 


Empirin  Compound  with 
Eodeine  is  effective  for 
visceral  as  well  as  soft  tissue 
oain— provides  an  antitussive 
bonus  in  addition  to  its 
prompt,  predictable 
analgesia. 


prescribing  convenience: 


^ up  to  5 refills  in  6 months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 


Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2 ); 
No.  4,  codeine  phosphate* 
64.8  mg.  (gr.  l).*Warning— 
may  be  habit-forming.  Each 
tablet  also  contains:  aspirin 
gr.  3V2,  phenacetin  gr.  2V2, 
caffeine  gr.  V2. 


ft 

Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Healing  nicely, 
but  it  still 


COMPOUN 


c CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


“Antiacid”  action 
for  ulcer  patients... 


one  of  the  many 
things^you  need  in  an 

anticholinergic. 


Pro-Banthine  is  provided  in  several  different  dos- 
age forms  and  combinations  which  will  meet  vir- 
tually any  clinical  need.  It  is  just  as  versatile  in 
filling  patient  needs,  among  which  are: 

"Antiacid"  action— Pro-Banthine®  (propantheline 
bromide)  reduces  gastric  secretory  volume  and 
resting  total  and  free  acid. 

"Sustained”  action — Pro-Banthine  P.A.®  (propan- 
theline bromide)  contains  30  mg.  of  the  drug  in  the 
form  of  sustained-release  or  timed-release  beads; 
on  ingestion  about  half  of  the  drug  is  released 
within  an  hour  and  the  remainder  continuously  as 
earlier  increments  are  metabolized. 

High-level  anticholinergic  activity  is  main- 
tained all  day  and  all  night  in  most  patients  with 
only  two  tablets  every  eight  hours. 

"Analgesic”  action— Pro-Banthine  helps  to  control 
the  acid-spasm-pain  complex. 

A "diagnostic  tool”— Pro-Banthine  may  be  used 
parenterally  to  immobilize  the  duodenum  for 
more  revealing  roentgenographic  appraisal 
through  hypotonic  duodenography. 

Pro-Banthine  is  considered  adjunctive  in  total 
peptic  ulcer  therapy  that  may  include  diet,  con- 
ventional antacids,  bed  rest,  and  other  supportive 
measures. 

Vigorous  anticholinergic  action  — Pro-Banthine® 
Vials,  30  mg.,  are  for  intramuscular  or  intravenous 
use  when  prompt  and  vigorous  anticholinergic  ac- 
tion is  required. 


Indications:  Pro-Banthine  is  effective  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer.  Dosage  must  be  adjusted 
to  the  individual. 

Contraindications:  Glaucoma,  obstructive  disease  of  the 
gastrointestinal  tract,  obstructive  uropathy,  intestinal  atony, 
toxic  megacolon,  hiatal  hernia  associated  with  reflux 
esophagitis,  or  unstable  cardiovascular  adjustment  in 
acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease  should  be 
given  this  medication  with  caution. 

Fever  and  possibly  heat  stroke  may  occur  due  to  anhidrosis. 
In  theory  a curare-like  action  may  occur,  with  loss  of  volun- 
tary muscle  control.  For  such  patients  prompt  and  continu- 
ing artificial  respiration  should  be  applied  until  the  drug 
effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate  obstruction, 
and  this  possibility  should  be  considered  before  adminis- 
tering Pro-Banthine. 

Precautions:  Since  varying  degrees  of  urinary  hesitancy 
may  be  evidenced  by  elderly  males  with  prostatic  hyper- 
trophy, such  patients  should  be  advised  to  micturate  at 
the  time  of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients  severely  ill  with 
ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of  drying  of  salivary 
secretions  may  occur  as  well  as  mydriasis  and  blurred 
vision.  In  addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness,  dizziness,  insom- 
nia, headache,  loss  of  the  sense  of  taste,  nausea,  vomiting, 
constipation,  impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The  recommended  daily  dos- 
age for  adult  oral  therapy  is  one  15-mg.  tablet  with  meals 
and  two  at  bedtime.  Subsequent  adjustment  to  the  patient’s 
requirements  and  tolerance  must  be  made. 

Pro-Banthine  P.A.-Each  tablet  of  Pro-Banthine  P.A.  (pro- 
pantheline bromide)  contains  30  mg.  of  the  drug  in  the 
form  of  sustained-release  or  timed-release  beads;  on  in- 
gestion about  half  of  the  drug  is  released  within  an  hour 
and  the  remainder  continuously  as  earlier  increments  are 
metabolized.  Thus  the  result  is  even,  high-level  anticholin- 
ergic activity  maintained  all  day  and  all  night  in  most  pa- 
tients with  only  two  tablets  daily.  Some  patients  may 
require  one  tablet  every  eight  hours. 

The  contraindications  and  precautions  applicable  to  Pro- 
BanthTne  15  mg.  should  be  observed. 

How  Supplied:  Pro-Banthine  is  supplied  as  tablets  of  15 
and  7.5  mg.,  as  prolonged-acting  tablets  of  30  mg.  and,  for 
parenteral  use,  as  serum-type  vials  of  30  mg. 


Mild  anticholinergic  action — Pro-Banthine®  Half 
Strength,  7.5-mg.  tablets,  for  more  exact  adjust- 
ment of  maintenance  dosage  in  mild  to  moderate 
gastrointestinal  disorders. 


SEARLE  Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to:  G.  D.  Searle  & Co. 
Medical  Department,  Box  5110,  Chicago,  III.  60680 
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Pro-Banthine* 

brand  of  ill*  1 *1 

propantheline  bromide 

a good  option  in  peptic  ulcer 


A DOUBLE-DUTY  DIURETIC 

Trademark 


Each  capsule  contains  50  mg.  of  Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 

GETS  THE  WATER  OUT 
IN  EDEMA 

BRINGS  DOWN  BLOOD  PRESSURE 

IN  HYPERTENSION* 

SPARES  POTASSIUM  IN  BOTH 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR. 

indications:  Edema  associated  with  congestive  heart  failure, 
cirrhosis  of  the  liver,  the  nephrotic  syndrome;  steroid-induced 
and  idiopathic  edema;  edema  resistant  to  other  diuretic 
therapy.  Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum  potassium. 
Hypersensitivity  to  either  component.  Continued  use  in  pro- 
gressive renal  or  hepatic  dysfunction  or  developing  hyper- 
kalemia. 

Warnings:  Do  not  use  dietary  potassium  supplements  or 
potassium  salts  unless  hypokalemia  develops  or  dietary 
potassium  intake  is  markedly  impaired.  Enteric-coated 
potassium  salts  may  cause  small  bowel  stenosis  with  or  with- 
out ulceration.  Hyperkalemia  (>  5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12%  of  patients 
over  60  years,  and  in  less  than  8%  of  patients  overall.  Rarely, 
cases  have  been  associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy,  particularly  in 
patients  with  suspected  or  confirmed  renal  insufficiency  (e.g., 
elderly  or  diabetics).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  concomitantly  with 
‘Dyazide’,  check  serum  potassium  frequently  — both  can  cause 
potassium  retention  and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined  therapy  (in 
one,  recommended  dosage  was  exceeded;  in  the  other,  serum 
electrolytes  were  not  properly  monitored).  Observe  patients  on 
‘Dyazide’  regularly  for  possible  blood  dyscrasias,  liver  damage 
or  other  idiosyncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triamterene,  sk&f  ). 
Rarely,  leukopenia,  thrombocytopenia,  agranulocytosis,  and 
aplastic  anemia  have  been  reported  with  the  thiazides.  Watch 
for  signs  of  impending  coma  in  acutely  ill  cirrhotics.  Thiazides 


are  reported  to  cross  the  placental  barrier  and  appear  in  breast 
milk.  This  may  result  in  fetal  or  neonatal  hyperbilirubinemia, 
thrombocytopenia,  altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  occurred  in  the 
adult.  When  used  during  pregnancy  or  in  women  who  might 
bear  children,  weigh  potential  benefits  against  possible  haz- 
ards to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN  determi- 
nations. Do  periodic  hematologic  studies  in  cirrhotics  with 
splenomegaly.  Antihypertensive  effects  may  be  enhanced  in 
postsympathectomy  patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  retention,  de- 
creasing alkali  reserve  with  possible  metabolic  acidosis, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use  with  anti- 
hypertensive agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis;  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting  (may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances.  Rarely, 
necrotizing  vasculitis,  paresthesias,  icterus,  pancreatitis,  and 
xanthopsia  have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 


SK&F  CO. 

Carolina,  P.R.  00630 

a subsidiary  of  Smith  Kline  & French  Laboratories 


On  all  in-patient 


services... 


a major  problem 


Gram-negative  bacteria  magnified  10,000  times — color-tinted 


Commonly  encountered 
pathogens  on  all  hospital 
services 


Gram- 

negative 

67% 


Escherichia  coli* 


Proteus,  indole-negativi 


Proteus,  indole-positive* 


% Incidence  Pathogen 


9% 

2% 

6% 

7% 

7% 


Pseudomonas  aeruginosa* 
Klebsiella  pneumoniae* 

Klebsieiia-Enterobacter-Serratia* 

Klebsiella,  all  others* 


All  other  gram-negative  organisms 


Gram- 

13% 

Staphylococcus  aureus* 

positive 

33% 

7% 

Staphylococcus,  all  others 

10% 

Streptococcus,  all  others 

3% 

Streptococcus,  beta-hemolytic 
All  other  gram-positive  organisms 

0% 

Total  pathogens  21,972  *GARAMYCIN  Injectable  is  effective  against 

source:  Gosseim  Audit  ot  Pathology  cultures— 1971  susceptible  strains  of  the  pathogens  indicated. 
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A highly  appropriate 
spectrum  for  today’s  problem 
pathogens 


GARAMYCIN  Injectable  offers  a high 
probability  of  effectiveness  against  susceptible 
strains  of  seven  out  of  seven  major  gram- 
negative pathogens.  These  are: 

Escherichia  coli 
Proteus,  indole-negative 
Proteus,  indole-positive 

Pseudomonas  aeruginosa 
Klebsiella  ) 

Enterobacter  , species 
Serratia  ) 

GARAMYCIN  Injectable  has  also  been  shown 
to  be  effective  in  serious  staphylococcal  infec- 
tions. It  may  be  considered  in  those  infections 
when  penicillins  or  other  less  potentially  toxic 
drugs  are  contraindicated  and  bacterial 
susceptibility  testing  and  clinical  judgment 
indicate  its  use. 


In  serious  gram-negative  infections 
(pneumonia,  urinary  tract  infections, 
septicemia,  and  wound  infections)4 

*Due  to  susceptible  organisms 


Start  with  Garamycin 

■ Broad  gram-negative  spectrum 

Because  of  its  broad  gram-negative  spectrum  and  its 
well-established  clinical  efficacy,  GARAMYCIN  Injectable 
can  be  considered  for  initial  therapy  in  suspected  as 
well  as  documented  gram-negative  sepsis. 


Stay  with  Garamycin 

■ Susceptibility  of  causative  organisms  confirmed 

The  results  of  susceptibility  tests  will,  in  most  cases, 
demonstrate  the  causative  organisms’  sensitivity  to 
GARAMYCIN  Injectable.  However,  the  decision  to 
continue  therapy  with  this  drug  should  also  be  based  on 
the  severity  of  the  infection  and  the  important  additional 
concepts  contained  in  the  Warning  Box. 

■ Relatively  low  incidence  of  adverse  reactions 

Risk  of  toxic  reactions  is  low  in  patients  with  normal 
renal  function  who  do  not  receive  GARAMYCIN  Injectable 
at  higher  doses  or  for  longer  periods  of  time  than 
recommended. 

■ Bacterial  resistance  has  not  been  a problem 

In  the  laboratory,  resistance  has  been  demonstrated 
to  develop  slowly  in  stepwise  fashion.  No  one-step 
mutations  to  high  resistance  have  been  reported  to  date. 


On  all  in-patient 
services... 


Garamyarv 

gentamicin  limectable 


gentamicin 

sulfate 


injectable 
I.M./I.V.  I 


40  mg.  per  cc. 

Each  cc.  contains 
gentamicin  sulfate  equivalent 
to  40  mg.  gentamicin 


WARNING 

Patients  treated  with  GARAMYCIN  Injectable  should  be 
under  close  clinical  observation  because  of  the 
potential  toxicity  associated  with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory,  can  occur 
in  patients,  primarily  those  with  pre-existing  renal 
damage,  treated  with  GARAMYCIN  Injectable,  usually 
for  longer  periods  or  with  higher  doses  than 
recommended. 

GARAMYCIN  Injectable  is  potentially  nephrotoxic, 
and  this  should  be  kept  in  mind  when  it  is  used  in 
patients  with  pre-existing  renal  impairment. 

Monitoring  of  renal  and  eighth  nerve  function  is 
recommended  during  therapy  of  patients  with  known 
impairment  of  renal  function.  This  testing  is  also 
recommended  in  patients  with  normal  renal  function  at 
onset  of  therapy  who  develop  evidence  of  nitrogen 
retention  (increasing  BUN,  NPN,  creatinine  or  oliguria). 
Evidence  of  ototoxicity  requires  dosage  adjustments 


or  discontinuance  of  the  drug. 

In  event  of  overdose  or  toxic  reactions,  peritoneal 
dialysis  or  hemodialysis  will  aid  in  removal  of 
gentamicin  from  the  blood. 

Serum  concentrations  should  be  monitored  when 
feasible  and  prolonged  concentrations  above  12  meg./ 
ml.  should  be  avoided. 

Concurrent  use  of  other  neurotoxic  and/or  nephro- 
toxic drugs,  particularly  streptomycin,  neomycin, 
kanamycin,  cephaloridine,  viomycin,  polymyxin  B,  and 
polymyxin  E (colistin),  should  be  avoided. 

The  concurrent  use  of  gentamicin  with  potent 
diuretics  should  be  avoided,  since  certain  diuretics  by 
themselves  may  cause  ototoxicity.  In  addition,  when 
administered  intravenously,  diuretics  may  cause  a rise 
in  gentamicin  serum  level  and  potentiate  neurotoxicity. 
USAGE  IN  PREGNANCY  Safety  for  use  in  pregnancy 
has  not  been  established. 


See  Clinical  Considerations  section  which  follows . . . 


'letuy 


On  all  in-patient  services... 
in  hospital-acquired  gram-negative  infections* 


GARAMYCIN*  Injectable,  brand  of  gentamicin 
sulfate  U.S.P.,  injection,  40  mg./cc. 

Each  cc.  contains  gentamicin  sulfate  equivalent 

to  40  mg.  gentamicin 

For  Parenteral  Administration 


WARNING 

Patients  treated  with  GARAMYCIN  Inject- 
able should  be  under  close  clinical 
observation  because  of  the  potential 
toxicity  associated  with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory, 
can  occur  in  patients,  primarily  those 
with  pre-existing  renal  damage,  treated  with 
GARAMYCIN  Injectable,  usually  for 
longer  periods  or  with  higher  doses  than 
recommended. 

GARAMYCIN  Injectable  is  potentially 
nephrotoxic,  and  this  should  be  kept  in  mind 
when  it  is  used  in  patients  with  pre-existing 
renal  impairment. 

Monitoring  of  renal  and  eighth  nerve 
function  is  recommended  during  therapy  of 
patients  with  known  impairment  of  renal 
function.  This  testing  is  also  recommended 
in  patients  with  normal  renal  function  at 
onset  of  therapy  who  develop  evidence  of 
nitrogen  retention  (increasing  BUN,  NPN, 
creatinine  or  oliguria).  Evidence  of  ototox- 
icity requires  dosage  adjustments  or 
discontinuance  of  the  drug. 

In  event  of  overdose  or  toxic  reactions, 
peritoneal  dialysis  or  hemodialysis  will  aid 
in  removal  of  gentamicin  from  the  blood. 

Serum  concentrations  should  be  moni- 
tored when  feasible  and  prolonged 
concentrations  above  12  meg. /ml.  should 
be  avoided. 

Concurrent  use  of  other  neurotoxic 
and/or  nephrotoxic  drugs,  particularly 
streptomycin,  neomycin,  kanamycin,  cepha- 
loridine,  viomycin,  polymyxin  B,  and 
polymyxin  E (colistin),  should  be  avoided. 

The  concurrent  use  of  gentamicin  with 
potent  diuretics  should  be  avoided,  since 
certain  diuretics  by  themselves  may  cause 
ototoxicity.  In  addition,  when  administered 
intravenously,  diuretics  may  cause  a rise  in 
gentamicin  serum  level  and  potentiate 
neurotoxicity. 

USAGE  IN  PREGNANCY  Safety  for  use 
in  pregnancy  has  not  been  established. 


INDICATIONS  GARAMYCIN  Injectable  is 
indicated,  with  due  regard  for  relative  toxicity  of 
antibiotics,  in  the  treatment  of  serious  infections 
caused  by  susceptible  strains  of  the  following 
microorganisms: 

Pseudomonas  aeruginosa,  Proteus  species 
(indole-positive  and  indole-negative),  Escherichia 
coli  and  Klebsiella-Enterobacter-Serratia  species. 

Clinical  studies  have  shown  GARAMYCIN 
Injectable  to  be  effective  in  septicemia  and  serious 
infections  of  the  central  nervous  system  (meningitis), 
urinary  tract,  respiratory  tract,  gastrointestinal  tract, 
skin  and  soft  tissue  (including  burns). 

Bacteriologic  tests  to  determine  the  causative 
organisms  and  their  susceptibility  to  gentamicin 
should  be  performed. 


Garamvan 

gentamicin  I injectable 
sulfate 


Also  available: 

GARAMYCIN*  Pediatric  Injectable,  10  mg.  per  cc. 


I.M./I.V. 

40  mg.  per  cc. 

Each  cc.  contains 
gentamicin  sulfate  equivalent 
to  40  mg.  gentamicin 


Bacterial  resistance  to  gentamicin  develops  slowly 
in  stepwise  fashion;  there  have  been  no  one-step 
mutations  to  high  resistance. 

In  suspected  or  documented  gram-negative 
sepsis,  GARAMYCIN  may  be  considered  as  initial 
therapy.  The  decision  to  continue  therapy  with  this 
drug  should  be  based  on  the  results  of  susceptibility 
tests,  the  severity  of  the  infection,  and  the  important 
additional  concepts  contained  in  the  Warning  Box. 

In  the  neonate  with  suspected  sepsis  or  staphylo- 
coccal pneumonia,  a penicillin  type  drug  is  usually 
indicated  as  concomitant  antimicrobial  therapy. 

GARAMYCIN  Injectable  has  been  shown  to  be 
effective  in  serious  staphylococcal  infections.  It 
may  be  considered  in  those  infections  when  peni- 
cillins or  other  less  potentially  toxic  drugs  are 
contraindicated  and  bacterial  susceptibility  testing 
and  clinical  judgment  indicate  its  use. 
CONTRAINDICATIONS  A history  of  hypersensi- 
tivity to  gentamicin  is  a contraindication  to  its  use. 
WARNINGS  See  Warning  Box. 

PRECAUTIONS  Neuromuscular  blockade  and 
respiratory  paralysis  have  been  reported  in  the  cat 
receiving  high  doses  (40  mg. /kg.)  of  gentamicin. 

The  possibility  of  these  phenomena  occurring  in 
man  should  be  considered  if  gentamicin  is  admin- 
istered to  patients  receiving  neuromuscular  blocking 
agents  such  as  succinylcholine  and  tubocurarine. 

Treatment  with  gentamicin  may  result  in  over- 
growth of  nonsusceptible  organisms.  If  this  occurs, 
appropriate  therapy  is  indicated. 

ADVERSE  REACTIONS 

Nephrotoxicity:  Adverse  renal  effects,  as  demon- 
strated by  rising  BUN,  NPN,  serum  creatinine  and 
oliguria,  have  been  reported.  They  occur  more 
frequently  in  patients  with  a history  of  renal  impair- 
ment treated  with  larger  than  recommended  dosage. 

Neurotoxicity:  Adverse  effects  on  both  vestibular 
and  auditory  branches  of  the  eighth  nerve  have 
been  reported  in  patients  on  high  dosage  and/or 
prolonged  therapy.  Symptoms  include  dizziness, 
vertigo,  tinnitus,  roaring  in  the  ears  and  hearing  loss. 

Numbness,  skin  tingling,  muscle  twitching,  and 
convulsions  have  also  been  reported. 

Note:  The  risk  of  toxic  reactions  is  low  in  patients 
with  normal  renal  function  who  do  not  receive 
GARAMYCIN  Injectable  at  higher  doses  or  for 
longer  periods  of  time  than  recommended. 

Other  reported  adverse  reactions,  possibly  related 
to  gentamicin,  include  increased  serum  transami- 
nase (SGOT,  SGPT),  increased  serum  bilirubin, 
transient  hepatomegaly,  decreased  serum  calcium; 
splenomegaly,  anemia,  increased  and  decreased 
reticulocyte  counts,  granulocytopenia,  thrombocy- 
topenia, purpura;  fever,  rash,  itching,  urticaria, 
generalized  burning,  joint  pain,  laryngeal  edema; 
nausea,  vomiting,  headache,  increased  salivation, 
lethargy  and  decreased  appetite,  weight  loss, 
pulmonary  fibrosis,  hypotension  and  hypertension. 
DOSAGE  AND  ADMINISTRATION  GARAMYCIN 
Injectable  may  be  given  intramuscularly  or 
intravenously. 

For  Intramuscular  Administration: 

PATIENTS  WITH  NORMAL  RENAL  FUNCTION* 

Adults:  The  recommended  dosage  for 
GARAMYCIN  Injectable  for  patients  with  serious 
infections  and  normal  renal  function  is  3 mg. /kg./ 
day,  administered  in  three  equal  doses  every 
8 hours. 

For  patients  weighing  over  60  kg.  (132  lb.),  the 
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What  causes  sudden  sensori-neural  deafness? 


MAURICE  SALTZMAN,  M.D. 
Philadelphia 


Sudden  sensori-deafness  of  obscure  etiology  is  usually  unilateral.  Several 
causes  of  this  condition  have  been  uncovered  in  recent  years.  In  post- 
mortem studies,  the  characteristic  lesions  of  viral  labyrinthitis  were  found  in 
four  cases  and  thrombosis  of  the  basilar  artery  in  one  instance.  In  some 
cases  sudden  deafness  has  been  found  to  herald  the  onset  of 
endolymphatic  hydrops.  A break  in  a labyrinthine  window  membrane  with 
an  outflow  of  perilymph  was  found  to  cause  sudden  deafness  of  a 
meniereform  pattern.  Current  therapy  is  empiric.  There  is  a greater  in- 
cidence of  recoveries  if  the  hearing  loss  is  of  a meniereform  pattern.  Sur- 
gical repair  restored  hearing  in  some  cases  of  sudden  deafness  due  to  the 
rupture  of  a labyrinthine  window  membrane. 


A HEARING  LOSS  that  comes 
on  abruptly  is  encountered  in 
otitic  infections,  trauma,  meningitis, 
posterior  fossa  tumors,  multiple  sclero- 
sis, leukemia,  Cogan.'s  syndrome,  and 
as  an  untoward  effect  after  an  injection 
of  serum  or  vaccine.  The  obscure  form 
of  sensori-neural  deafness  is  unilateral, 
usually,  and  is  devoid  of  an  obvious 
etiologic  factor.  There  is  pathologic 
evidence  that  it  is  due  to  an  otolytic 
virus  infection  in  some  cases  and  that 
occasionally  it  results  from  a vascular 
accident. 

Schuknecht  and  co-workers1  studied 
the  temporal  bones  of  four  individuals 
who  had  histories  of  sudden  deafness. 
In  the  involved  ears,  the  typical  lesions 
of  viral  labyrinthitis  were  present. 
These  included  the  shrinking  and 
clumping  together  of  the  Organ  of 
Corti  and  the  loss  of  the  inner  and 
outer  hair  cells.  The  degenerative 
changes  were  most  marked  in  the  basal 
turn  of  the  cochlea  in  each  specimen. 

Ruszel2  reported  the  case  of  a man, 
aged  52  years,  who  became  ill  sud- 
denly, and  the  loss  of  hearing  in  his 
left  ear  was  the  first  presenting 
symptom.  Weakness  of  the  extremities 
and  cranial  nerve  palsies  followed  and 
the  patient  died  on  the  sixteenth  day 
after  the  onset.  At  the  autopsy,  the 
basilar  artery  was  filled  with  rusty  red 
fragile  masses  and  the  pons  showed 
pale  malacia  on  the  left  side. 

Perlman  and  co-workers3  have 
shown  experimentally  that  cochlear 
function  is  profoundly  depressed  when 
the  internal  auditory  artery  is  tempo- 


rarily interrupted  for  sixty  seconds  and 
that  there  is  only  partial  recovery  of 
the  action  potentials  and  microphonics 
if  the  blood  supply  is  stopped  for  thirty 
minutes. 

The  syndrome  of  the  occlusion  of 
the  vestibulo-cochlear  branch  of  the 
internal  auditory  artery  was  described 
by  Shuster.4  The  onset  is  with  severe 
vertigo,  and  in  the  involved  ear  the 
permanent  effects  are  deafness  to  high- 
pitched  sounds  and  the  loss  of  response 
to  caloric  stimulation  from  the  vertical 
canals.  The  vestibulo-cochlear  and  ves- 
tibular branches  of  the  internal  artery 
jointly  supply  the  saccule,  utricle,  and 
the  lateral  and  superior  semicircular 
ducts.  The  posterior  semicircular  canal 
and  the  basal  turn  of  the  cochlea  are 
supplied  by  the  vestibulo-cochlear  ar- 
tery, while  the  nutrient  vessel  to  the 
middle  and  upper  turns  of  the  cochlea 
is  the  cochlear  branch  of  the  internal 
auditory  artery. 

Vascular  spasm  is  considered  to  be  a 
cause  of  sudden  deafness.  On  the  basis 
of  experimental  evidence  on  tempo- 
rary arterial  interruptions,  the  time 
limit  for  regaining  auditory  function 
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by  the  restoration  of  the  blood  flow  is 
measured  in  seconds  to  minutes,  while 
recoveries  from  sudden  deafness  occur 
clinically,  after  the  lapse  of  weeks  and 
months.  In  most  cases,  the  onset  of 
sudden  deafness  is  not  associated  with 
vertigo.  Accordingly,  the  vessel  in- 
volved would  have  to  be  the  cochlear 
branch  of  the  internal  auditory  artery. 
Spasm  of  this  terminal  twig  could  af- 
fect the  low  and  middle  tones  only, 
while  in  sudden  deafness,  as  it  is  en- 
countered usually,  the  hearing  of  all 
tones  is  depressed. 

“A  pop  in  the  ear  and  no  hearing” 
was  the  experience  of  some  individuals 
after  strenuous  exertion.  Tympano- 
tomies by  Fee,5  Stroud  and  Calca- 
terra,6  and  Goodhill7  uncovered 
fistulas  at  the  fenestra  ovalis  or  at  both 
the  round  and  oval  windows.  Restora- 
tion of  hearing  was  brought  about  in  a 
few  cases  by  surgical  repair  of  the  break 
in  the  window  membrane.  The  proba- 
ble pathogenesis  is  that  the  exertion 
causes  an  elevation  of  the  cerebrospinal 
fluid  pressure  and  the  hydrodynamic 
force  is  transmitted  into  the  perilymph 
by  way  of  the  cochlear  aqueduct  and 
the  internal  acoustic  meatus.  In  a sus- 
ceptible individual,  rupture  of  a 
window  membrane  ensues  and  the 
outflow  of  perilymph  causes  sudden 
deafness  which  is  fluctuating  and  of  a 
meniereform  pattern. 

An  increase  in  the  perilymphatic 
pressure  may  cause  Meniere’s  syn- 
drome by  compressing  the  structures  of 
the  scala  media.  In  the  postmortem  ex- 
amination of  a woman  with  Meniere’s 
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disease,  Arnvig*  found  no  endolym- 
phatic hydrops,  but  there  was  a 
marked  compression  of  Reisner’s 
membrane,  the  tectorial  membrana, 
and  the  organ  of  Corti. 

In  endolymphatic  hydrops,  the  hy- 
drodynamic force  moves  in  a reverse 
direction  in  relation  to  Reisner’s 
membrane.  The  distension  of  the 
cochlear  duct  pushes  Reisner's  mem- 
brane outward,  and  simultaneously  it 
exerts  pressure  on  the  organ  of  Corti 
causing  the  meniereform  symptom 
complex.  The  fluctuations  in  the 
hearing  loss  may  coincide  with  the  rise 
and  fall  in  the  hydrodynamic  pressure 
in  the  cochlear  duct,  while  the  persist- 
ence of  a level  of  deafness  is  held  to  be 
due  to  chemical  changes  in  the 
endolymph. 

In  Lermoyez  syndrome,  which  is  a 
Meniere  variant,  complete  restoration 
of  hearing  takes  place  with  the  on- 
coming of  a vertiginous  attack.  This 
could  not  occur  if  the  neuroepithelium 
were  involved.  In  postmortem  studies 
of  the  temporal  bones  of  three  individ- 
uals with  Meniere’s  disease,  Schuk- 
necht  and  co-workers9  found  that  the 
organs  of  Corti  were  well  preserved 
and  that  the  populations  of  the  hair 
cells  and  ganglion  cells  were  normal. 

Sudden  deafness  may  be  the  first 
manifestation  of  the  onset  of  endolym- 
phatic hydrops.  A vertiginous  attack 
may  come  on  months  later  or  not  at 
all.  Cochlear  hydrops  was  described  by 
Lindsay  and  Schulthess.10  They  studied 
the  temporal  bones  of  an  individual 
whose  history  showed  the  typical  audi- 
tory manifestations  of  Meniere’s 
disease,  but  no  vestibular  symptoms. 
The  study  revealed  that  the  hydrops 
was  limited  to  the  cochlear  duct  and 
that  there  was  no  distension  at  all  in 
the  vestibular  system. 

The  audiologic  features,  which  are 
meniereform,  include  fluctuating 
deafness  with  involvement  of  the  low 
and  middle  tones,  hypersensitivity  to 
loud  sounds,  a poor  discrimination 
score,  diplacusis,  and  recruitment. 
These  features  make  up  a distinctive 
pattern  which  has  been  designated 
“end-organ  deafness.” 

An  abrupt  onset  of  sudden  deafness 
that  heralds  the  development  of 
endolymphatic  hydrops  is  comparable 
to  the  vestibular  vertiginous  attack.  By 
the  Knapp-House  theory,11  vertigo 
ensues  when  a critical  level  of  the 


endolymphatic  pressure  is  reached  and 
the  macula  and  cristae  are  stimulated. 
Deafness  results  when  the  organ  of 
Corti  is  compressed  either  by  cochlear 
hydrops  or  by  increased  hydrodynamic 
pressure  that  is  transmitted  from  the 
perilymphatic  system  through 
Reisner’s  membrane.  The  vertiginous 
attack  ceases  when  adequate  absorp- 
tion of  the  endolymph  is  reestablished 
or  when  Reisner’s  membrane  ruptures. 
When  this  happens,  the  organ  of  Corti 
is  freed  from  compression  and  an  im- 
provement in  hearing  may  follow.  A 
reduction  in  the  hydrodynamic  pres- 
sure in  the  perilymph  will  have  the 
same  effect. 

Discussion 

A review  of  the  literature  discloses 
that  there  are  several  causes  of  sudden 
sensori-neural  deafness  and  that  in  a 
given  case  the  prognosis  depends  upon 
the  etiologic  factor.  The  prognosis  is 
poor  when  thrombosis  of  a nutrient 
vessel  is  the  cause  of  the  sudden 
deafness.  When  it  is  due  to  a viral  infec- 
tion, the  deafness  is  usually  permanent. 
However,  a clinical  report  by  Jaffe  and 
Maassab12  indicates  that  partial  recov- 
ery has  taken  place  gradually  in  a case 
of  sudden  sensori-neural  deafness  due 
to  adenovirus  Type  13  infection.  In 
sudden  deafness  associated  with  the 
onset  of  endolymphatic  hydrops,  par- 
tial recoveries  occur  episodically. 
Complete  recovery  follows  a ver- 
tiginous attack  in  Lermoyez  syndrome, 
a Meniere  variant.  In  a study  of  223 
persons  with  sudden  sensori-neural 
deafness,  Sheehy13  reported  a high  rate 
of  recoveries  among  those  with  low 
tone  deafness  and  fluctuating  hearing 
losses.  Singleton’s14  patients  with  sud- 
den deafness  presented  a flat  audio- 
gram,  a positive  SISI  test  and  recruit- 
ment. These  features  are  meniereform. 
It  is  reasonable  to  suspect  that  some  of 
these  cases  are  variants  of  Meniere’s 
disease  in  spite  of  the  absence  of  ver- 
tigo. In  a case  of  end-organ  deafness 
without  vestibular  symptoms,  the  post- 
mortem examination  showed  hydrops 
of  the  cochlear  duct.10 

By  transtympanic  explorations,5  6 7 
it  was  discovered  that  sudden  deafness 
might  be  caused  by  the  outflow  of 
perilymph  through  a broken  window 
membrane  and  that  the  hearing  loss 
would  be  of  an  end-organ  pattern  simi- 
lar to  the  type  seen  in  endolymphatic 


hydrops  and  in  perilymphatic  hyper- 
tension. The  common  denominator  in 
the  three  conditions  is  a disturbance  in 
the  balance  between  the  hydrodynamic 
pressures  in  the  labyrinthine  chambers. 
In  each  of  the  three  conditions,  the 
hearing  may  be  improved  by  the  cor- 
rection of  the  factor  that  causes  the 
imbalance;  in  perilymphatic  fistula,  by 
surgical  repair;  in  endolymphatic 
hydrops,  by  the  reestablishment  of  ad- 
equate absorption  or  by  the  rupture  of 
Reisner’s  membrane;  in  perilymphatic 
hypertension  by  the  dissipation  of  the 
excessive  hydrodynamic  pressure 
through  the  cochlear  aqueduct  and  the 
internal  acoustic  meatus.  Accordingly, 
we  may  hypothesize  that  the  distinc- 
tive pattern  of  end-organ  deafness  is 
due  to  a disturbance  in  the  balance  be- 
tween the  hydrodynamic  pressures  of 
the  endolymphatic  and  perilymphatic 
systems,  and  that  the  deafness  is  re- 
versible because  the  organ  of  Corti  is 
not  affected. 

Most  otologists  have  witnessed  the 
occurrence  of  spontaneous  recovery  in 
sudden  deafness.  More  frequently 
treatment  is  begun  at  the  onset,  and 
when  restoration  of  hearing  takes 
place,  the  recovery  is  attributed  to  the 
medication.  The  treatment  of  sudden 
sensori-neural  deafness  has  been  em- 
piric. The  medicaments  employed 
included  vitamins,  cytomel,  diuretics, 
anticholinergics,  histamine,  antihis- 
tamines, steroids,  anticoagulants,  and 
vasodilators.  Also,  blockade  of  the  cer- 
vical sympathetic  chain  has  been  ad- 
vocated.14 With  the  acceptance  of  the 
theory  of  autonomic  dysfunction  as  a 
possible  cause  of  Meniere’s  disease,  the 
anticholinergics  and  vasodilators  have 
been  used  widely  in  the  treatment  of 
this  condition.  The  outstanding  au- 
tonomic blocking  agents  are  atropine 
and  procaine,  and  the  principal 
vasodilators  employed  in  otology 
include  nicotinic  acid  and  histamine 
intravenously. 

In  clinical  tests  by  Scheinberg,15 
solutions  of  300-800  mgm  of  nicotinic 
acid  in  200-300  cc  of  saline  solution 
were  injected  intravenously  into  men 
with  various  disease  states  and  into 
two  normal  individuals.  By  the  nitrous 
oxide  method,  the  cerebral  blood  flow 
was  measured  before  and  during  the 
intravenous  administration  of  nicotinic 
acid.  A pronounced  skin  flush  over  the 
face  and  the  upper  part  of  the  body 
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was  produced,  but  there  was  no  change 
in  the  cerebral  blood  flow  or  vascular 
resistance.  Goodman  and  Gilman16 
state,  “the  response  to  the  intravenous 
injection  of  histamine  in  man  is  most 
pronounced  in  the  skin  over  the  face 
and  upper  part  of  the  body.”  However, 
Sheehy13  found  the  vasodilators  useful 
in  the  treatment  of  sudden  deafness.  It 
is  possible  that  they  have  a moderating 
effect  on  an  increase  in  the  hydrody- 
namic pressure  that  may  exist  in  a 
labyrinthine  chamber,  thus  restoring 
balance  between  the  perilymphatic  and 
endolymphatic  systems. 

In  the  obscure  form  of  sudden 
deafness,  no  clues  are  at  hand  to  in- 
dicate whether  a given  case  is  treatable 
or  not.  However,  if  the  audiologic 
findings  are  of  an  end-organ  pattern, 
there  is  a greater  likelihood  that  the 
deafness  may  be  reversible.  If  the 
audiologic  pattern  is  meniereform  and 
there  is  a history  of  strenuous  exertion 


just  prior  to  the  onset  of  the  deafness, 
the  otologist  may  be  alerted  to  suspect 
a rupture  of  a labyrinthine  window 
membrane.  After  a trial  period  with 
medication,  the  patient  might  be  ad- 
vised to  undergo  transtympanic  explo- 
ration. □ 
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Judges  need  M.D.  assist,  attorney  says 

PETER  A.  LEVIN 
Philadelphia 


The  problems  of  drug  abuse  have  been  thrust  into  the 
area  of  the  law  and  have  created  enormous  problems  for  the 
judiciary.  Many  people  would  argue  that  drug  use  and 
abuse  are  medical  or  social  problems  and  are  not  within  the 
province  of  the  legal  system.  Yet  it  is  judges  who  are 
dealing  with  all  of  these  complex  issues  every  day. 

A judge  must  know  the  differences  among  the  drugs,  the 
reasons  for  people  using  drugs,  and  the  various  treatment 
modalities  available.  He  is  expected  to  know  these  things 
even  though  medical  authorities  don't  agree  on  them.  A 
judge  turns  to  one  school  of  medicine  for  a candid  opinion 
on  marijuana  and  hears  that  marijuana  causes  brain  damage 
and  leads  to  heroin  use.  He  is  satisfied  with  this  answer 
until  other  medical  authorities  tell  him  that  marijuana 
causes  no  physical  or  psychological  harm. 

Another  judge  then  asks  the  medical  profession  about 
heroin  and  is  told  that  heroin  causes  criminal  behavior  and 
is  physiologically  and  psychologically  damaging.  He  feels 
that  this  is  the  truth  until  he  learns  that  other  medical 
authorities  have  said  that  heroin  causes  less  organic  damage 
to  the  body  or  brain  than  alcohol  and  that  many  addicts 
could  function  normally  if  given  a steady  supply  of  good 
quality  drugs. 

A judge  looks  for  reasons  a person  is  using  drugs  and 
again  he  gets  conflicting  data.  Psychologists  tell  the  judge 
that  there  are  individuals  who  have  “addictive  personali- 
ties,” who  are  prone  to  become  addicted,  and  who  are  prone 
to  become  readdicted  after  they  have  been  “cured."  In  this 


situation,  the  user’s  personality  has  to  be  totally  restruc- 
tured. 

But  sociologists  don't  agree  with  that  theory  and  tell  the 
judge  that  society  creates  addicts  and  society  causes  them  to 
relapse  into  addiction  again.  The  sense  of  defeat  and 
hopelessness  among  slum  dwellers,  the  sense  of  impotence 
to  affect  change,  the  needs  of  people  to  belong  to  a group — 
these  are  the  factors  that  cause  addiction,  according  to 
sociologists.  According  to  this,  if  the  judge  returns  an  addict 
to  the  same  neighborhood  he  will  be  readdicted. 

The  biochemist  tells  the  judge  that  after  a person  uses 
heroin  a few  times,  the  opiate  molecule  has  a direct  effect 
on  his  nervous  system,  which  adjusts  to  the  presence  of  the 
molecule  and  becomes  dependent  upon  it.  Thus,  biochem- 
ists would  have  us  believe,  a chemical  imbalance  in  the 
system  causes  addiction. 

Not  being  sure  of  the  drugs  themselves  or  the  reasons 
people  use  them,  the  judge  has  to  make  a determination  as 
to  what  to  do  with  the  person  who  comes  before  him 
charged  with  possession  of  a drug.  The  judge  has  a choice: 
jail  or  treatment. 

Some  authorities  argue  that  if  a person  is  placed  in  jail, 
he  will  not  be  able  to  obtain  narcotics  (or  at  least  not  as 
readily  as  on  the  outside).  Therefore,  when  he  is  released 
from  jail,  he  will  not  use  drugs  again.  But  the  judge  hears  that 
95  percent  of  heroin  addicts  who  leave  prison  relapse  imme- 
diately. So,  many  judges  prefer  to  place  the  individual  in  a 
treatment  program.  But  they  are  aware  that  existing  treat- 
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Peter  Levin  expressed  the 
opinions  contained  on  this  and  the 
preceding  page  at  the  Drug  Abuse 
Training  Institute  for  Physicians  in 
King  of  Prussia  where  it  was  sug- 
gested that  he  prepare  them  for 
publication  so  that  a wider 
physician  audience  might  read  them.  Mr.  Levin  is  an 
assistant  district  attorney  of  Philadelphia,  and  crim- 
inal justice  coordinator  for  the  Coordinating  Office 
for  Drug  and  Alcohol  Abuse  of  Philadelphia.  He  is 
the  executive  director  of  the  National  Symposium 
on  Drug  Abuse  for  Law  and  Medical  Students,  and 
Pennsylvania  chairman  for  the  Drug  Abuse  Educa- 
tion Project  of  the  American  Bar  Association.  He 
has  been  an  instructor  in  contemporary  problems  of 
drug  abuse  at  Villanova  Law  School,  and  he  has 


given  a series  of  drug  abuse  lectures  at  Hahnemann 
Medical  College,  Temple  University  School  of 


Medicine,  Eastern  Pennsylvania  Psychiatric  Insti- 
tute, Lankenau  Hospital  Graduate  Program,  and 
St.  Christopher’s  Hospital  Medical  Staff. 


ment  for  drug  abuse  has  not  produced  impressive  results. 
Judges  are  told  that  only  a small  fraction  of  those  addicted  to 
heroin  are  “cured.”  They  hear  claims  of  success  and  failure  in 
various  treatment  programs,  but  these  claims — pro  and 
con — are  disputed  and  largely  unsubstantiated. 

There  is  no  satisfactory  way  a judge  can  evaluate  the 
various  treatment  approaches  for  different  types  of  drug 
users.  Most  treatment  programs  have  relatively  narrow  data 
collection  and  evaluation  components,  and  evaluation 
among  the  various  programs  is  impossible  because  there  is 
no  standardized  method  of  doing  so.  When  the  judge  finally 
makes  a decision  as  to  what  treatment  center  he  wishes  to 
have  the  individual  report  to,  he  learns  that  all  treatment 
centers  have  selective  admission  criteria  and  that  many  re- 
fuse to  deal  with  the  most  criminally  active  and  hard-core  ad- 
dicts. 

The  judge  faces  an  even  harder  decision  with  respect  to 
the  person  who,  because  he  has  a drug  problem.  Commits  a 
crime  against  another  person  or  against  property.  Shoplift- 
ing, prostitution,  and  sales  of  drugs  are  common  addict 
crimes,  but  so  too  are  robberies,  burglaries,  larcenies,  and 
homicides.  Criminal  activity  related  to  narcotics  addiction 
forces  thousands  of  narcotic  users  into  the  nation’s  criminal 
justice  system  each  year.  The  need  to  maintain  an  expensive 
habit  causes  an  addict  to  deal  in  drugs,  to  engage  in  consen- 
sual crime,  or  to  steal.  It  has  been  estimated  that  over  50 
percent  of  all  the  property  crimes  in  Philadelphia  are  com- 
mitted by  addicts.  And  it  is  further  estimated  that  the  citi- 
zens of  Philadelphia  alone  suffer  a loss  of  over  $450  million 
per  year  in  property  losses  attributed  to  thefts  by  addicts. 
There  are  also  the  costs  of  police,  courts,  corrections  and 
parole  and  probation.  Studies  have  shown  that  almost  all 
heroin  addicts  get  arrested  at  least  once  every  two  years 
while  they  are  actively  addicted  and  that  the  addict  spends 


an  average  of  15  percent  of  his  addicted  life  in  jail.  More  i 
than  60  percent  of  those  in  the  Philadelphia  prison  popula- 
tion have  drug  problems. 

In  spite  of  the  high  correlation  between  crime  and  addic- 
tion, being  an  addict  in  and  of  itself  is  not  a crime.  In  1962, 
the  United  States  Supreme  Court  ruled  that  addiction  was  j 
not  a criminal  act  but  rather  was  to  be  viewed  as  a disease. 
Furthermore,  the  court  stated  that  the  addict  ought  to  be  ; 
the  object  of  legitimate  programs  of  treatment  and  rehabili- 
tation. But  many  civil  libertarians  argue  that  since  treat- 
ment is  largely  ineffective,  it  results  in  greater  punishment 
in  some  instances  than  a prison  sentence.  And  others 
complain  to  the  judge  that  we  don't  make  exceptions  for  the 
problems  of  other  individuals  who  commit  crimes,  so  why 
should  the  judge  make  an  exception  for  the  person  who 
commits  a crime  because  he  is  a drug  addict.  All  of  these 
issues  confront  the  judge  as  he  tries  to  make  an  appropriate 
disposition  of  the  case  before  him. 

What  background  do  judges  have  to  enable  them  to 
handle  the  problems  involved  in  drug  use  and  abuse? 
Doctors,  sociologists,  and  psychologists  might  have  had 
some  formal  training  in  these  areas  while  in  school,  but  law 
schools  have  not  provided  adequate  training  for  this  new  re- 
sponsibility, and  judges  have  not  received  very  much  assist- 
ance from  the  other  professions  to  help  them  face  the  na- 
tion’s drug  crisis. 

The  present  method  of  handling  drug  abusers  in  the 
courtroom  is  at  best  ineffective  and  at  worst  counterproduc- 
tive. A massive  program  of  drug  education  should  be  insti- 
tuted immediately  for  the  judiciary  and  should  become  a 
part  of  the  law  school  curriculum.  With  this  a reality,  the 
judiciary  could  offer  more  enlightened  and  more  successful 
routes  out  of  the  social  and  legal  morass  in  which  drug  users 
and  abusers  now  find  themselves. 
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Official  Call  to  the  1973  Annual  Session 
Pennsylvania  Medical  Society  House  of  Delegates 


The  1973  Annual  Session  of  the  House  of  Delegates  of  the  Pennsylvania  Medical  Society 
will  convene  in  the  Commonwealth  Ballroom  of  the  Marriott  Motor  Hotel,  Philadelphia, 
Pennsylvania,  Thursday,  October  18,  1973,  at  1:00  p.m.  The  second  session  of  the  House  of 
Delegates  is  scheduled  for  Friday,  October  19,  1973,  in  the  Commonwealth  Ballroom, 
beginning  at  1:30  p.m.  The  third  and  concluding  session  of  the  House  will  begin  Saturday, 
October  20,  1973,  in  the  Brandywine  Ballroom  beginning  at  9:30  a.m. 


Elections 

Nominations  and/or  elections  will  be  held  at  the  second 
session, Friday  afternoon,  October  19,  1973,  as  called  for  in 
Standing  Rule  No.  1 of  the  House  of  Delegates.  Among  the 
general  officers  to  be  elected  by  the  1973  House  of  Dele- 
gates will  be:  a Vice  President,  a Secretary,  a Speaker  of  the 
House  of  Delegates,  and  a Vice-Speaker  of  the  House  of 
Delegates; 

A Trustee  and  Councilor  for  the  Fourth  Councilor  Dis- 
trict, to  serve  five  years  to  succeed  George  A.  Rowland, 
M.D.,  Columbia  County,  who  is  eligible  for  reelection  ; 

A Trustee  and  Councilor  for  the  Fifth  Councilor  District, 
to  serve  for  five  years  to  succeed  David  S.  Masland,  M.D., 
Cumberland  County,  who  is  not  eligible  for  reelection, 
having  served  two  five-year  terms. 

Also  to  be  elected  for  a two-year  term  beginning  January 
1,  1974,  will  be  five  delegates  and  five  alternates  to  the 
American  Medical  Association.  Delegates  whose  terms  ex- 
pire December  31,  1973  are:  Wilbur  E.  Flannery,  M.D., 
Lawrence  County;  Paul  S.  Friedman,  M.D.,  Philadelphia 
County;  John  B.  Lovette,  M.D.,  Cambria  County;  Matthew 
Marshall,  Jr.,  M.D.,  Allegheny  County;  and  Malcolm  W. 
Miller,  M.D.,  Philadelphia  County. 

Alternate  delegates  whose  terms  expire  December  31, 
1973  are:  Robert  F.  Beckley,  M.D.,  Clinton  County;  John 
Helwig,  Jr.,  M.D.,  Philadelphia  County;  David  J.  Keck, 
M.D.,  Erie  County;  William  J.  Kelly,  M.D.,  Allegheny 
County;  and  David  S.  Masland,  M.D.,  Cumberland  County. 

As  directed  by  Chaper  XIV,  Section  2 (e)  of  the  Bylaws, 
the  Committee  to  Nominate  Delegates  and  Alternates  to  the 
AMA  makes  the  following  nominations  for  two-year  terms 
commencing  January  1,  1974,  for  delegates: 

1.  Paul  S.  Friedman,  M.D.  (Philadelphia  County) 

2.  John  B.  Lovette,  M.D.  (Cambria County) 

3.  Matthew  Marshall,  Jr.,  M.D.  (Allegheny  County) 

4.  David  S.  Masland,  M.D.  (Cumberland  County) 

5.  R.  Robert  Tyson,  M.D.  (Philadelphia  County) 

The  Committee  makes  the  following  seven  nominations 


for  five  alternate  delegates  for  two-year  terms  commencing 
January  1,  19^4: 

1.  Henry  H.  Fetterman,  M.D.  (Lehigh  County) 

2.  John  Helwig,  Jr.,  M.D.  (Philadelphia  County) 

3.  David  J.  Keck,  M.D.  (Erie  County) 

4.  William  J.  Kelly,  M.D.  (Allegheny  County) 

5.  David  P.  Morrison,  Jr.,  M.D.  (Bucks  County) 

6.  Robert  N.  Moyers,  M.D.  (Crawford  County) 

7.  Robert  Poole,  M.D.  (Chester  County) 

To  fill  the  unexpired  term  (December  31,  1974)  as  an  al- 
ternate delegate  created  by  the  elevation  of  Dr.  Tyson  to 
delegate,  the  Committee  nominates  Milton  M.  Perloff, 
M.D.,  Philadelphia  County. 

Also  to  be  elected  will  be  two  members  to  serve  for  three 
years  on  the  Committee  to  Nominate  Delegates  and  Alter- 
nates to  the  American  Medical  Association  to  succeed 
David  W.  Clare,  M.D.,  Allegheny  County;  and  John  L. 
Steigerwalt,  M.D.,  Montgomery  County,  both  of  whose 
terms  expire  and  who  are  eligible  to  succeed  themselves. 

Also  to  be  elected  will  be  two  members  of  the  Judicial 
Council  to  serve  for  terms  of  three  years  to  succeed  William 
F.  Brennan,  M.D.,  Allegheny  County;  and  M.  Louise 
Gloeckner,  M.D.,  Montgomery  County;  both  of  whom  are 
eligible  for  reelection. 

As  directed  by  Article  IX,  Section  5 of  the  Constitution, 
the  Board  of  Trustees  nominates  the  following  members  for 
the  vacancies  on  the  Judicial  Council:  For  the  office  now 
held  by  William  F.  Brennan,  M.D.,  the  Board  nominates 
William  F.  Brennan,  M.D.,  Allegheny  County;  James  A. 
Biggins,  M.D.,  Mercer  County;  and  Arthur  R.  Wilson, 
M.D.,  Armstrong  County.  For  the  office  now  held  by  M. 
Louise  Gloeckner,  M.D.,  the  Board  nominates  M.  Louise 
Gloeckner,  M.D.,  Montgomery  County;  Charles  K.  Rose, 
Jr.,  M.D.,  Lehigh  County;  and  Ethan  L.  Trexler,  M.D., 
Berks  County. 

Also  to  be  elected  is  a District  Censor  from  each  compo- 
nent county  medical  society  to  serve  for  one  year  following 
the  close  of  the  1973  House  of  Delegates  Session. 


JULY  1973 


59 


The  component  county  medical  societies  have  submitted 
the  following  nominations  for  District  Censor: 

Adams,  James  H.  Allison;  Allegheny,  William  D. 
Stewart;  Armstrong,  Arthur  Wilson;  Beaver,  Herman  Bush; 
Bedford,  William  E.  Palin;  Berks,  Eugene  Mendelsohn; 
Blair,  John  W.  Hurst;  Bradford,  Willis  A.  Redding;  Bucks, 
Stanley  F.  Peters;  Butler,  Robert  C.  McCorry;  Cambria, 
Warren  F.  White;  Carbon,  James  Farr;  Centre,  H.  Richard 
Ishler;  Chester,  Grant  W.  Bamberger;  Clarion,  Theodore  R. 
Koenig;  Clearfield,  Fred  Pease;  Clinton,  Robert  E.  Drewery; 
Columbia,  James  F.  Voungkin;  Crawford,  David  D.  Kirkpa- 
trick, Jr.;  Cumberland,  Hans  S.  Roe;  Dauphin,  Robert  P. 
Dutlinger;  Delaware,  Richard  W.  Garlichs;  Elk-Cameron, 
John  T.  McGeehan;  Erie,  Robert  L.  Loeb;  Fayette,  Harold  L. 
Wilt;  Franklin,  Albert  W.  Freeman;  Greene,  William  W. 
Bartholomew;  Huntingdon,  Thomas  R.  Mainzer;  Indiana, 
Harold  L.  Edison;  Jefferson,  Nicholas  F.  Lorenzo; 


Lackawanna,  Anthony  J.  Cummings;  Lancaster,  William  A. 
Schaeffer;  Lawrence,  Gerald  M.  Weiner;  Lebanon,  C.  Ray 
Bell;  Lehigh,  Harry  S.  Good;  Luzerne,  John  J.  Gill; 
Lycoming,  Harold  L.  Tonkin;  McKean,  Ralph  E.  Hocken- 
berry;  Mercer,  Frank  E.  McElree;  Mifflin-Juniata,  John 
R.W.  Hunter,  Jr.;  Monroe,  Claus  Jordan;  Montgomery,  | 
Rudolph  K.  Glocker;  Montour,  Isaac  L.  Messmore; 
Northampton,  Walter  J.  Filipek;  Northumberland,  J. 
Mostyn  Davis;  Perry,  Frank  A.  Belmont;  Philadelphia, 
Charles  W.  Thompson;  Potter,  Herman  Mosch;  Schuylkill, 
Joseph  T.  Marconis;  Somerset,  Alexander  Solosko; 
Susquehanna,  Raymond  C.  Davis;  Tioga,  David  Gillum; 
Union,  Erwin  G.  Degling;  Venango,  Warren  J.  McCandless; 
Warren,  Donald  J.  Furman;  Washington,  Joseph  N. 
McMahan;  Wayne-Pike,  Emil  T.  Niessen;  Westmoreland, 
Leslie  S.  Pierce;  Wyoming,  John  S.  Rinehimer,  Jr.;  York, 
William  C.  Langston. 


Proposed  Amendments  to  the  Constitution  and  Bylaws 

Printed  below  is  the  text  of  the  amendments  to  the  Con- 
stitution and  Bylaws  which  are  being  proposed  by  the  Com- 
mittee on  Constitution  and  Bylaws.1" 


Subject  One 

I.  Creation  of  a class  of  direct  membership  in  the 
State  Society  for  Medical  Students. 

Secretary’s  Note:  Inasmuch  as  these  amendments 
failed  to  carry  by  a three-fourths  vote  last  year,  the 
Bylaws  mandate  that  they  lay  over  for  a year  and  be 
re-submitted  to  the  House,  at  which  time  a two-thirds 
vote  will  be  required  for  passage. 

Constitution 

Article  IV  — Membership 
New  Section  7 - Student  Members 

Section  7.  Student  Members — Full-time  students  enrolled  in 
accredited  schools  of  medicine  and  osteopathy  in  Pennsyl- 
vania,  whether  or  not  holding  an  unrestricted  license  to  prac- 
tice medicine  and  surgery  in  Pennsylvania,  shall  have  the 
right  to  vote  and  hold  office  provided  they  pay  the  prescribed 
annual  Student  Member  assessment.  An  appro- 
priate  official  of  their  above  school  shall  certify  the  fact  that 
they  are  students  in  good  standing  to  the  office  of  the  Exec- 
utive Vice-President  of  the  State  Society  on  forms  provided 
by  the  Society.  The  annual  assessment  of  Student  Members 
shall  be  10  percent  of  the  annual  assessment.  Student 
Members  shall  have  all  the  rights  and  privileges  of  active 
membership  except  that  they  and/or  their  relatives  or  heirs 
shall  not  be  eligible  for  medical  benevolence.  Student 
members  shall  be  exempt  from  the  continuing  education 
requirement. 

Old  Section  7 becomes  new  Section  8 
Old  Section  8 becomes  new  Section  9 
Old  Section  9 becomes  new  Section  10 
Old  Section  10  becomes  new  Section  1 1 


’'Material  underlined  is  being  added;  material  in  brackets 
is  being  deleted. 


Old  Section  1 1 becomes  new  Section  12 
Old  Section  12  becomes  new  Section  13 

Article  VI  — House  of  Delegates 
New  Section  3 - Student  Delegates 

There  shall  be  Student  Delegates  in  the  House  of  Delegates 
elected  as  follows.  Each  medical  school  and  school  of  os- 
teopathy  in  Pennsylvania,  having  at  least  one  student  who  is 
a Student  Member  of  the  Pennsylvania  Medical  Society, 
shall  be  entitled  to  one  delegate  in  the  House  of  Delegates. 
In  addition,  each  above  school  shall  be  entitled  to  one  addi- 
tional delegate  for  each  100  Student  Members  of  the  Penn- 
sylvania Medical  Society  in  its  school  and  any  fraction 
thereof.  All  such  delegates  must  be  Student  Members  of  the 
Pennsylvania  Medical  Society.  Each  school  shall  show 
proof  that  its  delegates  have  been  chosen  by  a majority  vote 
of  the  Student  Members  of  the  Pennsylvania  Medical  Soci- 
ety  in  that  school. 

Old  Section  3 becomes  new  Section  4 
Old  Section  4 becomes  new  Section  5 

New  Second  Paragraph  to  New  Section  4 

Alternates — If  any  Student  Delegate  is  unable  to  serve,  he 
may  designate  an  alternate  to  serve  in  his  place  provided  his 
alternate  is  a Student  Member  of  the  Pennsylvania  Medical 
Society  in  good  standing  and  is  from  his  school,  and  provided 
the  Secretary  of  this  Society  is  officially  notified. 

Article  VII 

Sessions  and  Assemblies 
Section  2 — Special  Sessions 

“Special  sessions  either  of  this  Society  or  of  the  House  of  Del- 
egates may  be  requested  at  any  time  by  (a)  nine  members  of 
the  Board  of  Trustees  and  Councilors,  or  (b)  forty  voting 
members  of  the  House  of  Delegates,  or  (c)  two  hundred  Ac- 
tive, Senior  Active,  Intern^  [and/or]  Resident  and/or  Student 
Members,.  . .” 
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Article  X 
Officers 

Section  2 — Qualifications 

“All  officers  of  this  society  must  be  Active,  Senior  Active, 
Intern,  [or]  Resident,  or  Student  Members,  except  that  the 
Treasurer  may  be  a corporation  or  an  employee  of  this  So- 
ciety. . 

Article  XI 
Funds 

Section  1.  — Annual  Assessment 

“Money  for  the  purposes  of  the  Society  shall  be  raised  by 
annual  assessment  payable  by  each  Active,  Senior  Active, 
Intern  [and] , Resident  and  Student  Member,  (a)  Senior  Ac- 
tive members  shall  be  required  to  pay  only  50  percent  of  the 
annual  assessment.  Interns  [or],  Residents  and/or  Student 
Members  shall  be  required  to  pay  only  10  percent  of  the 
annual  assessment.” 

Article  XV 
Amendments 

“The  House  of  Delegates  may  amend  this  Constitution  at 
any  session  by  an  affirmative  vote  of  two-thirds  of  the  dele- 
gates present  provided  the  text  of  the  proposed  amendment 
has  been  (a)  submitted  not  less  than  four  months,  and  not 
more  than  fifteen  months,  prior  thereto,  to  a session  of  the 
House  of  Delegates,  or  to  the  Secretary  of  this  Society  by  (i) 
the  Committee  on  Constitution  and  Bylaws,  if  the  bylaws 
provide  for  such  a committee,  or  (ii)  fifteen  Active,  Senior 
Active,  Intern^  [and/or]  Resident  or  Student  Members  of 
this  Society,  whose  signatures  shall  be  appended  thereto, 
and  (b)  at  least  two  months  prior  thereto,  published  in  the 
Journal  of  this  Society,  if  there  be  such,  and  in  the  Call  for 
the  Session.  The  House  of  Delegates  may  determine  the  ef- 
fective date  of  any  amendment.” 

Bylaws 

Chapter  I — Membership 

Section  4 — Limitation  on  Privileges  of  Membership 

“In  addition  to  the  limitations  on  the  rights  and  privileges 
of  membership  contained  in  the  Constitution  of  this  Society 
and  elsewhere  in  these  Bylaws,  neither  Affiliate  Members, 
Student  Members,  nor  Special  Student  Members  shall  be  en- 
titled to  the  benefits  of  any  Medical  Benevolence  or  similar 
fund  established  by  the  Society.” 

Section  5 — Continuing  Medical  Education  Requirement 
(add  a final  sentence) 

Student  Members  and  Special  Student  Members  are  exempt 
from  the  Continuing  Medical  Education  Requirement. 


Chapter  IX  — Assessments  and  Funds 
Section  7.  — Assessments 

“Each  Active,  Senior  Active,  Intern,  and  Resident  Member 
of  this  Society  shall,  through  his  Component  Society,  pay 
his  annual  assessment  to  the  Executive  Vice-President  prior 
to  March  1.  Student  members  shall  be  billed  directly  by  the 
State  Society  and  shall  pay  their  annual  assessments  to  the 
Executive  Vice  President  prior  to  March  I.  New  members 


shall  pay  the  assessments  in  the  same  manner  at  the  time  of 
their  certifications  or  applications  for  membership.” 

Chapter  III  — House  of  Delegates 
Section  4.  — Credentials  of  Delegates 

“Prior  to  the  opening  of  any  session  of  the  House  of  Dele- 
gates, each  voting  delegate  and  each  alternate  delegate  shall 
deposit  with  the  Committee  on  Credentials  a certificate 
signed  by  the  President  and  Secretary  of  the  component  soci- 
ety, or  any  two  officers  thereof  duly  authorized  by  its 
governing  board  to  sign  such  certificates,  under  the  seal  of 
the  same,  stating  that  he  has  been  legally  and  regularly  desig- 
nated as  a voting  delegate  or  alternate  delegate  to  this  Soci- 
ety. Each  student  delegate  shall  deposit  with  the  Committee 
on  Credentials  a certificate  signed  by  the  Secretary  of  this  So- 
ciety  stating  that  he  is  a duly  certified  student  delegate  or  al- 
ternate  student  delegate  from  his  school.  . ." 

Subject  Two 

II.  Subject:  The  Election  of  District  Councilors  by 
District 

Article  VIII,  Section  3. — Election. 

"The  Trustee  and  Councilor  from  each  Councilor  District 
shall  be  nominated  by  the  voting  members  in  the  House  of 
Delegates  from  the  Councilor  District  which  the  Trustee  and 
Councilor  is  to  represent,  and  shall  be  elected  by  all  the 
voting  members  in  the  House  of  Delegates  from  the  Council- 
or District  which  the  Trustee  and  Councilor  is  to  represent 
present  at  the  Annual  Session  of  the  House  of  Delegates  at 
the  expiration  of  the  term  of  the  Trustee  and  Councilor  from 
that  Councilor  District.  . .” 

Secretary’s  Note:  Two-thirds  vote  required 

ALTERNATE  AMENDMENTS  FOR  THE  ELECTION 
OF  DISTRICT  COUNCILORS  BY  DISTRICT  IN- 
CLUDING RATIFICATION  BY  THE  HOUSE  OF  DEL- 
EGATES AS  OFFERED  BY  THE  COMMITTEE  ON 
CONSTITUTION  AND  BYLAWS 

“Section  3. Election — The  Trustee  and  Councilor  from  each 
Councilor  District  shall  be  nominated  by  the  voting  members 
in  the  House  of  Delegates  from  the  Councilor  District  which 
the  Trustee  and  Councilor  is  to  represent,  and  shall  be  elected 
by  all  the  voting  members  in  the  House  of  Delegates  from  the 
Councilor  District  which  the  Trustee  and  Councilor  is  to  rep- 
resent  present  at  the  Annual  Session  of  the  House  of  Dele- 
gates  at  the  expiration  of  the  term  of  the  Trustee  and  Council- 
or from  that  Councilor  District.  Such  election  by  Councilor 
District  shall  not  be  considered  final  until  ratified  by  a major- 
ity  vote  of  the  House  of  Delegates.  . .” 

Secretary’s  Note:  Two-thirds  vote  required. 

Subject  Three 

III.  Subject:  Term  of  office  and  continuity  of  Ref- 
erence Committee  on  Constitution  and  Bylaws. 
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Bylaws 

Chapter  III.  — House  of  Delegates 
Section  9 — Reference  Committees 

“The  Reference  Committees  of  the  House  of  Delegates  shall 
consist  of  five  members,  whose  terms  shall  end  the  following 
May  3 1 . appointed  annually  by  the  Speaker  of  the  House  of 
Pelegates  prior  to  August  1 from  among  the  then  certified 
voting  delegates.  The  Speaker  shall  appoint  such  Reference 
Committees  and  clearly  identify  them  as  he  deems  necessary 
to  expedite  the  business  of  the  House.” 

“In  addition  to  the  foregoing,  the  Standing  Committee  on 
Constitution  and  Bylaws  shall  be  a Reference  Committee  of 
the  House  of  Delegates  during  the  annual  meeting  of  the 
House  of  Delegates.” 

Chapter  XIV  — Committees,  Administrative  Councils 
and  Commissions 
Section  2 — Standing  Committees 

"(b)  Committee  on  Constitution  and  Bylaws.  The  Com- 
mittee on  Constitution  and  Bylaws  shall  consist  of  (a)  five 
voting  members  of  the  House  of  Delegates  to  be  appointed 
annually  by  the  Speaker  of  the  House  of  Delegates  prior  to 
August  1 from  the  members  already  reported  as  members  of 
the  House  of  Delegates  for  the  coming  Annual  Session  of 
this  Society,  and  (b)  the  Speaker  and  Vice-Speaker  of  the 
House  of  Delegates,  the  Secretary,  Legal  Counsel,  and  the 
Executive  Vice-President,  as  ex-officio  members  without 
vote. 

The  Speaker  may  reappoint  a delegate  to  the  Chairmanship 
of  this  Committee  for  a maximum  of  six  consecutive  years. 
No  member  other  than  the  Chairman  may  be  appointed 
more  than  two  consecutive  years.  The  term  of  a member  of 
this  Committee  shall  begin  with  the  opening  session  of  the 
annual  House  of  Delegates  meeting  following  his  appoint- 
ment  and  shall  conclude  immediately  prior  to  the  next  an- 
nual  meeting. 

Secretary’s  note:  Three-fourths  vote  required. 

Subject  Four 

IV.  Subject:  Technical  changes  regarding  alter- 
nates 

Article  VI  — House  of  Delegates 
Section  3 — Alternate  Third  Paragraph 

[“In  the  absence  of  its  Secretary,  the  President  of  the  Com- 
ponent Society  may  be  seated  with  the  right  to  vote.  In  the 
absence  of  both  the  Secretary  and  the  President  of  any 
Component  Society,  an  alternate  of  the  Component  Society 
may  be  seated  with  the  right  to  vote,  the  designation  of  said 
alternate  to  be  made  in  accordance  with  the  provisions 
aforesaid.”]  Although  automatically  an  ex-officio  member 
of  the  House  without  the  right  to  vote  (Section  2)  the  Presi- 
dent of  any  Component  Society  may  be  elected  as  one  of 
the  county’s  regular  elected  delegates  or  alternates,  pursuant 
to  the  customary  rules  of  electing  delegates  and  alternates  to 
the  House  of  Delegates. 


Secretary’s  Note:  Two-thirds  vote  required. 


Subject  Five 

V.  Technical  change  with  regard  to  minutes  of 
Closed  and  Executive  Sessions  of  the  House 

Bylaws 

Chapter  III  — House  of  Delegates 
Section  2.  — Publication  of  Proceedings 

“The  Proceedings  of  the  House  of  Delegates  at  the  Annual 
Session,  or  any  Special  Session,  shall  be  published  in  the 
Journal  in  the  first  possible  issue  following  the  session [."] 
except  that  Proceedings  of  Closed  and  Executive  Sessions 
shall  not  be  published. 


Secretary’s  Note:  Three-fourths  vote  required. 

Subject  Six 

VI:  Technical  change  with  regard  to  signing  of 
Delegate  and  Alternate  Cards. 

Bylaws 

Chapter  III  — House  of  Delegates 
Section  4.  — Credentials  of  Delegates 

“Prior  to  the  opening  of  any  session  of  the  House  of 
Delegates,  each  voting  delegate  and  each  alternate  delegate 
shall  deposit  with  the  Committee  on  Credentials  a certifi- 
cate signed  by  the  President  [and]  and/or  the  Secretary  of 
the  Component  Society,  [or  any  two  officers  thereof  duly 
authorized  by  its  governing  board  to  sign  such  certificates,] 
under  the  seal  of  the  same  stating  that  he  has  been  legally 
and  regularly  designated  as  a voting  delegate  or  alternate 
delegate  to  this  Society.  Specialty  Society  delegates  and  al- 
ternates shall  deposit  with  the  Committee  on  Credentials  a 
certificate  signed  by  the  President  [and]  and/or  the  Secre- 
tary,  [or  any  two  officers  thereof  duly  authorized  by  its 
governing  board  to  sign  such  certificates]  of  their  respective 
specialty  society  in  Pennsylvania,  stating  that  said  persons 
have  been  legally  and  regularly  designated  as  that  Society's 
voting  delegate  and  alternate  to  the  Society’s  House  of  Del- 
egates.” 

Secretary’s  Note:  Three-fourths  vote  required. 

Subject  Seven 

VII:  Technical  change  to  clarify  the  portion  of  Af- 
filiate Membership  dealing  with  members  of  na- 
tional medical  societies  of  foreign  countries. 

Bylaws 

Article  IV.  — Membership 
Section  6.  — Affiliate  Member 

“Upon  recommendation  and  certification  in  due  form  by 
the  Component  Society  to  and  election  by  the  Board  of 
Trustees  and  Councilors,  any  member  of  a Component  So- 
ciety not  engaged  in  active  practice  within  the  jurisdiction 
of  the  Component  Society  may  be  made  an  Affiliate 
Member  of  this  Society. . .” 

Secretary's  Note:  Two-thirds  vote  required. 
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Medical  social  work  implications 

The  patient  in  the  emergency  care  unit 


Systematically  checking  out 

the  similarities  and  differences  in  a 
particular  hospital  against  published 
findings  about  other  medical  facilities 
produces  a useful  study.  This  has  been 
done  in  the  Emergency  Care  Unit 
(ECU)  at  Mercy  Hospital,  Scranton, 
while  obtaining  base-line  data  for  plan- 
ning social  services.  Timing  of  this 
study  was  influenced  by  initiation  of 
group  practice  physician  coverage. 

Mercy  is  a 386-bed  voluntary,  non- 
profit hospital  serving  an  urban, 
suburban,  and  rural  population.  At  the 
time  of  the  study,  twenty-four  hour 
medical  coverage  was  provided  by  six 
staff  physicians  in  group  practice;1  * 
eight  registered  nurses  (six  full-time, 
two  part-time);  six  licensed  practical 
nurses,  and  two  ward  clerks.  Other 
departments,  including  social  service, 
provided  on-call  coverage  as  needed. 

Apart  from  the  effect  of  group  prac- 
tice coverage,  the  unit  had  experienced 
the  steady  increase  in  patient  visits 
reported  in  national  surveys.  Between 
1961  and  1971,  there  was  a 560  per- 
cent increase  in  patient  visits.  While 
Mercy’s  increase  was  clearly  evident 
statistically,  there  was  need  for  a closer 
look  at  the  patient  represented  by  the 
statistics  if  social  service  coverage  in 
the  emergency  care  unit  was  to 
proceed  efficiently.  The  administrator. 
Sister  William  Joseph  Lydon,  R.S.M., 
therefore,  sanctioned  and  encouraged 
an  in-depth  look  at  the  ECU’s  patient 
characteristics. 

Method  of  Study 

Major  medical  and  social  work 
journals  for  a ten-year  period  ( 1 962-72) 
were  reviewed  for  studies  and  articles 
published  on  ECU  staffing,  usage,  and 
trends.  Comparable  data  were  sought 


* A national  survey  reports  only  12 
percent  of  727  hospitals  have  a 
physician  present  in  the  hospital 
twenty-four  hours  a day. 
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from  standardized  ECU  records  of  a 
representative  random  sample  (62) 
drawn  from  a cohort  of  ECU  patients 
(612)  seen  during  October  of  1971,  be- 
tween 7:00  a.m.  and  midnight.2"*  A 
pre-survey  determined  that  90  percent 
of  Mercy  ECU  patients  were  seen 
during  these  hours. 

These  data  were  systematically  ab- 
stracted from  the  records  by  the  inves- 
tigators: residence,  age,  family  doctor, 
urgency  of  problem,  accident  or  non- 
accident, disposition,  and  cost. 

The  Patient  in  the  ECU 

As  many  patients  came  from  outside 
the  city  limits  of  Scranton  as  from 
within  them.  Fifteen  towns,  ranging 
from  one  to  sixteen  miles  distant,  were 
represented.  There  were  more  women 
than  men.  More  than  80  percent  of  the 
patients  were  under  fifty  years  of  age, 
although  the  age  range  for  the  total 
group  was  a year  and  a half  to  eighty- 
four  years. 

Peak  times  for  patient  visits  have 
been  of  considerable  interest  else- 
where. At  Yale-New  Haven  Hospital,3 
for  example,  highest  patient  loads  oc- 
curred from  10  a.m.  to  noon  and  6-8 
p.m.  daily.  Likewise,  at  Mercy,  late 
morning  and  early  evening  were  the 
busiest  times.  In  combining  high  vol- 
ume hours  and  high  volume  days,  Sat- 
urday between  10  a.m.  and  noon  and 
from  4 to  6 p.m.  emerged  as  the  busi- 
est time  of  the  week  in  the  Mercy 
ECU. 

The  literature  generally  divides  pa- 
tients into  groups  according  to  ur- 
gency of  care.  These  groups  are: 
urgent — a situation  requiring  medical 
attention  within  a six-hour  period 
including  most  lacerations;  semi- 
urgent — a situation  requiring  medical 


**  Gibson’s  survey  of  eighty  gener- 
al, short-term,  non-federal  hospitals 
found  85  percent  of  visits  occurred  be- 
tween 8:00  a.m.  and  12  midnight. 


attention  within  a twenty-four  hour 
period;  non-urgent — a situation  in 
which  the  condition  has  existed  for 
more  than  a twenty-four  hour  period 
without  deteriorating.4 

We  asked  two  experienced  ECU 
registered  nurses  to  rate  the  Mercy 
study  group  using  these  definitions. 
Their  ratings  were:  urgent,  59.7  per- 
cent; semi-urgent,  29  percent;  non-ur- 
gent, 11.3  percent.  These  findings  are 
in  fairly  close  agreement  with  the 
study  of  269,000  ECU  visits  to  twenty- 
eight  hospitals  in  the  Kansas  City 
area.5  Sixty-three  percent  of  their  visits 
were  considered  “true  emergencies,” 
i.e.,  those  whose  clinical  course  would 
be  adversely  affected  by  delaying  treat- 
ment for  a number  of  hours. 

For  all  ages,  the  four  leading  causes 
of  death  in  order  of  rank  are  heart 
disease,  cancer,  stroke,  and  accidents. 
In  the  age  group  one  to  thirty-seven 
years,  accidents  are  the  leading  cause 
of  death.6  Fifty  percent  of  the  Mercy 
group  cited  an  accident  as  chief  cause 
of  the  ECU  visit.  Among  these  ac- 
cident patients,  78  percent  were  cate- 
gorized as  urgently  needing  care.  The 
patient  was  most  likely  to  be  a male 
under  thirty  years  of  age.  Indeed,  87 
percent  of  the  accident  patients  were 
under  thirty  years  old. 

In  a study  of  75,523  emergency 
visits  in  twelve  Allegheny  County  gen- 
eral hospitals,  1,691  were  considered 
psychiatric  emergencies.  Neuroses  (34 
percent),  alcoholic  problems  (21  per- 
cent), suicides  (14  percent),  psychoses 
(10  percent),  and  drug  abuse  (5  per- 
cent), accounted  for  the  major  diag- 
noses.7 At  Mercy  group,  a similar  per- 
centage (3  percent)  were  considered 
psychiatric  emergencies.  Because  of 
the  relevance  to  social  work  of  the  psy- 
chiatric emergency,  the  diagnoses  for 
the  cohort  were  abstracted  for  this 
item.  They  were:  paranoid  schi- 

zophrenia; chronic  alcoholism;  acute 
anxiety;  adult  drug  overdose;  involu- 
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tional  depression;  and  confusion,  sec- 
ondary to  drugs. 

Nearly  90  percent  of  the  study  pop- 
ulation reported  having  a family 
physician.  Disposition  reflected  this 
fact.  Fifty-three  percent  were  referred 
to  the  family  physician  for  follow-up. 
Other  actions  were:  admission  to  the 
hospital  (16  percent);  treatment  and 
return  to  the  ECU  (15  percent);  treat- 
ment and  release  (13  percent);  and 
other  (3  percent). 

What  was  the  financial  cost?  Na- 
tionally reports  vary,  but  most  hospital 
emergency  departments  charge  about 
$15  to  $20  per  patient.  The  actual  cost 
of  the  amortization  of  capital  invest- 
ment, the  administrative  overhead,  and 
the  salary  for  trained  staff  in  an  ECU 
probably  would  be  closer  to  $30  per 
patient  visit,  exclusive  of  physical 
charges.8  According  to  the  Center  for 
Health  Administrative  Studies,  per 
visit  cost  for  a hospital  in  Chicago 
handling  4,742  patient  visits  annually 
was  $38.54  per  visit.9  With  its  5,423 
ECU  visits  during  1971,  the  average 
cost  to  the  Mercy  study  group  was 
$20.20  per  visit. 

Medical  Social  Work  in  the  ECU 

According  to  the  Joint  Commission 
on  Accreditation  of  Hospitals,  social 
services  must  be  available  to  patients 
accepted  for  care,  as  well  as  to  their 
families,  in  order  to  promote  optimal 
social  functioning  of  the  patient.10  11 
Mercy  Hospital,  Scranton,  has  an  es- 
tablished social  service  department 
with  two  staff  members  having  master's 
degrees  in  social  work.  One  of  them  is 
director  of  the  department.  Additional 
members  include  two  social  work  as- 
sistants with  bachelor  of  arts  degrees 
and  a department  secretary. 

Among  hospitals  in  the  United 
States  having  between  two  and  ten 
social  workers,  emergency  coverage  is 
provided  in  several  ways:  on-call  serv- 
ice for  daytime  shift  and/or  evenings 
and  weekends  and  a fairly  substantial 
cohtribution  of  one  or  two  additional 
workers’  time.12  At  the  time  of  this 
study,  Mercy’s  pattern  was  to  make  a 
social  worker  available  to  the  ECU  on 
an  on-call  basis  around  the  clock, 
seven  days  per  week.  Staff  doctors, 
nurses,  and  patients  or  their  families 
could  request  service.  Direct  and  indi- 
rect services  were  provided  to  the  pa- 
tient. Examples  of  direct  services  were: 


interpreting  to  the  patient  the  medical 
findings  and  plan;  providing  suppor- 
tive care  and  opportunities  for  the  pa- 
tient to  express  his  concern  about  his 
physical  condition;  allaying  fears  of 
hospitalization  or  return  to  an 
unhelpful  environment;  providing  con- 
tinuity of  care;  locating  relatives; 
making  burial  plans;  notifying  next-of- 
kin;  arranging  nursing  home  place- 
ment; referring  to  public  welfare, 
visiting  nurse,  homemaker  service,  and 
other  community  agencies.  Examples 
of  indirect  service  included:  coun- 
selling family  members  or  others  in- 
volved in  the  immediate  life  circum- 
stances of  the  patient;  representing  the 
patient’s  needs  to  administration,  med- 
ical and  nursing  staff;  and  acting  as  a 
resource  to  medical  staff  with  respect 
to  patients  and/or  families  with 
problems  in  social  functioning  which 
interfere  with  medical  treatment. 

Summary  and  Conclusion 

The  medical  and/or  social  situation 
perceived  by  the  patient  as  an  emer- 
gency with  which  the  emergency  care 
unit  of  the  general  hospital  is  best 
equipped  to  deal,  will  account  for  a 
continuing  increase  in  number  and  va- 
riety of  patient  visits.  Findings  also  sug- 
gest: late  mornings  (10  a. m. -noon), 
early  evenings  (6-8  p.m.)  and  weekends 
will  be  exceptionally  busy;  approxi- 
mately 40  percent  of  the  patients  will 
not  be  “true  emergencies”;  and  there 
will  be  high-risk  individuals  among  pa- 
tients and  family  members  to  whom 
medical  social  workers  can  offer  crisis 
intervention13  which  will  facilitate 
care.  Among  these  individuals  will  be 
those  struggling  with  the  consequences 
of  inadequate  home  care  arrange- 
ments, housing,  transportation  and  fi- 
nancial difficulties,  alcoholism,  drug 
abuse,  attempted  suicides,  accidents, 

Sister  Ruth  Ann  Fox  is  a medical 
social  worker  at  Mercy  Hospital, 
Scranton.  She  is  a member  of  the 
Religious  Sisters  of  Mercy  and  of  the 
Academy  of  Certified  Social 
Workers.  Dr.  Mullaney  is  associate 
professor  and  chairman  of  doctoral 
studies,  School  of  Social  Service, 
Catholic  University  of  America.  She 
recently  completed  a sabbatical  at 
the  Laboratory  of  Community  Psy- 
chiatry at  Harvard  Medical  School. 


illness,  and  death. 

In  an  illustrative  projection, 
Somers14  describes  an  imaginary 
Mercy  Hospital  in  1976.  In  projecting 
this  example,  an  evolutionary  develop- 
ment is  assumed.  As  a center  of  com- 
munity health  services,  Mercy’s  ambu- 
latory services  include  most  of  the 
usual  specialty  clinics,  a physical  reha- 
bilitation service,  a geriatric  clinic 
emphasizing  psychiatric  services,  a 
well-developed  social  service,  an  ex- 
cellent emergency  department,  and  a 
first-class  primary  care  unit.  In  1972, 
Mercy  Hospital,  Scranton,  is  moving 
rapidly  toward  making  this  projection 
a reality.  □ 
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Malignant  degeneration  in  chronic  wounds 
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Milton  S.  Hershey  Medical  Center  of  the  Pennsylvania  State  University.  His  study  is 
supported  in  part  by  the  Irvin  Zubar  Memorial  Fund. 


The  occurrence  of  malignant  change 
in  long  standing  wounds  has  been  ap- 
preciated since  antiquity.  Celsus  was 
probably  the  earliest  to  describe  malig- 
nant transformation  in  chronic  burn 
wounds.  Usually  Marjolin’s  name  is  as- 
sociated with  malignant  degeneration 
in  old  burns,  although  his  treatise  in 
1828  pertained  to  such  changes  in  any 
chronic  wound  regardless  of  etiology. 
These  neoplasms  are  generally 
squamous  cell  carcinomas  or  oc- 
casionally basal  cell  epitheliomas. 

Malignant  degeneration  can  occur 
after  long  standing  chronic  ulceration 
in  a burn  or  emerge  shortly  after  the  ini- 
tial injury.  The  acutely  occurring  car- 
cinomas arise  in  areas  that  have  exhibit- 
ed premalignant  change  prior  to  the  in- 
jury. Most  often  these  are  the  face  and 
hands  or  forearms  where  actinic  kera- 
toses and  Bowen’s  disease  have  an- 

i 

tidated  the  burn. 

The  typical  burn  scar  carcinoma  ap- 
pears twenty  to  thirty  years  after  injury. 
Generally  it  is  on  the  lower  extremity  in 
areas  of  thermal  injury  that  have  been 
permitted  to  heal  secondarily  without 
skin  grafting.  The  true  incidence  of 
such  changes  in  large  series  of  burned 


patients  has  not  been  reported  but  may 
be  about  1 percent.  Since  there  are  few 
large  series  of  these  patients,  the 
reported  incidence  of  metastases  may 
be  artifically  high. 

Two  sites  of  carcinomatous  degen- 
eration have  been  identified  in  patients 
with  chronic  draining  osteomyelitis. 
These  are  from  within  the  drainage 
tract  or  from  the  skin  about  its  external 
opening.  The  usual  time  for  such  occur- 
rences is  twenty  or  more  years  after  the 
onset  of  the  infection.  Metastases  are 
probably  not  frequent. 

Chronic  lower  extremity  ulcers  can 
urfdergo  malignant  change,  usually  in  a 
more  elderly  group  of  patients  than 
those  malignancies  associated  with 
burns  or  osteomyelitis. 

A few  authors  have  described  the 
occurrence  of  carcinoma  in  chronic 
perineal,  perianal,  and  pilonidal  si- 
nuses. In  the  latter  instance  occa- 
sional adenocarcinomas  will  be  found. 

Several  prerequisites  have  been  sug- 
gested for  a wound  to  be  able  to  un- 
dergo malignant  change:  (1)  retarded 
initial  healing,  (2)  twenty  to  thirty  years 
interval  since  the  original  injury,  and 
(3)  subsequent  trauma.  Other  factors 


may  be  of  significance:  the  depth  of  the 
burn,  the  causative  agent,  and  con- 
tinued local  irritation.  An  intriguing 
thought  is  the  possibility  that  a “cocar- 
cinogen” may  be  needed  to  invoke  the 
malignant  change.  This  may  be  of  sig- 
nificance depending  upon  the  chemical 
content  of  the  injuring  materials. 

Prophylaxis  is  the  best  treatment. 
Full  thickness  burn  wounds  should  be 
grafted  primarily  rather  than  permitted 
to  epithelialize  from  the  margins.  Old 
scars  subjected  to  repeated  trauma 
should  be  protected  or  excised  and  the 
area  resurfaced  with  skin  grafts  or  flaps. 

A reasonable  index  of  suspicion 
should  prevail.  When  old  scars  have  de- 
veloped recent  ulceration  or  chronic 
sinuses  and  ulcers  have  persisted 
despite  adequate  care,  appropriate 
biopsies  should  be  taken.  Ulcers  should 
have  substantial  samples  taken  cen- 
trally and  from  several  sites  on  the 
margin.  If  a malignancy  is  discovered, 
wide  local  excision  and  skin  grafting  is 
indicated.  If  the  regional  nodes  are 
clinically  involved,  lymphadenectomy 
is  performed.  When  the  tumor  develops 
in  a tract  down  to  bone,  amputation 
may  be  necessary. 
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Venereal  disease  and  the  cardiovascular  system 


Thomas  Kreulen,  M.D.,  director  of  the 
Cardiac  Catheterization  Laboratory  at 
Temple  University  Hospital,  is  ques- 
tioned. 


What  venereal  diseases  may  involve  the 
cardiovascular  system? 

Both  gonorrhea  and  syphilis  may 
cause  cardiovascular  disease.  Each 
occurs  as  a relatively  late  manifestation 
although  temporally  gonorrhea  pro- 
duces cardiac  complications  much  ear- 
lier than  syphilis.  Other  venereal 
diseases  are  not  only  of  much  less  prac- 
tical importance  in  this  country  but  do 
not  involve  the  cardiovascular  system. 

How  important  are  these  problems  to 
the  physician  today? 

Gonorrhea  continues  to  be  the  most 
frequently  reported  communicable 
disease.  The  incidence  of  both 
gonorrhea  and  syphilis  have  increased 
remarkably  in  the  past  ten  years.  The 
reported  cases  of  gonorrhea  have  had 
an  average  yearly  increase  of  10  percent 
and  syphilis  has  had  an  average  yearly 
increase  of  2 percent  since  1963.  There 
were  over  half  a million  cases  of 
gonorrhea  reported  in  1971,  nearly 
25.000  cases  of  primary  and  secondary 
syphilis,  and  70,000  cases  of  later  stage 
of  syphilis.  It  has  been  estimated  that 
the  true  incidence  of  syphilis  is  four 
times  that  reported.  Since  the  car- 
diovascular complications  of  syphilis 
generally  occur  ten  to  twenty  years  fol- 
lowing the  primary  infection,  one  can 
only  speculate  what  the  future  may 
hold. 

Has  the  rise  in  primary  gonococcal  in- 
fections been  paralleled  by  a rise  in  the 
cardiovascular  complications? 

No,  the  cardiac  complications  have 
decreased  considerably.  Prior  to  the  an- 
tibiotic era,  the  gonococcus  was 
implicated  in  10-25  percent  of  cases  of 
bacterial  endocarditis.  Today,  the 
gonococcus  infrequently  causes  en- 
docarditis. 


What  are  the  cardiovascular  complica- 
tions of  gonococcal  infection? 

Infection  may  involve  any  portion  of 
the  heart  including  the  endocardium 
(valves),  myocardium,  or  pericardium. 
Endocarditis  is  a serious  complication 
with  a relatively  fulminate  course,  in- 
termediate between  that  seen  with 
staphylococcal  and  streptococcal  en- 
docarditis. Myocardial  and  pericardial 
involvement  usually  occur  in  associa- 
tion with  endocarditis  although  a high 
incidence  of  electrocardiographic  ab- 
normalities have  been  reported  in  pa- 
tients with  gonococcemia  without 
clinical  manifestations  of  cardiac  infec- 
tion. Furthermore,  in  patients  with 
uropolyarthritis  (a  condition  defined  as 
an  arthritis  associated  with  geni- 
tourinary disease)  with  a history  of 
gonococcal  infection,  there  is  a high  in- 
cidence of  the  development  of  heart 
block  as  well  as  aortic  insufficiency.  It 
has  been  postulated  that  antigen-an- 
tibody complexes  may  play  some  role  in 
the  inflammatory  response  of  the 
tissues  to  gonococcal  infection  and  this 
may  be  a contributing  factor.  Since  the 
electrocardiographic  changes  are  non- 
specific, the  significance  of  this  occur- 
rence is  uncertain,  however. 

Under  what  conditions  is  gonococcal 
involvement  of  the  heart  more  likely? 

Dissemination  of  Neisseria  gonorr- 
hoeae  occurs  through  the  blood  stream 
and  the  gonococcemia  is  often  tran- 
sient. The  usual  primary  source  is  the 
genitourinary  tract  although  an  an- 
orectal or  even  pharyngeal  primary 
site  is  possible.  In  a large  percentage  of 
patients  with  gonococcal  endocarditis, 
the  primary  infection  has  few  or  no 
clinical  manifestations.  Since  these  are 
the  patients  who  do  not  seek  treat- 
ment, they  are  more  likely  to  develop 
disseminated  disease.  This  also  makes 
the  true  nature  of  their  illness  less  ob- 
vious to  the  physician. 

There  is  a higher  incidence  of  dis- 
semination in  females  because  they 
more  frequently  have  an  asymptomatic 


primary  infection.  In  addition,  both 
menstruation  and  pregnancy  increase 
the  risk  of  dissemination. 

What  are  the  clinical  features  of 
gonococcal  endocarditis? 

Gonococcal  endocarditis  is  similar 
to  other  forms  of  endocarditis  but  has 
a few  distinguishing  features.  There  is 
a high  incidence  of  associated 
polyarthritis  which  may  precede  the 
evidence  of  endocarditis  and  is  proba- 
bly related  to  the  early  bacteremia.  In 
addition,  characteristic  maculopapular 
skin  lesions  are  abundant.  These  are 
initially  tiny  but  may  enlarge,  become 
hemorrhagic,  and  develop  a necrotic 
center.  Chills  and  fever  may  be  promi- 
nent. Emboli  to  major  peripheral 
vessels  are  also  common. 

How  can  the  diagnosis  be  established? 

Appropriate  bacteriologic  iden- 
tification of  the  organism  is  essential 
to  establish  the  diagnosis.  This  can 
usually  be  done  from  blood  cultures. 
Cultures  of  potential  primary  sites 
should  also  be  carried  out.  This 
includes  not  only  genitourinary 
sources  but  anorectal  sources  and  the 
pharynx  as  well. 

How  should  gonococcal  endocarditis 
be  treated? 

Intravenous  penicillin  G is  the  treat- 
ment of  choice.  A minimum  of  10 
million  units  daily  for  two  to  four 
weeks  should  be  given.  It  is  important 
to  achieve  high  blood  levels  since  in 
recent  years  some  strains  have  shown 
increasing  resistance  to  penicillin.  In 
the  event  of  sensitivity  to  penicillin,  te- 
tracycline, 2 grams  daily,  may  be  sub- 
stituted. 

Due  to  the  death  of  William  G. 
Leaman,  Jr.,  M.D.,  this  Brief  has  been 
edited  by  the  staff  of  PENNSYL- 
VANIA MEDICINE  for  the  Pennsyl- 
vania Affiliate  of  the  American  Heart 
Association  in  cooperation  with  the  So- 
ciety’s Council  on  Education  and 
Science. 
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PHYSICIANS  WANTED 

Internist,  orthopedic  surgeon,  derma- 
tologist, psychiatrist — Board  Certified 
or  Board  Eligible.  To  join  small  group 
with  modern  offices  in  beautiful,  rapid- 
ly growing  community  with  full  hospi- 
tal privileges  available.  Write:  Ralph  J. 
Miller,  M.D.,  Heatherbrae  Square,  In- 
diana, Pennsylvania  15701. 

Orthopedic  Surgeon  wanted — As- 
sociate for  well  established  clinic  in 
Eastern  Pennsylvania.  Under  36  years. 
Partnership  after  Wi  years.  No  invest- 
ment needed.  Board  eligibility 
required.  Write  Department  612,  Penn- 
sylvania Medicine,  20  Erford  Rd., 
Lemoyne,  Pa.  17043. 

University  Health  Service  needs  a gen- 
eral practice  physician;  has  congenial, 
active  staff;  many  fringe  benefits;  sala- 
ry negotiable,  depending  on  qualifica- 
tions and  experience.  Reply  with 
complete  curriculum  vitae  to:  P.L. 
Kreider,  M.D.,  Lehigh  University 
Health  Service,  Bethlehem,  Pa.  18015. 
An  equal  opportunity  employer  M/F. 

M.D.s — D.O.s — G.P.s — All  Spe- 
cialties— Private  office  suites  in  hospi- 
tal, clinic  positions  also  available.  200 
bed  hospital  with  new  $3.6  million 
Diagnostic  and  Treatment  Center.  No 
smog.  No  fog.  Nice  place  to  live  with 
family.  Contact  Administrator,  Mercy 
Hospital  of  Johnstown,  Pa.  15905. 


Wanted:  Doctor  interested  in  Family 
and  Internal  Medicine  for  20,000  popu- 
lation area,  Southwest  Butler  County, 
Pennsylvania.  Growth  area,  average 
family  income  $11,000.  Ideal  commu- 
nity and  situation  for  establishing  roots. 
Possible  income:  $25,000  to  over 
$50,000  after  established.  Three  well- 
staffed  hospitals  within  15-30  minutes 
drive.  Excellent  schools,  housing,  and  a 
vital  community.  Please  reply  with 
vitae  to:  Mrs.  Arthur  S.  Ziegler, 
Doctor's  Committee  Chairman,  P.O. 
Box  127,  Zelienople,  Pennsylvania 
16063. 

Physicians  Wanted:  Male  and  Female, 
licensed  for  children's  camps,  July — 
August.  Good  Salary:  free  placement, 
350  member  camps.  Write  Dept.  P., 
Association  Private  Camps,  55  West 
42nd  St.,  New  York,  N.Y.  10036.  Tele- 
phone: (212)  695-2656. 

Physical  Medicine  and  Rehabilitation. 

Staff  physiatrist  for  an  active, 
comprehensive  Rehabilitation  Center. 
Latest  facilities  and  equipment.  Quali- 
fied supportive  staff.  Favorable  geo- 
graphic area.  Extensive  educational, 
religious,  and  recreational  facilities 
available.  Write:  Sister  Margaret  Ann, 
assistaint  administrator,  St.  Vincent 
Hospital,  Erie,  Pa.  16512. 

Physician  Wanted — Physician  with 
Pennsylvania  license  for  either  part 
time  or  full  time  general  medical  clinic 


practice.  Daylight  hours  only.  For  fur- 
ther information  call  (412)  433-6609. 
Ask  for  Miss  McFadden. 

Full-Time  Accident  Ward  Physician 
Wanted — for  Delaware  County  Memo- 
rial Hospital.  Drexel  Hill,  Pa.  Pennsyl- 
vania licensed.  Liberal  income  guaran- 
tee. Call  or  write  the  president.  Tele- 
phone (215)  259-3800. 

FOR  RENT 

Fully  furnished  office  suite  available, 
suitable  for  family  physician  or  special- 
ist. Established  practice  in  this  office 
for  the  past  26  years  by  recently 
deceased  physician.  Office  located  in 
professional  area — near  hospital  with 
open  staff.  Write  or  phone  Mrs.  E. 
Witmer  Gerth,  547  Locust  St., 
Columbia.  Pa.  Telephone:  (717)  684- 
2635. 

Modern  office  one  block  from  hospital 

due  to  sudden  death  of  G P/anesthesi- 
ologist. Carefully  selected  patients 
waiting.  Call  collect:  (419)  592-4706  or 
(419)  592-4015. 

Professional  space  available  in  Her- 
shey,  Pa.  Medical-Dental  Building 
located  one-half  mile  from  Milton  S. 
Hershey  Medical  Center.  For  details, 
contact  Edwin  F.  Weaver,  D.D.S.,  P.O. 
Box  422,  Hershey,  Pa.  17033.  Tele- 
phone (717)  533-2828. 


Satellite  Clinics  of  200  bed  hospital. 
M.D.s  and  D.O.s  needed.  Financial  ar- 
rangements open.  Paramedical  per- 
sonnel, supplies  and  equipment  fur- 
nished by  hospital.  Excellent  living 
conditions  for  entire  family.  Great 
hunting  and  fishing.  1 and  Vi  hours 
from  Pittsburgh.  Contact  Adminis- 
trator, Mercy  Hospital  of  Johnstown, 
Pa.  15905. 

Emergency  Room  Physician  to  join 
five-man  group.  325  bed  hospital. 
Northeastern  Pennsylvania.  Excellent 
compensation  and  benefits.  Flexible 
hours.  Apply  to  Box  616,  Pennsyl- 
vania Medicine,  20  Erford  Rd., 
Lemoyne,  Pa.  17043. 
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obituaries 


• Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 


• George  G.  Boggs,  New  Kens- 
ington; University  of  Pittsburgh 
School  of  Medicine,  1918;  age  77; 
died  April  20,  1973.  He  was  a staff 
member  at  Columbia  Hospital,  Wil- 
kinsburg,  having  served  for  thirty 
years  as  physician  for  the  hospital’s 
school  of  nursing.  His  wife  and  two 
sisters  survive  him. 

• Philip  E.  Crooks,  Johnstown; 
State  University  of  New  York,  1938; 
age  63;  died  April  18,  1973.  He  was  an 
obstetrician  and  gynecologist  and  was 
former  president  of  the  staff  at  Memo- 
rial Hospital.  Dr.  Crooks  was  a past 
president  of  the  Cambria  County  Med- 
ical Society.  He  is  survived  by  his  wife, 
a daughter,  and  a son. 

• Charles  E.  Fellows,  Jr.,  Chester; 
Temple  University  School  of  Medi- 
cine, 1931;  age  69;  died  April  27, 
1973.  Additional  information  is  una- 
vailable at  this  time. 

• Lionel  Gates,  Shamokin;  Jef- 
ferson Medical  College,  1928;  age  68; 
died  April  16,  1973.  He  was  formerly 
chief  surgeon  at  Shamokin  State  Gen- 
eral Hospital  and  was  a fellow  of  the 
American  College  of  Surgeons.  A 
daughter;  two  sons;  a sister;  his 
mother;  and  a brother,  Robert  Gates, 
M.D.,  Pittsburgh,  survive  him. 

• Gioacchine  P.  Giambalvo,  Phila- 
delphia; Temple  University  School  of 
Medicine,  1921 ; age  82;  died  April  24, 
1973.  He  was  emeritus  clinical 
professor  of  surgery  at  Temple  Univer- 
sity School  of  Medicine  and  was  a 
fellow  of  the  American  and  the  Inter- 
national Colleges  of  Surgeons.  He  is 
survived  by  his  wife  and  a daughter. 

• James  R.  Hamilton,  Greensburg; 
University  of  Oklahoma  School  of 
Medicine,  1935;  age  66;  died  April  20, 
1973.  His  wife  survives  him.  Further 
information  is  unavailable. 

• Ralph  W.  Hassler,  Reading;  Jef- 
ferson Medical  College,  1957;  age  41; 
died  April  1,  1973.  His  wife,  two  sons, 
and  a daughter  survive  him. 

• Harry  T.  Hoffman,  Easton;  Uni- 
versity of  Pennsylvania  School  of 
Medicine,  1935;  age  63;  died  March 
31,  1973.  He  had  been  an  associate  in 
charge  of  the  cardiac  clinic  at  Easton 
Hospital  for  many  years.  He  is  sur- 


vived by  his  wife  and  two  daughters. 

• Ralph  A.  Klemm,  Philadelphia; 
University  of  Pennsylvania  School  of 
Medicine,  1926;  age  72;  died  April  24, 
1973.  No  further  information  is  avail- 
able. 

• Peter  R.  D.  Koch,  Wayne;  Uni- 
versity of  British  Columbia,  Van- 
couver, Canada,  1957;  age  43;  died 
December  19,  1972.  His  wife  survives 
him. 

• Arthur  Krieger,  Philadelphia;  Jef- 
ferson Medical  College,  1934;  age  61; 
died  April  13,  1973.  Prior  to  his  retire- 
ment, he  had  practiced  general  medi- 
cine in  Philadelphia  for  more  than 
thirty  years.  Survivors  include  his  wife, 
two  sons,  two  sisters,  a brother,  and  his 
mother. 

• Jacob  F.  Lichtman,  Philadelphia; 
Temple  University  School  of  Medi- 
cine, 1936;  age  61;  died  April  23, 
1973.  He  is  survived  by  his  wife,  two 
sons,  and  a sister. 

• John  Lohmann,  Scranton;  Jef- 
ferson Medical  College,  1934;  age  64; 
died  April  18,  1973.  He  had  practiced 
medicine  for  more  than  thirty-five 
years.  He  is  survived  by  his  wife,  a 
daughter,  and  a sister. 

• James  R.  McNabb,  Burnham; 
Temple  University  School  of  Medi- 
cine, 1936;  age  67;  died  April  20, 
1973.  His  wife,  a daughter,  and  two 
sons  survive  him. 

• James  L,  Rea,  Jr.,  Scranton;  Uni- 
versity of  Michigan  School  of  Medi- 
cine, 1908;  age  88;  died  April  13, 
1973.  He  had  been  a physician  for 
sixty  years.  He  is  survived  by  his 
daughter  and  a brother. 

• Joseph  F.  Roth,  Kingston;  Hah- 
nemann Medical  College,  1929;  age 
69;  died  March  31,  1973.  He  had  been 
serving  as  a consulting  physician  at 
Nanticoke  State  General  Hospital.  In- 
formation regarding  survivors  is  not 
available. 

• Clarence  L.  Shollenberger, 

Merion;  Hahnemann  Medical  College, 
1921 ; age  77;  died  April  18,  1973.  He 
had  been  a surgeon  for  thirty-eight 
years  until  his  retirement  in  1961.  His 
wife,  two  daughters,  a son,  and  a sister 
survive  him. 

• Murray  G.  Smyth,  Jr.,  Philadel- 


phia; University  of  Pennsylvania 
School  of  Medicine,  1949;  age  47; 
died  April  3,  1973.  He  was  a research 
fellow  with  the  department  of 
radiology  and  the  department  of  phar- 
macology at  the  University  of  Pennsyl- 
vania. He  is  survived  by  his  wife,  his  fa- 
ther, and  three  sisters. 

• Walter  Sussman,  Philadelphia; 
Jefferson  Medical  College,  1926;  age 
76;  died  April  20,  1973.  He  was  a 
diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology  and  a 
fellow  of  the  American  College  of  Ob- 
stetrics and  Gynecology  and  the  Inter- 
national College  of  Surgeons.  His  wife, 
a daughter,  and  three  sisters  survive 
him. 

James  A.  Cowan,  Jr.,  Greensburg; 
University  of  Pennsylvania  School  of 
Medicine,  1924;  age  77;  died  De- 
cember 23,  1972.  He  was  a fellow  of 
the  American  Society  of  Plastic  and 
Reconstructive  Surgery,  the  American 
College  of  Surgeons,  and  the  American 
Cleft  Palate  Association.  He  was  cer- 
tified by  the  American  Board  of 
Plastic  Surgery.  Information  regarding 
survivors  is  not  available. 

James  F.  Goodwin,  Jr.,  Reading; 
Howard  University  College  of  Medi- 
cine, 1934;  age  67;  died  March  28, 
1973.  He  had  been  a physician  for 
thirty-one  years  prior  to  his  retire- 
ment. His  wife;  three  daughters;  a son; 
three  sisters;  and  three  brothers,  one  of 
whom  is  William  P.  Goodwin,  M.D., 
Detroit,  Michigan,  survive  him. 

Glenn  G.  Graham,  North  Holly- 
wood, California;  University  of  Pitts- 
burgh School  of  Medicine;  age  68; 
died  April  19,  1973.  He  is  survived  by 
his  wife,  two  daughters,  two  sisters, 
and  two  brothers. 

R.  Grant  Furlong,  Donora;  Jef- 
ferson Medical  College,  1909;  age  87; 
died  March  19,  1973.  His  wife,  two 
sons,  and  a brother  survive  him. 

Anna  L.  Levitsky,  East  Orange, 
New  Jersey;  University  of  Pennsyl- 
vania School  of  Medicine,  1922;  age 
74;  died  March  25,  1973.  She  was  a 
member  of  the  American  Academy  of 
Pediatrics.  She  is  survived  by  her  hus- 
band, a daughter,  a sister,  and  five 
brothers. 
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The  diabetic 
who  has 
too  much... 

too  much  sugar, 
too  much  fat. 


; Maybe  the  last  thing  she  needs  is  more  of  her 
own  insulin.  Especially  when  you  consider 
•that  many  bverweight  diabetics  already  have 
normal  or  high  levels  of  endogenous  insulin 
and  that  insulin  is  lipogenic. 

If  she  j^t  won't  diet  and  oral  therapy  is 
indicated  in  adult-onset,  nonketotic  diabetes.. 


phenformin 


DBf  phenformin  HCI 
Tablets  of  25  mg. 

DBI-TD  phenformin  HCI 
Timed-Disintegration 
Capsules  of  50  and  100  mg. 

/nd/caf/ons.Stableadult  diabetes  mellitus;  sulfonyl- 
urea failures,  primary  and  secondary,  adjunct  to 
insulin  therapy  of  unstable  diabetes  mellitus. 
Contraindications:  Diabetes  mellitus  that  can  be 
regulated  by  diet  alone;  juvenile  diabetes  mellitus 
that  is  uncomplicated  and  well  regulated  on  in- 
sulin; acute  complications  of  diabetes  mellitus 
(metabolic  acidosis,  coma,  infection,  gangrene); 
during  or  immediately  after  surgery  where  insulin 
is  indispensable;  severe  hepatic  disease;  renal  dis- 
ease with  uremia;  cardiovascular  collapse  (shock); 
after  disease  states  associated  with  hypoxemia 
Warnings:  Use  during  pregnancy  is  to  be  avoided 
Precautions:  1 Starvation  Kefos/s.  This  must  be 
differentiated  from  insulin  lack"  ketosis  and  is 
characterized  by  ketonuria  which,  in  spite  of  rel- 


atively normal  blood  and  urine  sugar,  may  result 
from  excessive  phenformin  therapy,  excessive  in- 
sulin reduction,  or  insufficient  carbohydrate  intake 
Adjust  insulin  dosage,  lower  phenformin  dosage, 
or  supply  carbohydrates  to  alleviate  this  state  Do 
not  give  insulin  without  first  checking  blood  and 
urine  sugar. 

2 Lactic  Acidosis:  This  drug  is  not  recommended 
in  the  presence  of  azotemia  or  in  any  clinical  situ- 
ation that  predisposes  to  sustained  hypotension 
that  could  lead  to  lactic  acidosis  To  differentiate 
lactic  acidosis  from  ketoacidosis,  periodic  deter- 
minations of  ketones  in  the  blood  and  urine  should 
be  made  in  diabetics  previously  stabilized  on  phen- 
formin, or  phenformin  and  insulin,  who  have  be- 
come unstable  lf  electrolyte  imbalance  is  sus- 
pected. periodic  determinations  should  also  be 
made  of  electrolytes.  pH.  and  the  lactate-pyruvate 
ratio  The  drug  should  be  withdrawn  and  insulin, 
when  required,  and  other  corrective  measures 
instituted  immediately  upon  the  appearance  of  any 
metabolic  acidosis 


3 Hypoglycemia:  Although  hypoglycemic  re- 
actions are  rare  when  phenformin  is  used  alone, 
every  precaution  should  be  observed  during  the 
dosage  adjustment  period  particularly  when  insulin 
or  a sulfonylurea  has  been  given  in  combination 
with  phenformin. 

Adverse  Reactions:  Principally  gastrointestinal; 
unpleasant  metallic  taste,  continuing  to  anorexia, 
nausea  and.  less  frequently,  vomiting  and  diarrhea 
Reduce  dosage  at  first  sign  of  these  symptoms.  In 
case  of  vomiting,  the  drug  should  be  immediately 
withdrawn.  Although  rare,  urticaria  has  been  re- 
ported. as  have  gastrointestinal  symptoms  such  as 
anorexia,  nausea  and  vomiting  following  excessive 
alcohol  intake  (B)  98-146-103-E  (6/72) 

For  complete  details,  including  dosage,  please 
see  full  prescribing  information. 
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"Too  many  doctors  are  indiffer 
ent  to  the  economic  consequences  < 
their  decisions.”  So  stated  a recent 
issue  of  Medical  News  Report  (De- 
cember 4,  1972),  an  independent 
weekly  newsletter  published  by  forr 
AMA  Chief  Executive  F.  J.  L.  Blasin- 
game,  M.D. 


Doctor,  are  you  indifferent . . . ? 

In  discussing  an  anticipated  ir 
crease  in  Blue  Shield  rates,  Dr.  Bias 
ingame’s  newsletter  had  this  to  say: 

“In  general,  it  can  be  said,  MD’:| 
have  given  the  impression  they  are 
not  particularly  concerned  with  the 
increase  in  cost  of  health  care  to  the| 
patients... 

“True,  an  MD’s  training  is  pri- 
marily scientific,  but  in  the  real  work; 
of  practice,  all  of  his  scientific  deci- 
sions have  a price  tag,  or  an  econom  I 
impact.  The  economics  of  health  car| 
beckon  the  practitioner’s  attention. 
Concern  for  economics  of  medicine 


When  the  pharmacist  recom- 
mends that  a drug  product  other  tha 
the  one  ordered  be  dispensed,  the 
prescriber  invariably  permits  the 
change  when  he  feels  the  best  inter- 
ests of  the  patient  will  be  served. 


Shortcomings  of  Pro-Substitution 
Argument 

The  fact  remains  that  it  is  neces 
sary  for  the  prescriber  to  know  that 
the  change  is  being  contemplated, 
and  to  be  in  a position  to  consent  or 
demur.  Without  that  opportunity,  the 
unilateral  decision  of  the  pharmacist, 
made  in  the  absence  of  clinical  knowl 
edge  of  the  patient,  could  expose  him 
to  needless  risks,  and  in  addition, 
jeopardize  the  relationship  between 
the  professions  of  Pharmacy  and 
Medicine.  In  my  view,  there  is  nothing 
in  the  pro-substitution  argument  that 
offsets  these  risks. 


The  Issue  of  Drug  Knowledge 

Substitution  advocates  claim 
that  the  primary  justification  for 
changing  the  rules  is  the  desire  to 
better  utilize  pharmacists’  knowledge 
about  drugs.  Yet  the  pharmacist’s 
task  to  keep  current  on  the  entire 
field  of  drug  therapy,  to  some  degree, 
puts  him  at  a disadvantage.  Most 
often,  a practicing  physician  will  need 
expert  knowledge  of  no  more  than  25 
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Decubitus  Ulcers  Yield  to 


Travase  Ointment 


Before  treatment,  necrotic  matter  coated  the  After  six  days  of  TRAVASE  therapy,  debridement 

inner  surfaces  of  this  decubitus  ulcer.  is  nearly  complete  and  granulation  evident. 


junctive  Therapy— 

•serve  its  Effects  in  48  hours 

len  the  recommended  nursing  technique  is 
lowed  without  deviation,  this  procedure  can 
nerate  visible  improvement  within  48  hours 
treatment.  If  no  dissolution  of  slough 
curs  by  then,  further  application  is  unlikely 
be  rewarding  (recheck  for  break  in 
Dcedure,  usually  due  to  use  of  cleansing  or 
tiseptic  agents  which  impair  the 
ectiveness  of  the  enzyme  in  TRAVASE). 


nical  observation  and  photos  by  Kathleen  Brough 
iham,  M.D.,  Marion  County  Home,  Indianapolis,  Ind. 


jase  see  next  page  for 
escribing  information 
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Flint  Laboratories 

Division  of  Travenol  Laboratories,  Inc. 
200  Wilmot  Road 
Deerfield,  Illinois  60015 


Travase®  Ointment  brand  of  Sutilains 

APPLICATION  TECHNIQUE:  TRAVASE  Ointment  is  indicated  as  an  adjunct 
to  established  methods  of  wound  care  for  biochemical  debridement.  It 
dissolves  and  facilitates  the  removal  of  necrotic  tissues  and  purulent 
exudates. 

TRAVASE  enzymes  are  selective.  Virtually  inactive  on  viable  tissue. 

When  this  recommended  nursing  technique  is  followed  without  deviation, 
this  procedure  can  generate  visible  improvement  within  48  hours  . . . 


(Ulcer  being  irrigated) 
Thoroughly  cleanse  and 
irrigate  the  wound  area  using 
only  sterile  water  or  sodium 
chloride  solution.  Be  sure  to 
cleanse  the  wound  of  any 
antiseptics  or  heavy-metal 
antibacterial  agents  which 
may  interfere  with  the 
enzyme  activity. 


Thoroughly  soak  the  wound 
area.  Where  practical,  tubbing 
or  showering  is  suitable.  Or 
wet  soaks  with  gauze  pads 
may  be  used.  Remember  to 
avoid  chemical  cleansing 
agents  which  may  interfere 
with  the  therapy. 


With  a sterile  cotton  swab  or 
finger  cot,  apply  a very  thin 
layer  of  TRAVASE  Ointment. 
The  ointment  spreads  easily 
and  only  a small  amount  is 
needed  (a  small  dab  of 
ointment  will  cover  an  area 
as  big  as  the  back  of  a hand). 

Be  sure,  though,  to  rub  the 
ointment  well  into  every  crack 
or  crevice  of  the  wound  and 
overlap  the  surrounding  skin 
one-fourth  to  one-half  inch 
beyond  the  area  to  be 
debrided — to  be  sure  of 
complete  coverage. 


Apply  loose,  wet  dressings, 
thoroughly  soaked  in  sodium 
chloride  solution  or  sterile 
water  to  the  area  to  be 
debrided  only. 


Cover  the  moist  dressings 
with  an  occlusive  wrap 
(Saran  wrap,  Telfa  Pads,  or 
other  plastic  wrappings)  to 
keep  wound  site  moist.  Do  not 
extend  occlusive  wrap  over 
V2  inch  beyond  area  to 
be  debrided. 


When  changing  dressing, 
gently  wipe  away  the 
dissolved  material.  Repeat  the 
complete  dressing  procedure, 
including  application  of 
TRAVASE  Ointment,  four 
times  daily. 


The  ulcer  shown  in  these  photos  is  simulated  on  a model  in  order  to  demonstrate 
the  correct  TRAVASE  application  technique. 

! 

To:  FLINT  LABORATORIES 

Division  of  Travenol  Laboratories,  Inc. 

200  Wilmot  Road  1 

Deerfield,  Illinois  60015 

Name ‘ 

Title | 

Institution | 

Street j 

City State Zip J 

Please  send:  1 

Additional  Information  on  TRAVASE®  Ointment  (brand  of  Sutilains)  j 

In-service  training  program  1 

Comment __  1 


DESCRIPTION:  TRAVASE®  (brand  of  sutilains)  Ointment  is 
a sterile  preparation  of  proteolytic  enzymes,  elaborated  by 
Bacillus  subtilis,  in  a hydrophobic  ointment  base 
consisting  of  95%  white  petrolatum  and  5%  polyethylene. 
One  gram  of  ointment  contains  approximately  82,000 
casein  units*  of  proteolytic  activity. 

ACTION:  TRAVASE  Ointment  selectively  digests  necrotic 
soft  tissues  by  proteolytic  action.  It  dissolves  and 
facilitates  the  removal  of  necrotic  tissues  and  purulent 
exudates  that  otherwise  impair  formation  of  granulation 
tissue  and  delay  wound  healing. 

At  body  temperatures  these  proteolytic  enzymes  have 
optimal  activity  in  the  pH  range  from  6.0  to  6.8. 

INDICATIONS:  For  wound  debridement,  TRAVASE  Ointment 
is  indicated  as  an  adjunct  to  established  methods  of 
wound  care  for  biochemical  debridement  of  the 
following  lesions: 

Second  and  third  degree  burns, 

Decubitus  ulcers, 

Incisional,  traumatic,  and  pyogenic  wounds, 

Ulcers  secondary  to  peripheral  vascular  disease. 

CONTRAINDICATIONS:  Application  of  TRAVASE  (brand 
sutilains)  Ointment  is  contraindicated  in  the 
following  conditions: 

Wounds  communicating  with  major  body  cavities, 

Wounds  containing  exposed  major  nerves  or  nervous 
tissue, 

Fungating  neoplastic  ulcers, 

Wounds  in  women  of  child-bearing  potential— because  of 
lack  of  laboratory  evidence  of  effects  of  TRAVASE  upon 
the  developing  fetus. 

WARNING:  Do  not  permit  TRAVASE  Ointment  to  come 
into  contact  with  the  eyes.  In  treatment  of  burns  or  lesions 
about  the  head  or  neck,  should  the  ointment  inadvertently 
come  into  contact  with  the  eyes,  the  eyes  should  be 
immediately  rinsed  with  copious  amounts  of  water, 
preferably  sterile. 

PRECAUTIONS:  A moist  environment  is  essential  to  optimal 
activity  of  the  enzyme.  Enzyme  activity  may  also  be 
impaired  by  certain  agents.  In  vitro,  several  detergents 
and  antiseptics  (benzalkonium  chloride,  hexachlorophene, 
iodine,  and  nitrofurazone)  may  render  the  substrate 
indifferent  to  the  action  of  the  enzyme.  Compounds  such 
as  thimerosal,  containing  metallic  ions  interfere  directly 
with  enzyme  activity  to  a slight  degree,  whereas  neomycin, 
sulfamylon-streptomycin,  and  penicillin  do  not  affect 
enzyme  activity.  In  cases  where  adjunctive  topical  therapy 
has  been  used  and  no  dissolution  of  slough  occurs  after 
treatment  with  TRAVASE  Ointment  for  24  to  48  hours, 
further  application,  because  of  interference  by  the 
adjunctive  agents,  is  unlikely  to  be  rewarding. 

In  cases  where  there  is  existent  or  threatening  invasive 
infection,  appropriate  systemic  antibiotic  therapy  should 
be  instituted  concurrently. 

Although  there  have  been  no  reports  of  systemic  allergic 
reaction  in  humans,  studies  have  shown  that  there  may  be 
an  antibody  response  in  humans  to  absorbed  enzyme 
material. 

ADVERSE  REACTIONS:  Adverse  reactions  consist  of  mild, 
transient  pain,  paresthesias,  bleeding  and  transient 
dermatitis.  Pain  usually  can  be  controlled  by  administration 
of  mild  analgesics.  Side  effects  severe  enough  to  warrant 
discontinuation  of  therapy  occasionally  have  occurred. 

If  bleeding  or  dermatitis  occurs  as  a result  of  the 
application  of  TRAVASE  (brand  of  sutilains  Ointment, 
therapy  should  be  discontinued.  No  systemic  toxicity  has 
been  observed  as  a result  of  the  topical  application  of 
TRAVASE  Ointment. 

Dosage  and  Administration 

STRICT  ADHERENCE  TO  THE  FOLLOWING  IS  REQUIRED 
FOR  EFFECTIVE  RESULTS  OF  TREATMENT 

1.  Thoroughly  Cleanse  and  Irrigate  Wound  Area  with 
sodium  chloride  or  water  solutions.  Wound  MUST  be 
cleansed  of  antiseptics  or  heavy-metal  antibacterials 
which  may  denature  enzyme  or  alter  substrate 
characteristics  (e.g.,  Hexachlorophene,  Silver  Nitrate, 
Benzalkonium  Chloride,  Nitrofurazone,  etc.). 

2.  Thoroughly  moisten  wound  area  either  through 
tubbing,  showering,  or  wet  soaks  (e.g.,  sodium 
chloride  or  water  solutions). 

3.  Apply  TRAVASE  Ointment  in  a thin  layer  assuring 
intimate  contact  with  necrotic  tissue  and  complete 
wound  coverage  extending  V « to  Vz  inch  beyond 
the  area  to  be  debrided. 

4.  Apply  loose  wet  dressings. 

5.  Repeat  entire  procedure  3 to  4 times  per  day  for 
best  results. 

How  Supplied 

3P3002  TRAVASE  Ointment  is  supplied  sterile  in  one-half 
ounce  tubes  (14.2  g.)  containing  82,000  casein 
units  of  sutilains  per  gram  of  hydrophobic 
ointment  base. 

The  ointment  must  be  stored  under  refrigeration  at  2°  to 
10°  C (35°  to  50°  F). 


*A  casein  unit  is  the  amount  of  enzyme  required  to  produce 
the  same  optical  density  at  275  m/i  as  that  of  a solution  of 
1.5  meg.  tyrosine/ml.  after  the  enzyme  has  been 
incubated  with  35  mg.  of  casein  at  37°  C.  for  one  minute. 
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-STATE  SOCIETY  PROTESTS  DRUG  REGULATIONS  State  Society  President 

Robert  S.  Sanford,  M.D., 
has  objected  strongly  to  certain  proposed  regulations  to  implement 
the  Drug , Device,  and  Cosmetic  Act  (Act  64,  1972)  because  they  would 
"constitute  an  unwarranted  invasion  of  privacy"  and  would  violate 
the  dictum  that  a patient's  records  may  be  disclosed  only  with  the 
consent  of  the  patient.  The  proposed  regulation  would  require  phy- 
sicians to  submit  monthly  reports  to  the  Department  of  Health  list- 
ing those  patients  for  whom  certain  controlled  substances  have  been 
prescribed.  The  proposed  regulations  were  published  June  23  but  in- 
dications are  they  will  be  withdrawn  for  further  study.  Dr.  Sanford' 
letter  continued:  "We  acknowledge  the  mandatory  record  keeping  re- 
quirement imposed  on  all  registrants  dispensing  or  selling  controlled 
substances  and,  further,  that  such  data  should  be  readily  available 
to  drug  enforcement  personnel  where  a valid  need  to  know  exists , 
(but)... the  reporting  requirements ...  exceed  the  statutory  authority 
vested  in  the  Secretary  of  Health  by  Act  64."  The  Society's 
Legislative  Bulletin  and  Executive  Report  will  keep  county  medical 
societies  informed.  Details  will  appear  in  the  next  issue  of 
PENNSYLVANIA  MEDICINE. 


RESOLUTIONS  DUE  FOR  ANNUAL  SESSION  Resolutions  for  the  1973  Annual 

Session  of  the  Society's  House 

of  Delegates  must  be  submitted  before  September  18  for  inclusion  in 
"The  Official  Reports  Book,"  William  Y.  Rial,  M.D.,  speaker  of  the 
house;  has  announced.  County  medical  societies  and  state  specialty 
societies  are  encouraged  to  submit  resolutions  before  that  date  if 
possible.  The  Annual  Session  is  scheduled  for  October  18-20  at  the 
Marriott  Motor  Hotels  City  Line  Ave . , Philadelphia. 

LABORATORY  REGULATIONS  REEVALUATED  A Department  of  Health  notice 

in  the  July  21  edition  of  The 

Pennsylvania  Bulletin  has  announced  that  the  department  thinks  it 
"appropriate  to  inform  all  interested  parties ...  that  before  any  reg- 
ulations concerning  clinical  laboratories  are  adopted,  all  comments 
and  suggestions  on  the  proposed  regulations  will  be  thoroughly  evalu- 
ated." The  notice  stated  that  following  publication  of  proposed 
regulations  numerous  comments  were  received  on  the  contents . Among 
them  was  a letter  from  Society  President  Sanford  again  stating  the 
Society's  positions  that  the  regulations , in  attempting  to  include 
the  laboratories  in  the  offices  of  private  physicians  in  the  defini- 
tion violated  both  the  spirit  and  the  letter  of  the  Clinical  Labor- 
atories Act  (Act  297,  1972).  As  a result  a series  of  meetings  has 
been  scheduled  to  agree  on  wording  for  the  regulations  which  will 
best  fulfill  the  intent  of  the  act. 

INSTITUTE  SLATED  FOR  TOP  HOSPITAL  PERSONNEL  The  Joint  Commission 

for  the  Accreditation 

of  Hospitals  has  scheduled  a TAP  (trustee,  administrator,  physician) 
Institute  September  8-95  at  the  Host  Inn,  Harrisburg.  The  State 
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Society  and  the  Hospital  Association  of  Pennsylvania  are  co-sponsor- 
ing the  session  for  top  hospital  personnel  to  discuss  quality  con- 
trol, realistic  accrediting,  medical  care  evaluation,  and  utiliza- 
tion review  systems.  The  institute,  only  one  scheduled  in  Pennsylva- 
nia this  Fall,  is  one  of  twelve  being  held  from  coast  to  coast.  For 
further  information  contact  LeRoy  Erickson,  Director  of  Educational 
Activities,  Pennsylvania  Medical  Society,  20  Erford  Rd.,  Lemoyne 

17043 . 

AMA  URGES  VD  REPORTING  The  AMA  Council  on  Environmental,  Occupa- 
tional, and  Public  Health  has  issued  a state 
ment  urging  physicians  to  report  cases  of  gonorrhea  and  syphilis, 
which  continue  to  grow  in  all  parts  of  the  nation  and  in  all  age  and 
sex  groups,  with  the  largest  concentration  being  in  the  15  to  24  age 
group.  Accurate  reporting  to  public  health  officials,  careful  diag- 
nosis, and  exact  treatment  and  followup  can  help  to  control  the  epi- 
demics. The  September  issue  of  PENNSYLVANIA  MEDICINE  will  carry  the 
latest  treatment  schedule  from  the  Pennsylvania  Department  of  Health. 
Regional  offices  of  the  department  have  the  schedules  available,  said 
William  D.  Schrack,  M.D.,  director  of  the  Division  of  Communicable 
Diseases  for  the  department. 

EDUCATIONAL  AND  SCIENTIFIC  ASSEMBLY  SET  The  Council  on  Education 

and  Science  has  released 

the  schedule  of  the  1973  Educational  and  Scientific  Assembly  which 
will  be  held  at  the  Host  Inn,  Harrisburg,  October  10-13.  Cardiopul- 
monary diseases  are  the  subjects  of  the  general  sessions  for  physi- 
cians and  for  nurses.  A number  of  state  specialty  societies  have 
scheduled  sessions.  A day  and  a half  meeting  of  educators  and  others 
involved  in  continuing  medical  education  is  a new  feature  of  the 
assembly.  The  program  appears  on  page  37  of  this  issue. 

STATE  SOCIETY  TO  COSPONSOR  AMA  SEMINARS  The  Society's  Board  of 

Trustees  voted  to  co- 
sponsor a series  of  lectures  and  seminars  on  nutrition  at  colleges 
and  universities  throughout  the  Commonwealth  this  fall.  Nineteen  in- 
stitutions have  been  listed  for  the  series.  Dates  and  locations  will 
be  announced  later.  The  AMA  Council  on  Foods  and  Nutrition  is  plan- 
ning and  scheduling  the  programs. 

EMERGENCY  MEDICAL  SERVICES  BILL  PASSES  CONGRESS  S.B.  504,  the 

Emergency  Medical 

Services  Systems  Development  Act  of  19735  has  passed  both  houses  of 
Congress  and  now  goes  to  President  Nixon  for  his  signature.  Vote  on 
the  bill's  conference  report  was  306  to  111  in  the  House  of  Repre- 
sentatives and  79  to  0 in  the  Senate.  The  bill  would  authorize  the 
federal  government  to  assist  in  the  development  of  area  emergency 
medical  care  systems. 

NO  SIGNS--  NOT  YET  AT  LEAST  Both  AMA  and  Internal  Revenue  Offici- 
als assured  the  State  Society  that 
the  posting  of  signs  regarding  the  availability  of  fee  schedules  is 
not  required  in  professional  offices--  not  yet  at  least.  The  writ- 
ing of  Phase  Four  regulations  is  not  completed,  but  indications  are 
that  the  signs  about  which  you  may  have  read  will  not  be  required. 

The  Society  will  keep  members  aware  of  developments  under  Phase  Four. 
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PROFESSIONAL  LIABILITY 
INSURANCE 

PENNSYLVANIA  MEDICAL  SOCIETY 
(Sponsor) 


ARGONAUT  INSURANCE 
COMPANY 

(Underwriter) 


PARKER  & COMPANY  INC. 
OF  PENNSYLVANIA 

(Administrator) 


A long-term,  physician-oriented  insurance  partnership...designed  for  today  with 

tomorrow  in  mind! 

Check  the  Program’s  key  features — each  of  significant  value  to  you... 

★ No  member’s  application  can  be  rejected  without  the  applicant  having  the  right  to  request 
the  State  Society’s  review  and  concurrence... 

★ Five  year  coverage  cannot  be  canceled  or  non-renewed  (except  for  non-payment  of 
premium)  without  consent  of  the  State  Society  following  the  insured’s  appeal  for  review... 

★ State  Society  “peer  review”  of  individual  claim  or  suit  settlement  disputes... 

★ Primary  coverage  available  up  to  and  including  limits  of  $1,000,000... 

★ Physicians  previously  insured  under  Lloyds’  “claims  made”  policy  have  the  option  of 
purchasing  retroactive  “drop-back”  coverage... 

★ Extensive  involvement  by  State  Society  in  underwriting,  claims,  classification  statistics  and 
rate-making  developments... 

★ Planned  program  of  continuing  education  in  malpractice  claims  avoidance  and  preven- 
tion... 

Plan  now  on  participating...  with  the  State  Society  acting  as  the  physician’s  “Ombudsman,” 

it’s  like  having  your  own  insurance  company...  only  better! 

Use  this  coupon  to  secure  an  application 


Mail  to: 

Parker  & Company  Inc.  of  Pennsylvania 
1616  Walnut  Street,  Philadelphia.  Pa.  19103 
Attention:  A.  John  Smither,  Vice-President 

□ I am  interested  in  participating  in  the  PMS  Lia- 
bility Insurance  Program.  Please  send  me  an 
application. 

Present  Carrier 


Name  

Office  Address 
City  


Telephone 


Medical  Specialty 


Date  your  professional  liability 
insurance  expires  
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Most  people  can  handle  this  tension. 


Some  people  dev  elop  excessiv  e psychic  tension  and  need  your  counseling, 


Everybody  experiences  psychic  tension. 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
(diazepam)  pait  of  your  treatment 
plan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  what  his  response  has 
been.  Along  with  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
when  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  when  dosage  guidelines 
are  followed,  Valium  is  well 
tolerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5 -mg 
and  1 o-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
ported  side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
be  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J 07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  anti  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
arc  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  w omen  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard 

Precautions:  If  combined  w ith  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drow  siness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  suen 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2 Vi  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2 Vi  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium*1  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  1000. 


Valium 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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CODE  KEY 

('  indicates  institution  has  Category  One  accreditation) 

AAFP — Amer  Acad  of  Family  Phys.  (Contact  Pa  Acad  of  Family  Phys., 
5600  Derry  St.,  Harrisburg  17111)' 

ACC — Amer.  Coll,  of  Cardiology,  9650  Rockville  Pike,  Bethesda,  Md.' 

ACGP — Amer.  Coll,  of  Gen.  Practitioners  in  Osteo.  Med  & Surg.,  Suite 
1940,  111  W.  Washington  St..  Chicago,  III.  60602. 

ACP — Amer.  Coll  of  Phys.,  4200  Pine  St.,  Philadelphia  19104' 

AHA — Amer  Heart  Assn  , Pa.  Affiliate,  P 0 Box  243 5,  Harrisburg  17105' 
AMA — Amer  Med  Assn.,  535  N.  Dearborn  St.,  Chicago.  III.  60610" 
Coatesville  VA — Coatesville  Vet  Admin  Hosp.,  Coatesville  19320' 
Conemaugh — Conemaugh  Valley  Memorial  Hosp  , 1086  Franklin  St., 
Johnstown  15905’ 

Delaware  Co. — Delaware  Co.  Mem.  Hosp  , Lansdowne  Ave .,  Drexel  Hill 
19026' 

Einstein/North — Albert  Einstein  Med.  Cntr  ./Northern  Div.,  York  & Tabor 
Rds.,  Phila  19141' 

Elwyn — Elwyn  Institute,  111  Elwyn  Rd.,  Elwyn  19063 ' 

Hahnemann — Hahnemann  Med.  Coll.,  230  N.  Broad  St.,  Philadelphia 
19102' 

Harrisburg  Hosp — Harrisburg  Hosp  , Harrisburg  17101 
M.  S.  Hershey — Pa  State  Univ.  Coll,  of  Med.,  M.S.  Hershey  Med  Cntr., 
Univ.  Dr.,  Hershey  17033 

Institute — Institute  of  the  Pa  Hosp  , 111  N 49th  St.,  Philadelphia  19139' 
Jefferson — Jefferson  Med.  Coll.,  1025  Walnut  St..  Philadelphia  19107 * 
Lebanon  VA — Lebanon  Vet  Admin  Hosp.,  Lebanon  17042 
Lehigh  AHEC — Lehigh  Valley  Area  Health  Ed  Cntr  . 17th  & Chew  Sts  , 
Allentown  18102' 

MCP — Med.  Coll  of  Pa.,  3300  Henry  Ave.,  Philadelphia  19129' 

Norristown  State — Norristown  State  Hosp  . Stanbridge  & Sterigere  Sts., 
Norristown  19141' 

Packer — Robert  Packer  Hosp.,  Sayre  18840 

PAFP — Pa  Acad  of  Family  Phys.,  5600  Derry  St..  Harrisburg  17111' 

PAO&O — Pa  Acad  of  Oph  & Otol.,  232  N 5th  St.,  Reading  19601' 

PMS — Pa.  Med.  Society,  20  Ertord  Rd  , Lemoyne  17043 
St.  Margaret — St  Margaret  Mem  Hosp  , 265-46th  St..  Pittsburgh  15201 
Temple — Temple  Univ.  Sch  of  Med  . 3400  N.  Broad  St.,  Philadelphia 
19140' 

U.  of  Pa — Univ  of  Pa.  Sch.  of  Med.,  288  Med.  Labs  Bldg  , Philadelphia 
19104' 

Pitt — Univ.  of  Pittsburgh  Sch  of  Med  . 1022-H  Scaife  Hall,  Pittsburgh 
1i213' 

WP/RMP — Western  Pa  RMP.  200  Meyran  Ave  , Pittsburgh  15213 
West  Penn — Western  Pa  Hosp  . 4800  Friendship  Ave.,  Pittsburgh  15224' 
York — York  Hosp.,  George  St  & Rathton  Rd  , York  17405' 

Key  to  symbols: 

( ) Indicates  the  PRA  Category  Number  In  which  attendance  at  this  pro- 
gram should  be  reported.  You  may  report  each  hour  ot  attendance. 

Bold  Face  Type  indicates  an  institution  that  has  Category  I accreditation 
This  name  MUST  APPEAR  on  your  PRA  APPLICATION  to  the  AMA  if  you  are 
to  receive  Category  I credit. 

In  most  cases  each  of  the  following  continuing  medical  education  activities 
has  been  granted  AAFP  and  ACGP  (Osteopathic)  credit.  Contact  those  offices 
for  details. 


CME  PROGRAMS 

Listed  below  are  programs  of  continuing  medical  education  which  include  a 
series  of  two  or  more  sessions  on  various  subjects.  To  determine  the  specific 
topic  on  any  given  day,  the  instructor,  the  frequency  of  sessions,  fees,  max- 
imum registration,  etc.Jcontact  the  director  at  the  address  given  in  the 
course  listing  or  in  the  CODE  KEY  box. 


Altoona  Hospital;  Oct.  4,  1973  - May  2,  1974 

(1)  Postgraduate  Seminar  for  Physicians;  by  Jefferson.  Contact:  Philip  W. 
Hoovler,  M.D..  Dir.  Med.  Educ.,  Altoona  Hosp.,  Altoona  16601. 


Bridgeville;  April,  1973  - Jan.,  1974 

(1)  General  Medicine;  by  Pitt  and  Western  Pa.  RMP;  at  Mayview  State 
Hosp.  Contact:  Marion  H Elwood,  Admin.  Asst.,  Western  Pa.  FtMP 

Bristol;  Sept.  1973  - June  1974 

(1)  Psychiatric  Aspects  of  Physiological  Problems;  at  Delaware  Valley 
Hosp.;  by  Hahnemann.  Contact:  Richard  E Hicks,  M.D.,  Dir.,  Educ.  & Trng  , 
Hahnemann. 


Carlisle  Hosp.;  Oct.  5 - Nov.  9.  1973 

(1)  Psychiatry  in  Medical  Practice;  by  the  Institute.  Contact:  June  E. 
Schneider,  Asst.  Dir.,  Physician  Educ.  Project,  Institute. 


Easton  Hospital  Sept.  26.  1973  - June  26.  1974 

(1 ) Psychiatry  in  Medical  Practice;  by  Hahnemann.  Contact  ' Richard  E 
Hicks,  M.D.,  Dir.,  Educ.  & Trng.,  Hahnemann. 


Harrisburg;  Sept.  20,  1973  - April  25,  1974 

(1 ) Continuing  Medical  Education  for  the  Practitioner;  at  Harrisburg  Hosp. 
and  Harrisburg  Polyclinic  Hosp.  Contact:  Thomas  F.  Fletcher,  M.D.,  Dir.  Med. 
Affairs,  Harrisburg  Hosp. 


Harrisburg  Polyclinic  Hosp.;  Oct.  5.  1973  - April  19,  1974 

(1)  Psychiatric  Problems  in  Medical  Practice;  by  Hahnemann.  Contact: 
Richard  E.  Hicks,  M.D.,  Dir.,  Educ.  & Trng.,  Hahnemann. 


Hershey;  1st-30th  each  month 

(1)  Physician-Resident  Exchange  Program;  M.S.  Hershey.  Contact:  Robert 
L Bauer,  M.D.,  Dir.,  Dept,  of  Family  & Community  Med.,  M.S.  Hershey. 


Lancaster;  Sept.  19  - Dec.  26,  1973 

(1)  Postgraduate  Seminar  for  Physicians;  at  St.  Joseph  Hosp.;  by  Jefferson 
Contact:  Kenneth  M.  Carroll,  M.D .,  Med.  Dir.,  St.  Joseph  Hosp.,  Lancaster 
17604. 


Lancaster  General  Hospital,  73  74  Academic  Year 

(1)  Ambulatory  Health  Care  Conference;  Sept.  11.  1973  - May  29,  1974;  by 

Temple. 

(1)  Medical  Grand  Rounds;  Sept.  7,  1973  - Aug.  30,  1974;  by  Temple. 

(1)  Program  in  Continuing  Medical  Education;  Sept.  11,  1973  - May  21, 
1974;  by  Temple. 

(1)  Scientific  Program — Monthly  Staff  Meeting;  Sept.  12,  1973  - May  8. 
1974;  by  Temple. 

(1)  Human  Dimensions  in  Medicine;  Sept.  20.  1973  - May  23,  1974;  by 

Temple. 

(1)  Clinical  Correlation  in  Family  Medicine;  July  11,  1973  - June  26.  1974; 

by  Temple. 

Contact:  John  H.  Esbenshade,  Jr..  M.D.,  Dir.  of  Med.  Educ.,  Lancaster  Gen. 
Hosp.,  555  N.  Duke  St.,  Lancaster  17604. 


McKeesport  Hospital;  Oct.  19,  1973-  Dec.  14,  1973 
(1)  Physiology;  by  Pift.  Contact:  Frank  R.  Bondi,  M.D,  Chr.,  Dept,  of  Surg., 
McKeesport  Hosp..  1500  Fifth  Ave.,  McKeesport  15132. 


Meadowbrook;  Sept.  20  - Dec.  19,  1973 

(1)  Medical  Seminars  for  Physicians;  at  Holy  Redeemer  Hosp.;  by  Jef- 
ferson. Contact:  Dr.  Wardner,  Co-Chrm.,  Educ.  Cmte.,  Holy  Redeemer  Hosp., 
Meadowbrook  19046. 


Monongahela;  July  17,  1973  - Feb.  19,  1974 

(1)  Continuing  Education  for  Physicians;  at  Monongahela  Valley  Hosp.;  by 
Pitt.  Contact:  H.  J.  Levin.  M.D.,  Monongahela  Div.,  Monongahela  Valley 
Hosp.,  Inc.,  426  W.  Main  St..  Monongahela  15063. 


New  Kensington;  Feb.  6 - Nov.  27,  1973 
(1)  Continuing  Education  for  Physicians;  at  Citizens'  Gen.  Hosp.;  by  Pitt. 
Contact:  Walter  N.  Zuck,  M.D.,  Citizens  Gen.  Hosp.,  New  Kensington  15068. 


Norristown;  Nov.  7 - Dec.  12,  1973 

(1 ) The  Physician  as  Sexual  and  Marital  Counselor;  at  Montgomery  Hosp.; 
by  the  Institute.  Contact  June  E.  Schneider,  Asst.  Dir.,  Phy.  Educ.  Project,  In- 
stitute. 


Philadelphia;  Einstein/North;  73-74  Academic  Year 

(1)  Anesthesiology  Lecture  Series;  Sept.  1,  1973  - May  31,  1974 

(1)  Arthritis  and  Rheumatism  Seminar;  Sept.  1,  1973  - June  30,  1974;  at 
Moss  Rehabilitation  Hosp. 

(1)  Basic  Science  Conference  & Lecture  Series;  Sept.  1 1973  - June  30 
1974 

(1)  Basic  Science  Review;  July  1,  1973  - May  31,  1974;  at  Moss  Rehabili- 
tation Hosp. 

(1)  Cardiovascular  and  Hemodynamics  Conference;  July  1 1973  - June  30 
1974. 

(1)  Cardio-Pulmonary-Renal  Research  Series;  Jan.  1 - June  30,  1974. 

(1)  Cardiovascular  Lecture-Discussion  Series;  Sept.  1,  1973  - June  30 
1974 

(1)  G-l  Weekly  Conference  Series;  Sept.  1,  1973  - May  31,  1974 
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(1)  Weekly  Lab  Review  Conference;  July  1,  1973  - June  30,  1974 
(1)  Grand  Rounds  for  Medicine;  July  1,  1973  - June  30,  1974. 

(1)  Network  for  Continuing  Medical  Education  (Radio)  Series;  Continual 
(1)  Neurology  Lecture  and  Seminar  Series;  July  1,  1973  - May  30,  1974 
(1)  Nuclear  Medicine  (Introduction  Physics  & Clinical);  Apr  3 - July  17, 
1974. 

(1)  Pathology  Lecture  Series;  July  1,  1973  - June  30.  1974. 

(1)  Pediatric  Grand  Rounds;  July  1,  1973  - June  30.  1974 
(4)  Prosthetics/Orthotics  Conference;  July  1,  1973  - June  30,  1974;  at  Moss 
Rehabilitation  Hosp. 

(1)  Child  Psychiatry  Lecture  Series;  Sept.  1,  1973  - May  31,  1974 

(1)  Conference  and  Lecture  Series  (Psychiatry);  Oct.  1,  1973  - May  31,  1974. 

(1)  Pulmonary  Lecture  Series;  July  1,  1973  - June  30,  1974. 

(1)  Radiation  Therapy  (Introductory  Physics  & Clinical);  Dec.  3,  1973  - Mar. 
99,  1974 

(1 ) Introduction  to  Radiological  Physics  and  Physics  of  Diagnostic 
Radiology;  Aug.  6 - Nov.  30,  1973. 

(1)  Current  Concepts  in  Rehabilitation;  Sept.  1,  1973  - July  31,  1974. 

(1)  Grand  Rounds  in  Rehabilitation;  July  1,  1973  - May  31,  1974;  at  Moss 
Rehabilitation  Hosp. 

(1)  Renal  Seminar  Series;  July  1,  1973  - June  30,  1974. 

(1)  Research  Division  Seminars;  Sept.  1,  1973  - May  31,  1974. 

(1)  Televised  Grand  Rounds  from  Temple  Univ.;  Continual 
Contact;  William  A.  Fackler,  Educ.  Coordinator,  Einstein/North 


Philadelphia  Hahnemann;  '73-'74  Academic  Year 

(1)  Tutorial  Courses  in  many  specialties  and  sub-specialties  (see  Aug. 
JAMA). 

(1)  Pulmonary  Radiology;  Sept.  5,  1973  - May  16,  1974. 

(1)  Radiology  Reviews;  Sept.  13.  1973  - May  9.  1974 

(1)  Rheumatology-Radiology;  Sept.  28,  1973  - May  24,  1974. 

(1)  Internal  Medicine  Reviews;  Oct.  3,  1973  - May  31.  1974 
Contact:  R.  J.  Schaefer,  Exec.  Dir.,  Cont.  Educ.,  Hahnemann. 

(1)  Schools  of  Psychiatric  Thought;  Sept.  18  - Oct.  16,  1973. 

(1)  Adolescence  and  the  Youth  Culture;  March  20  - May  23,  1974 
(1)  Psychological  Pediatrics  Conference;  Sept.  19.  1973  - May  1,  1974. 

(1)  Sexual  Problems  in  Medical  Practice;  Oct.  24,  1973  - Jan.  16,  1974. 

(1)  Seminars  in  Psychotherapy:  Short  term.  Crisis  and  Supportive 

Therapies;  Oct.  10,  1973  - Dec.  12,  1973  (repeat  1/2/74-3/6/74  and 

3/13/74 . 6/15/74). 

(1)  Drug  Abuse:  Oct.  3 - Dec.  19,  1973. 

Contact:  Richard  E.  Hicks,  M.D.,  Dir.,  Educ  & Trng.,  Hahnemann. 


Philadelphia;  Institute;  '73-'74  Academic  Year 

(1)  Professional  Management  and  Economics  of  Psychiatric  Practice;  Sept. 
?4  - Oct.  15,  1973. 

(1)  Psychopharmacology — 1973;  Sept.  25  - Nov.  13,  1973. 

(1)  Review  of  Basic  Psychiatry;  Oct.  3 - Dec.  12,  1973 

(1)  Feature  Films  and  Human  Personality;  Oct.  13.  1973  - Mar.  2,  1974. 

(1)  Review  of  Basic  Neurology;  Jan.  10  - Mar.  21,  1974. 

(1)  Self-Assessment  Workshop;  Feb.  6 - 20.  1974. 

(1)  Survey  of  Basic  Psychoanalysis;  Feb.  4 - Mar.  4,  1974. 

(1)  Principles  and  Practice  of  Group  Psychotherapy;  Mar.  16  - May  25,  1974. 
Contact:  Peter  B.  Bloom,  M.D.,  Coord.  Cont.  Educ.  in  Psych.,  Institute. 

(1)  The  Doctor  and  the  Sexual  Revolution;  Oct.  4 - Dec.  13,  1973. 

(1)  Medical  Hypnosis;  Oct.  3,  1973  - Mar.  6,  1974. 

Contact:  June  E.  Schneider,  Asst.  Dir.,  Phys.  Educ.  Project,  Institute. 


Philadelphia;  Temple;  73-74  Academic  Year 
(1)  Recent  Advances  in  Medicine;  Oct.  17  - Dec  5,  1973. 
Contact;  Albert  J.  Finestone,  M.D.,  Asst.  Dean,  C.M.E .,  Temple. 


Pittsburgh;  St.  Margaret  Mem.  Hosp. ; Sept.  1 , 1973  - Aug.  31 , 1974 

(1 ) Rheumatology  for  the  Orthopedic  Surgeon;  by  Pitt,  and  St.  Margaret 
Mem.  Hosp. 

(1)  Rheumatology  Grand  Rounds;  by  Pitt,  and  St.  Margaret  Mem.  Hosp. 

(1)  Workshop  in  Rheumatology  and  Orthopedics;  by  Pitt,  and  St.  Margaret 
Mem.  Hosp. 

Contact:  Paul  W.  Dishart,  M.D  , Dir.  Med.  Educ.,  St.  Margaret. 


Pottsvi lie;  Sept.,  1973  - May,  1974 

(1)  Continuing  Education  Program;  at  Good  Samaritan  Hosp.;  by  Hah 
nemann.  Contact:  R.J.  Schaefer,  Exec.  Dir.,  Cont.  Educ..  Hahnemann 


Pottsville  Hospital;  Sept.  6.  1973  - June  6,  1974 

(1 ) Continuing  Medical  Education  Program;  by  Jefferson.  Contact:  E W. 
Cubler,  M.D.,  D.M.E.,  Pottsville  Hosp.,  Pottsville  17901. 


Reading;  Fourth  Tuesday  ea.  mo. 

(2)  Tumor  Conference;  at  Community  Gen.  Hosp.  Contact:  Harold  I.  Farber, 
M.D.,  Dir.  Tumor  Clinic,  Community  Gen.  Hosp  , 145  N Sixth  St..  Reading 
19601. 


Reading  Hosp.;  Oct.  1.1.  1973  - May  9,  1974 
(1 ) Psychiatry  on  Rounds;  by  the  Institute.  Contact:  June  E Schneider, 


Asst.  Dir.,  Physician  Educ.  Project.  Institute. 


Sayre;  Robert  Packer  Hosp.;  Sept  1,  1972  - Aug.  31,  1973 
(1)  Cardiology;  by  Hahnemann. 

(1)  Dermatology;  by  Hahnemann. 

(1)  Emergency  Medicine;  by  Hahnemann. 

(1)  Endocrinology;  by  Hahnemann. 

(1)  Hematology;  by  Hahnemann. 

(1)  Neurology;  by  Hahnemann. 

(1)  Urology-Nephrology;  by  Hahnemann. 

Contact:  Paul  C.  Royce,  M.D.,  PhD.,  Dir  of  Med  Educ..  Robert  Packer  Hosp., 
Sayre  18840. 


Scranton  Community  Med.  Center;  Sept.  12,  1973  - Apr.  24.  1974 

(1)  Psychiatry  in  Medical  Practice;  by  the  Institute.  Contact  June  E. 
Schneider,  Asst.  Dir.,  Physician  Educ.  Project,  Institute. 


Sunbury  Community  Hospital;  Feb.  14  - Nov.  28,  1973 
(1)  Continuing  Education  Program;  by  Hahnemann.  Contact:  Willard  W. 
Christman,  M.D.,  Community  Hosp.,  Sunbury  17801. 


York  Hosp.;  Sept.  13,  1973  - May  2,  1974 

(1)  Continuing  Education  for  Physicians;  by  York  & Jefferson.  Contact: 
Merle  S.  Bacastow,  M.D.,  Vice  Pres. /Med  Affairs.  York. 


COURSES 


CARDIOVASCULAR  DISEASE 
April  17-19,  1974;  Philadelphia 

( 1 ) An  Electrophysiological  Approach  to  the  Diagnosis  and  Treatment  of 
Cardiac  Arrhythmias;  by  ACP,  at  U.  of  Pa.  Contact:  Registrar,  P.G.  Courses. 
ACP. 


Sept.  10-12,  1973;  Philadelphia 

(1)  Mechanisms  and  Therapy  of  Cardiac  Arrhythmias;  by  Hahnemann  and 
Amer.  Coll,  of  Cardiology;  at  Hahnemann.  Contact:  Leonard  S.  Dreifus,  M.D .. 
Dept,  of  Cardiology,  Hahnemann. 


CHEST  DISEASES 

Oct.  1-12,  1973;  Philadelphia  (repeat  February  25-March  8,  1974) 

(1 ) Broncho-esophagology,  at  Temple.  Contact:  Charles  M.  Norris,  M.D, 
Chevalier  Jackson  Clinic,  Temple. 


Oct.  8-19,  1973  (repeat  April  1-12,  1974);  Philadelphia 

(1)  Respiratory  Workshops;  at  Hahnemann.  Contact:  R.  J.  Schaefer,  Exec. 
Dir.,  Cont.  Educ.,  Hahnemann. 


DERMATOLOGY 

Sept.  21-23,  1973;  Hershey 

(2)  Sixth  Annual  Meeting.  Pa  Academy  of  Dermatology;  at  Hotel  Hershey. 
Contact:  Charles  H.  Greenbaum,  M.D.,  Sec.-Treas..  Pa.  Acad,  of  Dermatology; 
8220  Castor  Ave..  Philadelphia  19152. 


ELECTROCARDIOGRAPHY 
Oct.  25-27,  1973;  Philadelphia 

(1)  3rd  Annual  Symposium  Principles  of  Cardiac  Arrhythmias;  by  Jefferson. 
Contact  John  H.  Killough,  M.D.,  Assoc.  Dean,  Jefferson. 


OBSTETRICS  AND  GYNECOLOGY 
Nov.  7,  1973;  Philadelphia 

(1)  14th  Annual  Forman  Postgraduate  Course  in  Ob-Gyn;  by  Temple.  Con- 
tact: Albert  J.  Finestone,  M.D.,  Asst.  Dean,  C.M.E..  Temple 


Jan.  6-11,  1974;  Philadelphia  (repeat  April  7-12,  1974) 

(1)  Physician's  Education  Program  in  Family  Planning;  by  Temple.  Contact: 
Albert  J.  Finestone,  M.D.,  Asst.  Dean,  C.M.E.,  Temple 


OPHTHALMOLOGY  and  OTOLARYNGOLOGY 
Oct.  10,  1973;  Harrisburg 

(1)  Scientific  Program  - Pa.  Academy  of  Ophthalmology  and  Otolaryn 
gology;  at  Host  Inn.  Contact:  Commission  on  Scientific  Assembly,  PMS 


OTOLARYNGOLOGY 

Oct.  11-13,  1973;  Pittsburgh 

(1)  Clinical  Neuro-Otolaryngology;  by  Pitt.;  at  Eye  and  Ear  Hosp.  Contact: 
William  M.  Cooper,  M.D.,  Dir  . Div.  of  Cont.  Educ..  Pitt 


Nov.  11-17;  Pittsburgh 

(1)  Surgical  Anatomy  & Techniques  of  the  Temporal  Bone;  at  Pitt.  Contact: 
Ralph  J.  Caparosa,  M.D..  Course  Director,  Pitt. 


PATHOLOGY 

Mar.  29-30,  1974;  Philadelphia 

(2)  Annual  Scientific  Meeting  of  the  Pa  Assoc,  of  Blood  Banks;  at  Marriott 
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Motor  Inn.  Contact:  Mirian  B Dahlke,  M.D.,  Secy.-Treas..  Pa.  Assoc,  of  Blood 
Banks.  Llangollen  Ln.,  Newtown  Square  19073. 


PROCTOLOGY 

Oct.  12,  1973;  Harrisburg 

(2)  Annual  Scientific  Session  - Pa.  Society  of  Colon  & Rectal  Surg.;  at  Host 
Inn.  Contact:  Indru  T.  Khubchandani,  M.D.,  Secy.,  Pa.  Soc.  of  Colon  & 
Rectal  Surg.,  Liberty  Square  Med.  Cntr.,  Allentown  18104 


PSYCHIATRY 

Oct.  17,  1973;  Coatesville 

(1)  Interpersonal  Relationship  in  Health  Care;  by  Coatesville  VA  and  Jef- 
ferson. Contact:  J.  Clifford  Scott,  M.D.,  Dir.,  Prof.  Educ.,  Coatesville  VA. 


Nov.  26,  1973  - December  4,  1973;  Philadelphia 

(1)  Seminars  at  Sea;  S.S.  Statendam;  by  Hahnemann.  Contact:  Richard  E. 
Hicks,  M.D.,  Dir.  of  Educ.  & Trng.,  Dept,  of  Mental  Health  Sciences.  Hah- 
nemann. 


Dec.  8.  1973;  Philadelphia 

(1)  Mental  Health  Administration;  by  the  Institute.  Contact:  Peter  B Bloom. 
M D„  Coord.  Cont.  Educ.  in  Psych.,  the  Institute. 


RADIOLOGY 

Sept.  17-21,  1973;  Philadelphia  (repeat  Dec.  10-14,  1973;  Mar.  25-29,  1974; 
and  May  20-24,  1974) 

(1)  Radiology — Diagnostic  Ultrasound  Physician's  Training  Course;  by 
Temple  at  Episcopal  Hosp.  Contact:  Barry  B.  Goldberg.  M.D.,  Prgm.  Dir., 
Sect,  of  Diag.  Ultrasound.  Dept,  of  Radiol.,  Episcopal  Hosp.,  Front  St.  & 
Lehigh  Ave.,  Philadelphia  19125. 


ENDOCRINOLOGY 

Nov.  1-3,  1973;  Philadelphia 

(1)  Endocrinology  for  the  Practicing  Physician;  by  Jefferson.  Contact:  John 
H.  Killough,  M.D.,  Assoc.  Dean,  Jefferson. 


Jan.  7-11,  1974;  Philadelphia 

(1)  Workshops  in  the  Physiology.  Diagnosis  and  Treatment  of  Electrolyte 
and  Acid  Base  Disorders;  by  ACP;  at  Annenberg  Audit.,  U.  of  Pa.  Contact: 
Registrar,  P.G.  Courses,  ACP. 


FAMILY  MEDICINE 

Sept.  13,  1973;  Wilkes-Barre 


(2)  Current  Concepts  in  the  Use  of  Antibiotics;  at  Mercy  Hosp.  Contact:  J. 
P.  Brennan,  M.D.,  Dir.  Med.  Educ..  Mercy  Hosp.,  196  Hanover  St..  Wilkes- 
Barre  18703. 


Sept.  19-21,  1973;  Philadelphia 

(1)  Review  Course  in  Family  Medicine;  by  Jefferson.  Contact:  Joseph  J. 
Rupp.  M.D.,  Assoc.  Dir.  of  C.M.E  , Jefferson. 


Oct.  10,  1973;  Wilkes-Barre 

(2)  Practical  Aspects  of  Coronary  Angiography  and  Indications  and  Results 
of  Coronary  Artery  Surgery;  at  Mercy  Hosp.  Contact:  J.  P.  Brennan,  M.D.,  Dir. 
Med.  Educ.,  Mercy  Hosp.,  196  Hanover  St..  Wilkes-Barre  18703. 


GENERAL  MEDICINE 

As  Arranged;  Philadelphia 

(1)  Preceptorship  for  Practicing  Physicians;  at  MCP.  Contact:  Gerald  H Es- 
covitz.  M.D.,  Assoc.  Dean,  MCP. 


Oct.  1-5.  1973;  Eagleville  Hospital  and  Rehabilitation  Center  (repeat 
December  3-7,  1973) 

(2)  Alcoholism  Training  Program  for  Mental  Health  Professionals;  by  Natl. 
Inst,  of  Alcohol  and  Natl.  Inst.  ofMental  Health.  Contact:  Barry  Vernick,  Pro). 
Dir.,  Eagleville  Hosp.,  Eagleville  19408. 


Oct.  10-.13,  1973;  Harrisburg 

(1  & 2)  Educational  and  Scientific  Assembly;  by  PAFP,  PMS,  Keystone 
State  Med.  Soc.,  Pa.  Osteo.  Med.  Assoc.;  at  Host  Inn-Harrisburg.  Contact: 
Commission  on  Scientific  Assembly,  PMS. 


Nov.  14,  1973;  Franklin 

(1 ) Postgraduate  Course  for  Physicians;  at  Franklin  Hosp.;  by  Jefferson. 
Contact  Helen  Griffin,  M.D.,  Franklin  Hosp.,  Franklin  16323. 


Oct.  22-24,  1973;  Philadelphia 

(1)  Individualization  of  Drug  Therapy;  at  Coll,  of  Phys.,  of  Phila.;  by  Temple 
and  ACP.  Contact:  Albert  J.  Finestone.  M.D.,  Asst.  Dean,  C.M.E.,  Temple. 


MALIGNANT  DISEASE 

Nov.  9,  1973;  Philadelphia 

(2)  Trends  in  Diagnosis  and  Treatment  of  Tumors  of  the  Nervous  System; 
by  Fox  Chase  Center  for  Cancer  & Medical  Sciences;  at  American  Oncologic 
Hosp.  Contact:  H.  Gunter  Seydel.  M.D..  M.S.,  Chief,  Dept,  of  Radiation  Thera- 
py, Amer.  Oncologic  Hosp..  Central  & Shelmire  Aves.,  Philadelphia  19111. 


The  treatment  of 


impotence 

’\  due  to  androgenic  deficiency  in  the  American  male. 

\ The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
I as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


Android 

(thyroid-androgen)  tablets 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


l 

Choice  of  4 strengths: 

Android  Android-HP 


Each  yellow  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  (1/6  gr.)  ..10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


HIGH  POTENCY 

Each  red  tablet  contains: 

Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext.  (Va  gr.)  ...  30  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


Android-X 

EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Eat.  (1  gr.)  ...64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 


Android-Plus 

WITH  HIGH  POTENCY 
B-C0MPIEX  AN0  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  . .2.5  mg. 
Thyroid  Ext.  ('4  gr.)  ...15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg 

Vitamin  B-12  2.5  meg 

Riboflavin  5 mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60,  500. 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos 
terone.  Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dizziness,  lethargy,  paresthesia,  shin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 
Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected 


Reference*.  1 Montesano,  P , and  Evangelista.  I.  Methyltestosterone-thyroid  treatment  of  sexual 
impotence  Clin  Med  12:69,  1966.  2 Dublin.  M F.  Treatment  of  impotence  with  methyltestosterone 
rpnr0praC0o<?AUnidocoeSi  *{.ed  5:67,  ,196o  3- A-  s Methyltestosterone-thyroid  in  treating  impotence 
Plac  V1  6 1962  4 He,lman'  1 Bradlow,  H.  1.,  Zumoff,  B..  Fuhushima,  0 K.,  and  Gallagher,  T.  F. 
o-indrogen  interrelations  and  the  hypocholesteremic  effect  of  androsterone  J Clin  Endocr  19  936. 
I Ii,«i  70  ■£?'*« oca  lnd  c® l,on-  w Effects  of  L-thyroxme  and  liothyronine  on  spermatogenesis. 

irtSi.79iUi  i95£,S-  A C E1Uni,ed  States  Dispensatory  (ed  25).  Lippincott.  Ph.la- 

m » #*1955'  Jf32-  7 Wershub,  L.  P.  Sexual  Impotence  in  the  Male  Thomas,  Springfield 

III.,  1959,  pp.  79-99.  * 
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1.  Are  your  primary  limits  of  liability 
high  enough  to  protect  you  ? 

2.  Are  you  protected  for  risks  not  covered  in  standard 
primary  personal  liability  policies? 

3.  Does  your  Professional  and  Personal  Liability  Insurance  Program 
give  you  all  the  coverage  you  need  ? 

4.  Are  you  sure  you  don’t  have  too  little  protection  for  some 
risks  and  too  much  for  others? 

If  your  answer  is  no  to  any  one  of  the  above  questions 
you  need  $1,000,000  worth  of  protection  with  a 
Personal/Professional  Umbrella  Liability 
Insurance  Policy. 


This  Excess  Liability  Insurance 
Program  does  not  affect  your  present 
primary  liability  coverage  with  your 
Agent/Broker  or  Insurance  Company 


THE  PERSONAL 
PROFESSIONAL 
UMBRELLA  LIABILITY 
INSURANCE  PROGRAM  HAS 
BEEN  ENDORSED 
BY  THE  PENNSYLVANIA 
MEDICAL  SOCIETY 


Please  send  me  an  application  for 
the  $1,000,000  Personal/Profes- 
sional Umbrella  Liability  Policy. 


ADMINISTRATOR 


Name. 

Office  Address. 


City. 


MEXKNDER 
KGENCY  NC. 

INSURANCE  WORLD-WIDE  SINCE  1853 


State— Zip 

Telephone 


Mail  to:  ALEXANDER  AGENCY,  INC. 

Union  Bank  Building,  Pittsburgh,  PA.  15222 


Union  Bank  Building,  Pittsburgh,  PA.  15222 


<s> 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 


300104 
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newsfronts 


Dr.  Wilde  appoints  council,  committee  members 


President  Elect  Ralph  C.  Wilde, 
M.D.,  has  announced  the  confirmation 
by  the  Pennsylvania  Medical  Society 
Board  of  Trustees  and  Councilors  of 
members  of  the  Society's  four  adminis- 
trative councils  for  1973-74.  They  are 
as  follows: 

Council  on  Education  and  Science — 

James  A.  Collins,  Jr.,  M.D.,  Montour 
County,  chairman;  Jerome  Chamovitz, 
M.D.,  Allegheny  County,  vice 
chairman;  J.  Reed  Babcock,  M.D., 
Centre  County;  William  F.  Bouzarth, 
M.D.,  Philadelphia  County;  Frederick 
B.  Glaser,  M.D.,  Philadelphia  County; 
William  C.  Grasley,  M.D.,  Centre 
County;  John  H.  Killough,  M.D., 
Philadelphia  County;  Roland  A.  Loeb, 
M.D.,  Lancaster  County;*  Frank  M. 
Mateer,  M.D.,  Allegheny  County: 
David  G.  Moyer,  M.D.,  Montgomery 
County;  John  H.  Moyer,  III,  M.D., 
Philadelphia  County;  James  A.  Raub, 
M.D.,  Blair  County;  Joseph  J.  Sch- 
werha,  M.D.,  Allegheny  County;  Ber- 
nard Sigel,  M.D.,  Philadelphia  County; 
Nathan  Sussman,  M.D.,  Dauphin 
County;  Theodore  L.  Yarboro,  M.D., 
Mercer  County;  Samuel  G.  Watterson, 
M.D.,  Somerset  County;  and  Nikitas  J. 
Zervanos,  M .D.,  Lancaster  County. 

Council  on  Governmental  Rela- 
tions— Donald  E.  Harrop,  M.D., 
Chester  County,  chairman;  Charles 
J.  H.  Kraft,  M.D  , Wyoming  County, 
vice  chairman;  R.  William  Alexander, 
M.D.,  Berks  County;  Leonard 
Bachman,  M.D.,  Philadelphia  County; 
Robert  J.  Carroll,  M.D.,  Allegheny 
County;  Paul  A.  Cox,  M.D.,  Cum- 
berland County;  Anthony  J.  Cum- 
mings, M.D.,  Lackawanna  County;  J. 
Preston  Hoyle,  M.D.,  Union  County; 
Philip  E.  Ingaglio,  M.D.,  Philadelphia 
County;  Edgar  W.  Kline,  M.D.,  Mont- 
gomery County;  Michael  P.  Levis, 
M.D.,  Allegheny  County;  Lawrence  J. 
Mellon,  Jr.,  M.D.,  Delaware  County; 
and  Bernard  B.  Zamostein,  M.D., 
Philadelphia  County. 

Council  on  Medical  Service — D.  Er- 
nest Witt,  M.D.,  Columbia  County, 


chairman;  John  Helwig,  Jr.,  M.D., 
Philadelphia  County,  vice  chairman; 
Henry  H.  Fetterman,  M.D.,  Lehigh 
County;  Allen  H.  Holt,  M.D.,  Mercer 
County;  J.  Scott  Hommer,  M.D.,  Blair 
County;  John  D.  Lane,  M.D.,  Bucks 
County;  Matthew  Marshall,  Jr.,  M.D., 
Allegheny  County;  William  G. 
Ridgway,  M.D.,  Lancaster  County; 
Robert  A.  Schein,  M.D.,  Allegheny 
County;  Daniel  S.  Snow,  M.D.,  Erie 
County;  John  L.  Steigerwalt,  M.D., 
Montgomery  County;  R.  Robert 
Tyson,  M.D.,  Philadelphia  County;  and 
Charles  K.  Zug,  M D.,  Northampton 
County. 

Council  on  Public  Service — Robert 
N.  Moyers,  M.D.,  Crawford  County, 
chairman;  Ulysses  E.  Watson,  M.D., 
Montgomery  County,  vice  chairman; 
Stanley  N.  Cohen,  M.D.,  Philadelphia 
County;  John  C.  Cwik,  M.D.,  Cambria 
County;  H.  Robert  Davis,  M.D.,  Cum- 
berland County;  James  B.  Donaldson, 
M.D.,  Philadelphia  County;  Leo  C.  Ed- 
dinger,  M.D.,  Lehigh  County; 
Lawrence  D.  Ellis,  M.D..  Allegheny 
County;  Conrad  A.  Etzel,  M.D.,  Dela- 
ware County;  Earle  L.  Keeter,  M.D., 
Schuylkill  County;  Thaddeus  Lekawa, 
M.D.,  York  County;  Robert  Poole, 
M.D.,  Chester  County;  and  Winfield 
Yarnall,  M.D.,  Dauphin  County. 

At  the  same  meeting,  appointments 
were  approved  to  the  Committee  on 
Relationships  with  Allied  Professions. 
They  are:  Joseph  M.  Stowell,  M.D., 
Blair  County,  chairman;  Carmela  F. 
deRivas,  M.D.,  Montgomery  County; 
Charles  L.  Leedham,  M.D.,  Dauphin 
County;  Brooke  Roberts,  M.D., 
Philadelphia  County;  and  Virginia  E. 
Washburn,  M.D.,  Allegheny  County. 

Appointments  of  delegates  and  alter- 
nates from  specialty  societies  in  Penn- 
sylvania to  serve  on  the  PMS  In- 
terspecialty Committee  were  also  con- 
firmed. Following  each  specialty,  the 
first  name  listed  is  the  delegate  and  the 
second  name  is  the  alternate  delegate. 

Allergy:  Martin  A.  Murcek,  M.D., 
Westmoreland  County,  Gilbert  A. 


Friday,  M.D.,  Allegheny  County.  An- 
esthesiology: Louis  J.  Hampton,  M.D., 
York  County,  Richard  S.  Wagner,  Jr., 
M.D.,  Lancaster  County.  Colon  and 
Rectal  Surgery:  Howard  Trimpi,  M.D., 
Lehigh  County;  Valentine  R.  Manning, 
Jr.,  M.D.,  Philadelphia  County.  Der- 
matology: Robert  F.  Dickey,  M.D., 
Montour  County;  Herbert  M.  Parnes, 
M.D.,  Dauphin  County.  Family 
Physicians:  Thomas  L.  Leaman,  M.D., 
Dauphin  County;  John  J.  Hanlon, 
M.D.,  Cumberland  County.  Internal 
Medicine:  Robert  S.  Pressman,  M.D., 
Philadelphia  County;  Alexander  M. 
Minno,  M.D.,  Allegheny  County. 
Neurosurgery:  Axel  K.  Olsen,  M.D., 
Philadelphia  County;  George  M. 
Markley,  M.D.,  Dauphin  County.  Ob- 
stetrics and  Gynecology:  William  J. 
Hargreaves,  M.D.,  Cambria  County; 
Leopold  Loewenberg,  M.D.,  Philadel- 
phia County.  Ophthalmology:  H.  Ford 
Clarke,  M.D.,  Huntingdon  County; 
Turgut  N.  Hamdi,  M.D.,  Philadelphia 
County.  Otolaryngology:  Eugene  B. 
Rex,  M.D.,  Montgomery  County; 
Gabriel  F.  Tucker,  Jr.,  M.D., 
Philadelphia  County.  Orthopaedics: 
Robert  H.  Cram,  M.D.,  Philadelphia 
County;  Willard  H.  Love,  Jr.,  M.D., 
Dauphin  County.  Clinical  Pathology: 
Rosario  Maniglia,  M.D.,  Dauphin 
County;  John  W.  Eiman,  M.D., 
Philadelphia  County.  Pediatrics:  James 
E.  Jones,  Dauphin  County;  vacancy  in 
alfernate  position.  Physical  Medicine 
and  Rehabilitation:  John  S.  Tennant, 
M.D.,  Dauphin  County;  Carl  S.  Miller, 
M.D.,  Dauphin  County.  Psychiatry: 
Frederick  L.  Weniger,  M.D.,  Allegheny 
County;  Rex  A.  Pittenger,  M.D., 
Allegheny  County.  Radiology:  Theo- 
dore A.  Tristan,  M.D.,  Dauphin 
County;  C.  Jules  Rominger,  M.D., 
Philadelphia.  Surgery:  Leonard  F. 

Bush,  M.D.,  Montour  County;  Brooke 
Roberts,  M.D.,  Philadelphia  County. 
Thoracic  Surgery:  R.  Robert  Tyson, 
M.D.,  Philadelphia  County;  George  J. 
Magovern,  M.D.,  Allegheny  County. 
Urology:  Robert  H.  Clymer,  M.D., 
Berks  County;  Russell  E.  Allyn,  M.D., 
Dauphin  County. 
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Two  Pennsylvanians  hold  high  AMA  positions 


Two  Pennsylvanians  currently  hold 
high  office  in  the  American  Medical 
Association  as  a result  of  activities  at 
the  organization's  New  York  City  con- 
vention. 

Russell  B.  Roth,  M.D.,  Erie,  was  in- 
stalled as  the  128th  president  of  the 
AMA  at  ceremonies  highlighted  by  his 
inaugural  address,  “This  is  the  AMA.” 

William  Y.  Rial,  M.D.,  of  Swarth- 
more,  speaker  of  the  House  of  Dele- 
gates of  the  State  Society,  was  elected 
vice  speaker  of  the  AMA's  House  of 
Delegates  in  a surprise  election 
preceded  by  a campaign  in  which  Dr. 
Rial  was  a last-minute  candidate.  Dr. 
Rial  also  is  vice  speaker  of  the  Congress 
of  Delegates  of  the  American  Academy 
of  Family  Physicians. 

Pennsylvania  represented 

A Harrisville  physician,  Raymond  J. 
Saloom,  DO.,  is  one  of  eleven 
physicians  in  the  nation  appointed  to 
the  National  Professional  Standards 
Review  Council  to  advise  Health,  Edu- 
cation, and  Welfare  Secretary  Casper 
Weinberger  on  the  Professional  Stand- 
ards Review  Organization  law. 

Dr.  Saloom  is  a member  of  the  Board 
of  Directors  of  the  Pennsylvania  Medi- 
cal Care  Foundation  and  president  of 
the  Pennsylvania  Osteopathic  Medical 
Association.  He  is  chief  of  staff  at 
Bashline  Hospital  Association,  Grove 
City. 

Cruise,  credit  offered 

A Carribean  cruise  combined  with  a 
continuing  education  series  of  seminars 
is  being  planned  by  the  department  of 
mental  health  sciences  of  Hahnemann 
Medical  College  and  Hospital  in  con- 
junction with  American  Express  from 
November  26  through  December  4, 
1973. 

Up  to  fourteen  hours  of  credit  in  Ca- 
tegory I can  be  earned  toward  the 
American  Medical  Association  Physi- 
cian's Recognition  Award  and  the 
Pennsylvania  Medical  Society's  mem- 
bership requirement  by  attending 
course  offered  on  the  mornings  when 
the  ship  is  at  sea. 

For  further  information,  contact: 
Richard  Newman,  M.D..  3 14  N.  Broad 
St.,  Philadelphia  19102. 


Mrs.  Robert  F.  Beckley,  of 
Williamsport,  was  honored  as  the  out- 


DR.  ROTH 


The  Pennsylvania  Society  of  Colon 
and  Rectal  Surgery  will  hold  its  annual 
meeting  at  the  Host  Inn  in  Harrisburg 
on  October  12,  1 973.  Session  chairman 
for  the  scientific  meeting  is  Harry  E. 
Bacon,  M.D.,  Philadelphia. 

A surgeon,  a lawyer,  a clergyman, 
and  a psychiatrist  are  scheduled  to  hold 
a panel  discussion  on  "Death  with  Dig- 
nity," moderated  by  Indru  T.  Khub- 
chandani,  M.D.,  Allentown.  They  are: 
George  P.  Rosemond,  M.D.,  Temple 
University  Health  Sciences  Center, 
Philadelphia;  Alfred  Halpern,  Ph.D.. 
LL.D..M.D..  International  Academy  of 
Law  and  Science;  Rev.  Thomas  J. 
O'Donnell,  Clinton,  North  Carolina; 
and  Raymond  P.  Seckinger,  M.D., 
Allentown. 

Other  Pennsylvania  physicians  who 
will  participate  in  the  session  include 
MB.  Hermel,  M.D.,  and  Harold 
Rovner,  M.D.,  both  of  Philadelphia. 
For  further  information,  contact  Indru 


going  president  of  the  Woman's  Auxil- 
iary to  the  AMA. 


DR.  RIAL 


T.  Khubchandani,  M.D.,  501  N.  17th 
St.,  Allentown,  Pa.  18104. 

Allergy  group  elects 

The  Philadelphia  Allergy  Society  has 
elected  new  officers  for  1973-74. 
George  R.  Green,  M.D.,  Abington 
allergist  and  internist,  was  elected  presi- 
dent. He  is  assistant  professor  of  medi- 
cine at  the  University  of  Pennsylvania 
School  of  Medicine  and  is  on  the 
clinical  staff  at  the  university's  hospital. 

Irving  H.  Itkin,  M.D.,  professor  of 
medicine  and  director  of  clinical  im- 
munology at  Hahnemann  Medical 
College  and  Hospital,  was  elected  vice 
president. 

Secretary-treasurer  is  Charles  G. 
Blumenstein,  M.D..  Jenkintown  aller- 
gist. He  is  clinical  assistant  professor  of 
medicine  at  Temple  University  School 
of  Medicine  and  co-director  of  Temple 
University  Hospital's  allergy  clinic. 


Training  program  starts  for  support  personnel 


The  training  of  an  emerging  new 
breed  of  health  maintenance  personnel 
called  Family  Nurse  Practitioners  will 
begin  at  the  University  of  Pennsylvania 
Graduate  School  of  Nursing  this  fall. 

It  is  designed  for  nurses  who  hold  a 
bachelor  of  science  degree  in  nursing 
and  have  had  at  least  two  years  of  direct 
patient  care  experience.  The  first  pro- 
gram will  have  ten  students. 

The  rationale  is  that  family  nurse 


practitioners  will  provide  first  patient 
contacts  with  the  health  care  system, 
conducting  physical  examinations, 
providing  immunization,  and  treating 
minor  problems.  They  will  be  qualified 
to  give  nutritional  advice,  family  coun- 
seling, chronically  ill  patient  moni- 
toring, deal  with  uncomplicated  preg- 
nancy and  post-partum  problems,  and 
channel  patients  to  agencies  and/or 
physicians  as  required. 


Specialty  surgeons  schedule  October  program 
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Philadelphia  to  host  occupational  health  session 


The  American  Medical  Association 
will  present  its  annual  Conference  on 
Occupational  Health  at  the  Benjamin 
Franklin  Hotel  in  Philadelphia  Sep- 
tember 17-18,  1973. 

The  conference  has  been  accepted 
for  Category  I credit  toward  the  AMA 
Physician's  Recognition  Award,  for  the 
PMS  membership  requirement,  and  for 
twelve  elective  hours  by  the  American 
Academy  of  Family  Physicians.  It  is 
cosponsored  by  the  AMA  Department 
of  Environmental,  Public,  and  Occupa- 
tional Health,  the  American  College  of 
Radiology,  and  the  National  Institute 
for  Occupational  Safety  and  Health  of 
the  U.S.  Department  of  Health,  Educa- 
tion, and  Welfare. 

Robert  S.  Sanford,  M.D.,  Pennsyl- 
vania Medical  Society  president,  will 
greet  the  conference  attendants,  and 
Russell  B.  Roth,  M.D.,  of  Erie,  Ameri- 
can Medical  Association  president,  will 
deliver  the  keynote  address. 

A number  of  Pennsylvania  physi- 
cians are  scheduled  to  participate. 
Joseph  Sataloff,  M.D.,  professor  of 
otology  at  Jefferson  Medical  College, 
Thomas  Jefferson  University,  will 
speak  on  noise  and  hearing  loss.  Eugene 
P.  Pendergrass,  M.D.,  emeritus  pro- 
fessor of  radiology  at  both  the  under- 
graduate and  graduate  schools  of  the 

Emergency  department 
course  scheduled 

A hospital  emergency  department 
course  for  physicians  and  nurses  is 
scheduled  November  1 -3  by  the  Ameri- 
can College  of  Surgeons'  Committee  on 
Trauma  and  the  State  University  ot 
New  York  at  Buffalo  School  of  Medi- 
cine. 

The  three-day  course  will  include 
sessions  on  trauma,  psychiatric,  acute 
medical,  and  pediatric  problems.  Ap- 
proval by  the  American  Medical  Asso- 
ciation has  been  given  by  credit  toward 
the  Physician's  Recognition  Award  and 
by  PMS  for  its  membership  require- 
ment. It  has  been  accredited  by  the 
American  College  of  Emergency 
Physicians. 

For  further  information,  contact: 
Trauma  Division,  American  College  of 
Surgeons,  55  East  Erie  St.,  Chicago,  III. 
60611. 


University  of  Pennsylvania,  will  give  a 
history  of  pneumoconioses  in  connec- 
tion with  a panel  program  on  chest 
radiology  in  occupational  pulmonary 
diseases. 

Bertram  D.  Dinman,  M.D.,  medical 
director  of  the  Aluminum  Company  of 
America  in  Pittsburgh,  will  participate 
in  a panel  discussion  on  the  occupa- 


tional causation  of  disease  in  general 
medicine. 

The  fee  for  AMA  members  and  in- 
dustrial nurses  is  $25,  for  medical 
students  $15,  and  for  others  $35.  For 
further  information,  contact:  AMA, 
Department  of  Environmental,  Public, 
and  Occupational  Health,  535  Dear- 
born Ave.,  Chicago,  III.  60610. 


AAFP  programs  on  liver  diseases  now  available 

A new  program  to  provide  speakers  ments.  Dr.  Rowland  said.  Groups 
in  gastroenterology  is  being  planned  by  seeking  speakers  will  assume  the  re- 
the  American  Academy  of  Family  sponsibi  1 ity  for  expenses.  AAFP  hour- 
Physicians  (AAFP)  in  cooperation  with  for-hour  credit  will  be  awarded  to 
the  American  Gastroenterological  As-  members. 

sociation  and  the  American  Associa-  , i 

tion  for  the  Study  of  Liver  Diseases,  ac-  Sherwood  Young  onorc 

cording  to  George  A.  Rowland,  M.D.,  An  unusual  honor  was  bestowed  on 
chairman  of  the  Academy’s  Commis-  Sherwood  C.  Young,  executive  director 
sion  on  Education,  and  member  of  the  of  the  Berks  County  Medical  Society, 
State  Society's  Board  of  Trustees.  by  the  American  Medical  Society  of 

The  joint  program  is  designed  to  en-  Vienna,  Austria,  at  a special  medical 
able  academy  members  to  stay  abreast  seminar  for  Pennsylvania  physicians 
of  the  latest  diagnostic  and  therapeutic  held  at  the  University  ot  Vienna  Medi- 
information  in  digestive  diseases,  cal  School  and  Hospitals  recently. 
Speakers  will  meet  with  groups  of  acad-  Although  the  organization  is  com- 
emy  physicians  and  specific  topics  for  posed  of  physicians,  Mr.  Young  was 
discussion  will  be  developed  by  the  selected  as  the  recipient  of  an  honorary 
group  members.  life  membership  in  recognition  of  his 

Groups  wishing  meetings  with  outstanding  competence  and  adminis- 
speakers  should  contact  regional  repre-  trative  comprehension  in  structuring 
sentatives  of  the  AAFP  Commission  on  international  continuing  education 
Education,  who  will  make  arrange-  seminars. 


GUEST  LECTURER  at  the  annual  meeting  of  the  Pennsylvania  Radiological  Soci- 
ety was  E.  Ralph  Heinz,  M.D.,  F.A.C.R.,  of  Pittsburgh.  He  is  shown  with  Lester 
M.  J.  Freedman,  M.D.,  F.A.C.R.,  also  of  Pittsburgh,  right,  a former  president  and 
special  guest  at  the  meeting,  and  Edgar  L.  Dessen,  M.D.,  F.A.C.R.,  immediate  past 
president.  Dr.  Dessen  presided  at  the  meeting.  The  annual  lecture  bears  Dr. 
Freedman’s  name. 
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Two  Commonwealth  counties  in  national  study 


Fulton  and  Bradford  Counties  have 
been  selected  as  sites  for  a U.S.  Health 
and  Nutrition  Examination  Survey  of 
the  Public  Health  Service  beginning 
October  1 . 

Interviewers  will  call  on  selected 
households  in  these  counties,  and  586 
persons  between  the  ages  of  one  and 
seventy-four  years  will  be  selected  to 
participate. 

A mobile  examination  center  will 
house  facilities  for  medical,  dental,  and 
dermatological  examinations  as  well  as 
dietary  interviews  and  clinical  and  lab- 
oratory tests.  Results  of  findings  can  be 
sent  to  the  individual's  physician  and 
dentist  upon  request. 

The  purpose  of  the  survey  is  to 
measure  the  nutritional  status  of  the 
U.S.  population  and  to  obtain  detailed 
information  on  the  health  status  and 

Children’s  renames  clinic 

The  Cleft  Palate  Clinic  of  Children’s 
Hospital  of  Philadelphia  has  been 
renamed  the  Facial  Reconstruction 
Center,  according  to  Harry  Bishop, 
M.D.,  president  of  the  hospital’s  medi- 
cal staff,  which  approved  the  action. 
Peter  Randall,  M.D.,  senior  surgeon 
and  clinic  director,  will  continue  as 
director  of  the  newly  named  center. 


medical  care  needs  of  persons  between 
the  ages  of  twenty-five  and  seventy-four 
years  in  particular. 

The  nationwide  Health  and  Nutri- 
tion Examination  Survey,  of  which  the 
Fulton  and  Bedford  County  studies 
constitute  a part,  was  developed  by  the 
National  Center  for  Health  Statistics, 

Capital  Blue  Cross  reports 

Capital  Blue  Cross  of  Central  Penn- 
sylvania reported  new  highs  in  benefits 
paid  to  subscribers  and  new  highs  in 
membership  at  its  annual  meeting  of 
the  board  of  directors  recently.  Over 
25,000  new  subscribers  were  added  in 
1972,  and  benefit  expenses  incurred 
rose  $3  million  to  a total  of  over  $62 
million. 

Other  significant  trends  reported 
include:  (I)  Inpatient  hospital  admis- 
sions decreased  for  the  first  time;  (2) 
The  use  of  outpatient  services 
increased;  (3)  Average  days  of  admis- 
sion declined  for  the  fourth  straight 
year;  (4)  Operating  expenses  reached 
new  lows. 

Richard  D.  Rife,  president  of  the 
nonprofit  health  care  plan,  said  that 
better  utilization  review  efforts,  in- 
creased cost-control  mechanisms,  the 
changed  emphasis  on  outpatient  and 


Health  Services  and  Mental  Health  Ad- 
ministration, under  the  authority  of  the 
National  Health  Survey  Act  of  1956.  It 
will  survey  30,000  people  in  sixty-four 
primary  sampling  units  over  a two-year 
period,  including  6,000  adults  selected 
from  the  group  for  more  detailed  exam- 
ination for  chronic  diseases. . 

membership  gains 

out-of-hospital  coverage,  and  federal 
wage-price  stabilization  measures  were 
all  contributing  factors. 

Board  Chairman  Charles  H.  Da- 
vison, cited  the  trend  toward  more 
public  involvement  in  the  health  care 
delivery  and  financing  system,  noting 
previously  initiated  changes  in  cor- 
porate structure  which  included  the  ad- 
dition of  a fifty-member  consumer  ad- 
visory council. 

ACS  schedules  congress 

The  Clinical  Congress  of  the  Ameri- 
can College  of  Surgeons  is  scheduled 
for  October  15-19  at  the  Conrad  Hilton 
Hotel  in  Chicago.  It  is  open  to  all 
physicians. 

The  fee  for  non-fellows  is  $90  (for 
non-fellows  in  federal  service — $50.)  A 
fee  is  charged  for  enrollment  in  post 
graduate  courses,  all  of  which  offer  Cat- 
egory One  Credit  toward  the  PMS 
membership  requirement. 

Registration  forms  and  additional  in- 
formation may  be  obtained  by  con- 
tacting Fred  Spillman,  Convention 
Manager,  American  College  of  Sur- 
geons, 55  E.  Erie  St.,  Chicago  60611. 
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GROUNDBREAKING  ceremonies  for  a new  $700,000  radiation  therapy  center 
were  held  at  the  Wilkes-Barre  General  Hospital  recently.  In  the  foreground  doing 
the  ground-breaking  honors  are,  from  left,  Albert  Schiowitz,  M.D.,  president  of  the 
medical  staff,  and  Samuel  M.  Wolfe,  Jr.,  chairman  of  the  hospital  building  com- 
mittee (at  right).  Looking  on  are  members  of  the  nursing  staff,  the  hospital  staff 
physicians,  administrators,  architects,  and  representatives  of  the  building  con- 
tractor. The  center  is  being  funded  with  monies  donated  by  the  late  Mrs.  Evan  C 
Jones.  Consultant  for  the  overall  project  is  Luther  Brady,  M.D.,  director  of  radia- 
tion therapy  at  Hahnemann  Medical  College,  Philadelphia 
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editorials 

A tale  of  two  Legislatures 


It  has  been  said  that  health  care  is  too  important  an  issue 
to  be  left  in  the  hands  of  professionals.  Proponents  of  na- 
tional health  insurance  and  other  governmental  involve- 
ment in  medicine  maintain  that  health  care  should  be  an  ex- 
ercise of  our  political  system.  On  the  other  side  of  the  coin, 
one  must  consider  whether  it  is  possible  for  the  federal  gov- 
ernment to  administer  a program  of  such  magnitude  as  na- 
tional health  care  with  any  degree  of  economy.  Would 


Physician  input  needed  here! 


federalization  of  medicine  produce  a per  capita  decrease  in 
the  cost  of  medical  care? 

Unfortunately,  we  may  be  able  to  determine  the  answer 
to  this  question  through  experience  in  the  not-too-distant 
future.  Physicians,  like  so  many  other  members  of  our  soci- 
ety. are  a part  of  the  '"silent  majority.”  Most  physicians  are 
aware  of  pending  legislation  on  both  national  and  state 
levels  and  most  have  an  opinion.  Few.  however,  bother  to 
take  the  time  to  voice  that  opinion.  Protests  in  support  of 
reticence  vary  from  "I'm  too  busy”  to  "I'm  not  a politi- 
cian.” 

Most  Pennsylvania  physicians  fill  this  stereotype.  They 
are  relatively  inactive  on  the  political  scene  at  the  state  level 
except  when  an  emotional  issue  is  involved.  Physicians 
rarely  appear  at  the  State  Legislature  and  these  appearances 
are  usually  limited  to  hearings  where  expert  testimony  is 
required.  Although  physicians  are  represented  at  the  State 
Legislature  by  an  excellent  team  of  lobbyists,  supported  by 
PMS,  who  relay  physicians'  thoughts,  they  definitely  cannot 
replace  personal  political  action.  Legislators  from  other 
states  have  complained  that  they  rarely  hear  from  doctors  in 
their  districts.  They,  the  legislators,  must  rely  on  professional 
lobbyists  to  determine  what  the  doctor  is  thinking. 

Personal  intervention  by  physicians  may  cause  the  passage 
or  defeat  of  a bill.  Compare,  for  example,  the  fate  of  chiro- 
practic bills  in  two  State  Legislatures.  The  Wisconsin 
Legislature  passed  a bill  under  which  chiropractors  may  be 
reimbursed  for  services  under  Workmen's  Compensation. 
The  Georgia  Legislature  defeated  in  committee  proposed 
chiropractic  coverage  on  all  health  insurance  policies.  Wis- 
consin physicians  relied  almost  solely  on  their  professional 
lobbyists  to  carry  medicine’s  message.  Georgia  physicians, 
on  the  other  hand,  participated  actively  and  on  an  individual 
basis  at  the  Legislature  presenting  arguments  against  this  bill. 


One  might  attribute  the  handling  of  the  legislation  to  dif- 
ferences in  the  composition  of  the  two  Legislatures,  but  the 
opposing  roles  played  by  physicians  in  each  of  these  two 
cases  cannot  be  ignored. 

The  trend  toward  political  involvement  in  health  care  has 
begun  and  will  increase  in  the  coming  years.  If  physicians 
are  to  maintain  any  control  over  decisions  concerning  the 
medical  profession,  they  must  become  more  involved  in 
politics  on  both  the  state  and  national  scenes.  It  takes  a 
minimal  amount  of  time  to  either  write  a letter  or  contact 
your  legislators  to  tell  them  how  you  feel.  As  a citizen,  it  is 
your  privilege  to  do  so;  as  a physician,  it  is  your  responsi- 
bility. The  decisions  will  be  made.  Whether  physicians  help 
direct  them  is  entirely  up  to  you. 

David  A.  Smith.  M.D. 

Medical  Editor 


correspondence 

To  the  Pennsylvania  Medical  Society: 

A year  has  passed  since  the  flood  which  brought  such 
hardship  to  so  many  of  our  fellow  citizens.  I am  forever  in 
your  debt  for  your  kindness  and  promptness  in  offering  fi- 
nancial assistance  to  me  when  my  office  was  ruined  in  the 
deluge.  I am  pleased  to  report  almost  complete  restituto  ad 
integrum. 

R.  Stanley  Bank.  M.D. 
Harrisburg 
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Let’s  talk  about  investment  choices 


LEIF  C.  BECK,  LL.B. 
Bala  Cynwvd 


While  the  choice  and  design  of  a professional  corpora- 
tion's retirement  plan  (discussed  in  my  recent  series)  is  of 
obvious  importance,  there  is  another  question  which  I 
believe  causes  still  more  confusion.  It  involves  the  invest- 
ment and  administration  of  the  moneys  to  be  contributed  to 
the  plan. 

The  question  of  investment  is  even  more  difficult  in  a 
"down"  market,  as  we  have  been  experiencing.  Newly  in- 
corporated doctors  may  well  have  decided  to  proceed  par- 
tially on  the  strength  of  presentations  showing  annual  com- 
pound (and  tax-free)  growth  of  anywhere  from  5 percent  to 
12  percent  over  as  many  as  thirty  years  or  more.  The  ques- 
tion becomes  how  such  an  optimistic  long-term  goal  can  be 
reached  among  investment  alternatives  falling  with  the 
market.  Similarly,  groups  incorporated  two,  three,  and  four 
years  ago  have  diverse  levels  of  investment  success.  Among 
my  clients,  one  group  has  an  average  rate  of  growth  near  20 
percent  for  its  plan;  several  other  of  my  clients  have  funds 
which  have  decreased  in  value. 

I have  concluded  that  for  most  medical  corporations  the 
best  answer  is  to  make  a bank  the  retirement  plan  trustee 
and  to  have  the  funds  invested  in  that  bank's  collective  in- 
vestment fund  or  funds.  This  answer  has  surprised  a number 
of  clients  and  advisors  at  first,  but  further  discussion  of  the  al- 
ternatives tends  usually  merely  to  reinforce  the  conclusions. 

Among  investments  generally  in  the  stock  market,  the 
following  seem  to  be  the  real  alternative  approaches:  (1) 
self-trusteeing  by  the  doctor  who  decides  on  investments 
himself;  (2)  completely  relying  upon  a stock  broker;  (3)  en- 
gaging an  investment  counselor  to  make  all  decisions;  (4) 
placing  the  funds  in  one  or  several  mutual  funds;  (5)  in- 


vesting in  an  insurance  company  investment  fund;  and  (6) 
making  a bank  the  trustee  and  having  the  funds  invested  in 
its  collective  fund  or  funds.  Let  us  consider  each  one. 

Self  Trusteeship  and  Investment 

In  my  mind,  this  is  usually  the  worst  of  all  choices. 
Physicians  commit  so  much  of  their  time  and  thought 
processes  to  medical  practice  that  they  can  hardly  pretend 
to  be  sophisticated  investors  capable  of  managing  a fund  for 
their  own  and  their  employees’  maximum  benefit.  Even 
those  doctors  who  have  handled  their  personal  investments 
ought  to  recognize  this.  When  pressed,  many  doctors  who 
have  been  making  their  own  personal  investments  admit 

This  is  the  first  in  a series  of  articles  on  in- 
vesting funds  for  retirement. 

that  they  have  been  doing  so  for  lack  of  a better  alternative. 
A formal  retirement  fund,  however,  provides  some  choices. 

Delegation  to  a Stock  Broker 

This  choice  requires  little  elaboration,  for  it  is  hardly 
more  than  an  extension  of  self-investing.  First  of  all.  a 
broker  is  in  business  to  buy  and  sell  securities,  with  the 
result  that  he  has  comparatively  little  income  interest  in  a 
fund  which  is  not  ever-changing.  Second,  but  maybe  more 
important,  neither  I nor  any  of  my  clients  has  found  a 
broker  upon  whom  we  are  willing  to  rely  without  direct 
communication  and  approval.  That  is,  the  broker  may  sug- 
gest but  the  decision  still  rests  with  the  client.  Third,  while 
there  are  obviously  some  highly  successful  brokers,  my 
clients  have  generally  not  been  satisfied  with  brokers'  suc- 
cess in  guiding  the  doctors'  personal  portfolios.  With  these 
problems,  entrusting  retirement  plan  funds  to  stock  brokers 
has  not  been  desirable  among  my  clients. 

Investment  Counselor 

A true  investment  counselor  is  compensated  on  a straight 
annual  tee  basis,  rather  than  on  a commission  basis.  Care 
should  be  exercised,  however,  since  many  brokerage  firms 
also  offer  investment  counsel  services  which  I believe  are 
merely  an  extension  of  their  principal  brokerage  activity. 

Even  selection  of  a true  investment  counseling  firm  is  a 
questionable  choice.  Most  of  these  firms  are  simply  not  in- 

Mr.  Beck  is  president  of  Management  Consulting  for 

Professionals,  Inc.,  Bala  Cynwyd,  Pennsylvania. 
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terested  in  handling  small  funds,  and  since  retirement  plans 
build  slowly  (at  an  average  of  perhaps  $10,000  per  doctor 
per  year),  their  fees  are  disproportionately  high  for  the  first 
corporate  years.  I believe  these  counseling  firms  are  making 
serious  mistakes,  for  professional  corporation  retirement 
plans  increase  by  annual  contributions  so  steadily  that  han- 
dling them  when  new  should  be  a solid  investment  in  the 
firms'  future  business. 


More  basically,  the  investment  counselors'  general  per- 
formance has  been  no  better  than  that  of  alternative  invest- 
ment choices.  A recent  study  by  a A.  G.  Becker  & Co.,  a 
well  respected  independent  evaluator,  indicated  that  coun- 
selors' “track  records"  over  virtually  any  portion  of  time 
from  1963  through  1972  was  no  better  than  that  of  banks 
and  only  slightly  better  than  insurance  companies'  results. 
Accordingly,  while  a doctor  may  think  some  particular  in- 
vestment counseling  firm  may  be  able  to  give  his  retirement 
fund  an  advantage  over  the  market,  his  odds  are  no  better 
than  with  other  types  of  fund  managers. 

Mutual  Funds 

After  these  first  three  alternatives  fail,  doctors  commonly 
turn  to  the  mutual  fund  market.  Here,  they  reason,  they  can 
obtain  the  advantages  of  professional  management  and 
diversification  by  buying  units  in  a large  fund.  The  theory 
sounds  good,  but  many  of  my  clients  express  dissatisfaction 
with  the  mutual  fund  market  generally,  and  with  their  fund 
investments  in  particular.  I share  their  lack  of  enthusiasm. 

Over  a period  of  years,  the  average  performance  of  all 
mutual  funds  has  not  been  impressive.  A recent  study 
published  in  Medical  Economics  (The  Doctor  Funds:  Build- 
ing a Better  Nest  Egg,  June  25,  1973,  p.  158)  showed,  for 
example,  that  so-called  "doctor  funds"  had  an  annual  com- 
pounded growth  rate  of  6.7  percent  for  the  last  five  years 
while  the  average  rate  for  all  mutual  funds  was  only  4.4  per- 
cent. The  Becker  survey  showed  that  the  banks'  average  re- 
turn over  the  last  five  years  was  6.9  percent. 

What  is  more,  individual  mutual  funds  have  varied  so  ex- 
tremely that  the  average  becomes  less  meaningful.  Even  an 
individual  fund  seems  generally  far  more  volatile  than 
sound  investors  should  desire,  for  one  year's  successful  fund 
too  often  becomes  another  year's  disaster.  I believe  this  vol- 
atility is  very  much  built  into  the  mutual  fund  industry.  The 
competitive  pressures  for  glamorous  results  which  will 
"sell"  more  shares  and  the  unnatural  effects  of  fund 
redemptions  both  contribute  to  push  the  ups  and  downs  fur- 
ther than  I consider  reasonable. 

Under  these  circumstances,  I do  not  believe  a mutual 
fund  investment  is  a sensible  means  for  a doctor  to  invest 
his  retirement  fund  and  escape  further  decisions.  Many 
doctors  have  demonstrated  this  by  switching  in  and  out  of 
various  funds  and  following  comparative  fund  perform- 


ances just  as  they  would  otherwise  play  the  stock  market  it- 
self. The  mutual  fund  market  thus  merely  becomes  another 
investment  for  the  doctor  to  worry  about,  and  not  a means 
of  buying  expert  help. 

Insurance  Company  Funds 

Insurance  companies  also  offer  investments  similar  to 
mutual  funds,  particularly  when  the  retirement  plan  in- 
volved is  "split-funded"  so  some  of  the  annual  contribution 
purchases  or  maintains  life  insurance  policies.  While  any 
such  insurance  company  fund  would  be  a means  of  buying 
investment  expertise,  the  recent  Becker  survey  showed  that 
insurance  companies  have  done  somewhat  less  well  than  ei- 
ther banks  or  investment  counselors.  The  insurance  com- 
pany approach  has  thus  apparently  not  been  particularly 
widespread  to  date. 

Banks 

By  elimination  of  the  other  alternatives,  we  come  to  in- 
vestment through  the  facilities  of  banks  and  trust  compa- 
nies. This  choice  has  carried  a historic  stigma,  which  I 
believe  has  been  long  outlived.  The  statistics  showing  per- 
formances of  banks'  collective  investment  funds  for  small 
pension  and  profit  sharing  plans  have  been  quite  impressive, 
many  banks  showing  a better  than  10  percent  average  rate 
over  the  past  ten  years.  While  one  should  not  expect  that  re- 
turn in  the  future  (indeed  such  a return  should  not  be  ex- 
pected from  any  investment  over  a period  of  years),  history 
clearly  establishes  bank  pension  departments  as  sound  in- 
vestment managers. 


Many  Pennsylvania  banks  have  separate  retirement  trust 
departments  responsible  for  the  receipt,  investment,  and  dis- 
tribution of  employee  pension  and  profit  sharing  plan 
funds.  These  departments  in  turn  establish  “collective  in- 
vestment funds,"  similar  to  mutual  funds  but  limited  solely 
to  pension  and  profit  sharing  plan  participation.  While  a 
large  corporation's  retirement  fund  would  normally  be 
handled  on  an  individual  account  basis,  those  of  smaller 
corporations  (and  hence  virtually  all  professional  corpora- 
tions) would  be  lumped  into  the  collective  funds. 

In  addition  to  having  shown  a more  than  acceptable  per- 
formance in  the  past,  bank  collective  funds  are  favorable  for 
still  another  reason.  I believe  these  funds  are  inclined  to  be 
considerably  less  volatile  than  mutual  funds  in  view  of  the 
relative  stability  of  the  banks’  customers — pension  and  prof- 
it sharing  plans  contributing  fixed  amounts  each  year  indef- 
initely. While  the  bank  funds  will  obviously  rise  and  fall 
with  the  general  market,  they  particularly  seem  safer  on  the 
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"down"  side.  This  is  a factor  which  should  be  most  impor- 
tant in  a tax-free  fund  projected  for  long-term  growth. 

Just  as  there  are  varying  investment  philosophies  of  mu- 
tual funds  and  investment  counselors,  most  banks  offer  sev- 
eral collective  funds  for  retirement  plan  investment.  There 
will  normally  be  both  a common  stock  fund  and  a "fixed  in- 
come" or  bond  fund.  Some  banks  will  offer  still  another 
choice,  perhaps  a more  “go-go”  fund  or  perhaps  a fund 
mixing  common  stocks,  bonds,  preferred  stocks,  etc.  A 
doctor  placing  his  corporate  retirement  plan  with  a bank 
would  then  have  a choice  of  which  collective  funds  might 
be  mixed.  Many  clients,  for  example,  have  been  turning 
more  conservative  and  having  50  percent  or  more  of  their 
pension  moneys  placed  in  the  banks'  bond  funds.  Once  they 
make  that  decision,  however,  they  should  be  able  to  leave 


behind  their  investment  responsibilities  except  for  periodic 
review  of  the  bank  fund’s  performance. 

Conclusion 

This  article  has  concentrated  on  the  investment  aspects 
which  have  increasingly  led  me  to  favor  bank  trusteeship. 
These  aspects  are  particularly  important  when  one  keeps  in 
mind  the  central  goal  for  a corporate  retirement  plan — 
reasonably  steady  growth  over  a period  of  many  years  with 
the  least  possible  responsibility  on  the  physician. 

There  is,  however,  a second  aspect  of  plan  trusteeship 
which  is  also  important  to  incorporated  doctors,  and  this  is 
the  detailed  administration  of  the  plan  and  trust.  Banks  and 
trust  companies  excel  in  this  area  also,  and  the  aspects  of 
plan  administration  will  be  discussed  next  month. 
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special  report 


New  society  strong  in  Pennsylvania 


The  American  Trauma  Society  is  a national  voluntary  or- 
ganization devoted  to  the  care  of  the  injured.  Organized 
along  the  lines  of  the  other  major  voluntary  health  organiza- 
tions and  incorporated  in  the  state  of  Delaware  in  1968,  it 
enjoys  tax-exempt  status.  It  is  the  first  national  organization 
which  affords  the  public  an  opportunity  to  become  involved 
in  all  phases  of  care  of  the  critically  injured  patient. 
Ambulance  and  rescue  training,  ambulance  operation,  emer- 
gency, definitive  and  rehabilitative  care  in  hospitals,  and 
research  all  are  within  the  program  of  this  organization. 
Public  and  professional  education,  communications,  equip- 
ment development,  and  accident  prevention  afford  addi- 
tional opportunities  for  law  enforcement  agencies,  the  insur- 
ance industry,  the  automobile  industry  and  all  sectors  of 
public  life  to  participate  to  the  benefit  of  all. 

Traumatic  injury  is  the  commonest  cause  of  death  between 
the  first  and  thirty-seventh  year  of  life.  By  saving  young  lives 
or  preventing  injury  in  this  age  group,  we  conserve  society's 
greatest  resource  and  save  fortunes  in  insurance  and  welfare 
benefits. 

Although  much  research  remains  to  be  done  to  improve 
many  aspects  of  care  of  the  injured,  this  segment  of  medicine 
can  enjoy  a privileged  position.  In  contrast  to  most  other 
major  causes  of  death,  if  means  can  be  found  to  deliver  the 
care  which  we  are  now  capable  of  providing,  large  numbers 
of  lives  can  be  saved  and  disability  lessened.  Accidental  inju- 
ries kill  more  than  one  hundred  thousand,  temporarily  dis- 


able over  ten  million,  and  permanently  impair  over  four 
hundred  thousand  American  citizens  each  year.  More  than 


two  million  victims  of  accidental  injury  are  hospitalized  an- 
nually in  the  United  States,  requiring  twenty-two  million  bed 
days  of  hospital  care.  This  is  four  times  more  than  are 
required  for  all  cancer  patients  and  exceeds  the  number 
required  for  all  patients  with  heart  disease.  Society  can  no 
longer  afford  to  so  passively  confront  this  disaster! 

Texas,  Maryland,  Illinois,  and  Pennsylvania  are  develop- 


ing divisions  to  administer  this  program,  and  local  units 
within  counties  or  population  centers  will  soon  be  formed. 
Pennsylvania,  with  ninety  founding  members,  boasts  the 
largest  number  of  any  state.  Founder  membership  will  be  ob- 
tainable until  spring  of  1974.  National  headquarters  reside  in 
Pennsylvania  and  Pennsylvanians  figure  prominently  in  the 
organizational  structure.  It  is  hoped  that  interested 
physicians  and  laymen  will  join  us  in  facing  the  "neglected 
disease  of  modern  society.” 

Further  information  may  be  obtained  by  contacting: 
Thomas  L.  Gresham,  Ph.D. 

Executive  Director 
Crozer-Chester  Medical  Center 
1 5th  Street  and  Upland  Avenue 
Upland,  Chester,  Pennsylvania  19013 

or 

William  E.  DeMuth,  M.D. 

Chairman,  Steering  Committee 
Pennsylvania  Division 
American  Trauma  Society 
The  Milton  S.  Hershey  Medical  Center 
Hershey,  Pennsylvania  17033 
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ALSO  AVAILABLE  FOR  THE  TREATMENT  OF 

impotence 

due  to  androgenic  deficiency  in  the  American  male. 


Android  1 5 

Methyltestosterone  N.F.-5  mg. 

Android f 10 

Methyltestosterone  N.F.-10  mg. 

Android!  25 

Methyltestosterone  N.F.  -25  mg. 


DESCRIPTION:  Methyltestosterone  is  17/:-Hydroxy  17-Methylandrost  4 en 
3-one 

ACTIONS:  Methyltestosterone  is  an  oil  soluble  androgenic  hormone 

INDICATIONS:  In  the  male  1 Eunuchoidism  and  eunuchism  ? Male 
climacteric  symptoms  when  these  are  seconlary  to  androgen  deficiency 
3 Impotence  due  to  androgenic  deficiency.  4 Postpuberal  cryptor 
chidism  with  evidence  of  hypogonadism. 

Cholestatic  hepatitis  with  jaundice  and  altered  liver  function  tests  such 
as  increased  BSP  retention  and  rises  in  SGOT  levels.  Lave  been  reported 
after  Methyltestosterone  These  changes  appear  to  be  related  to 
dosage  of  the  drug  Therefore,  in  the  presence  of  any  changes  in  liver 
function  tests,  drug  should  be  discontinued 

PRECAUTIONS:  Prolonged  dosage  of  androgen  may  result  in  sodium  and 
fluid  retention  This  may  present  a problem,  especially  m patients 
with  compromised  cardiac  reserve  or  renal  disease  In  treating  males 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of  increas- 
ing the  nervous,  mental,  'and  physical  activities  beyond  the  patient's 
cardiovascular  capacity. 

CONTRAINDICATIONS:  Contraindicated  in  persons  with  known  or  s'us 
pected  carcinoma  of  the  prostate  and  in  carcinoma  of  the  male  breast 
Contraindicated  in  the  presence  of  severe  liver  damage 

WARNINGS:  If  priapism  or  other  signs  of  excessive  sexual  stimulation 
develop,  discontinue  therapy  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular  function,  with 
resultant  oligospermia  and  decrease  in  ejaculatory  volume  Use  caut 
lously  m young  boys  to  avoid  premature  epiphyseal  closure  or  pre 
cocious  sexual  development  Hypersensitivity  and  gynecomastia  may 
occur  rarely.  PBI  may  be  decreased  in  patients  taking  androgens 
Hypercalcemia  may  occur,  particularly  during  therapy  for  metastii 
breast  carcinoma  If  this  occurs,  the  drug  should  be  discontinued 

AOVERSE  REACTIONS:  Cholestatic  Jaundice  • Oligospermia  and  dr 
creased  ejaculatory  volume  • Hypercalcemia  particularly  in  patients 
with  metastic  breast  carcinoma  This  usually  indicates  progression  of 
bone  metastases  • Sodium  and  water  retention  • Priapism  • Virili 
zation  in  female  patients  • Hypersensitivity  and  gynecomastia 

DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  stncly  individualized 
as  patients  vary  widely  in  requirements  Daily  requirements  are  best 
administered  in  divided  doses  The  following  chart  is  suggested  as  an 
average  daily  dosage  guide 

INDICATION  Average  0^,1^  Oosaec 

In  the  male: 

Eunuchoidism  and  eunuchism  10  to  40  mg 

Male  climacteric  symptoms  and  impotence 
due  to  androgen  deficiency  10  to  40  mg 

Postpuberal  cryptorchism  30  mg 

HOW  SUPPLIED:  5.  10  25  mg  m bottles  of  60.  250 


Write  lor  Literature  and  Samples 


REFER TO 


THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  6th  Street.  Los  Angeles.  Calilornla  90057 


Synthroicf 

(sodium  levothyroxine) 

the  smooth  road 
to  thyroid  replacement 

therapy. 

Synthroid  is  T4. 

It  provides  your  patients  with 
what  is  needed  for  eomplete 
thyroid  replacement  therapy. 


Free  Tab-Minder  sample 
packages  available 
from  Flint  Professional 
Services  Department. 


Indications:  SYNTHROID  (sodium  levothyroxine) 
is  specific  replacement  therapy  for  diminished 
or  absent  thyroid  function  resulting  from  pri- 
mary or  secondary  atrophy  of  the  gland,  con- 
genital defect,  surgery,  excessive  radiation,  or 
antithyroid  drugs.  Indications  for  SYNTHROID 
(sodium  levothyroxine)  Tablets  include  myxe- 
dema, hypothyroidism  without  myxedema,  hypo- 
thyroidism in  pregnancy,  pediatric  and  geriatric 
hypothyroidism,  hypopituitary  hypothyroidism, 
simple  (nontoxic)  goiter,  and  reproductive  dis- 
orders associated  with  hypothyroidism.  SYN- 
THROID (sodium  levothyroxine)  for  Injection  is 
indicated  for  intravenous  use  in  myxedematous 
coma  and  other  thyroid  dysfunctions  where 
rapid  replacement  of  the  hormone  is  required. 
The  injection  is  also  indicated  for  intramuscular 
use  in  cases  where  the  oral  route  is  suspect  or 
contraindicated  due  to  existing  conditions  or  to 
absorption  defects,  and  when  a rapid  onset  of 
effect  is  not  desired. 


Precautions:  As  with  other  thyroid  preparations, 
an  overdosage  of  SYNTHROID  (sodium  levothy- 
roxine) may  cause  diarrhea  or  cramps,  nervous- 
ness, tremors,  tachycardia,  vomiting  and 
continued  weight  loss.  These  effects  may  begin 
after  four  or  five  days  or  may  not  become  appar- 
ent for  one  to  three  weeks.  Patients  receiving 
the  drug  should  be  observed  closely  for  signs  of 
thyrotoxicosis.  If  indications  of  overdosage  ap- 
pear, discontinue  medication  for  2-6  days,  then 
resume  at  a lower  dosage  level.  In  patients  with 
diabetes  mellitus,  careful  observations  should 
be  made  for  changes  in  insulin  or  other  antidia- 
betic drug  dosage  requirements.  If  hypothyroid- 
ism is  accompanied  by  adrenal  insufficiency, 
such  as  Addison's  Disease  (chronic  adrenocor- 
tical insufficiency),  Simmonds’s  Disease  (pan- 
hypopituitarism) or  Cushing’s  syndrome 
(hyperadrenalism),  these  dysfunctions  must  be 
corrected  prior  to  and  during  SYNTHROID  (so- 
dium levothyroxine)  administration.  The  drug 


should  be  administered  with  caution  to  patient  I 
with  cardiovascular  disease;  development  o , 
chest  pains  or  other  aggravations  of  cardiovas 
cular  disease  requires  a reduction  in  dosage. 


Contraindications:  Thyrotoxicosis,  acute  myocar 
dial  infarction.  Side  effects:  The  effects  of  SYN 
THROID  (sodium  levothyroxine)  therapy  are  slov 
in  being  manifested.  Side  effects,  when  they  d< 
occur,  are  secondary  to  increased  rates  of  bod; 
metabolism;  sweating,  heart  palpitations  witi 
or  without  pain,  leg  cramps,  and  weight  loss 
Diarrhea,  vomiting,  and  nervousness  have  als< 
been  observed.  Myxedematous  patients  witt 
heart  disease  have  died  from  abrupt  increase: 
in  dosage  of  thyroid  drugs.  Careful  observatior 
of  the  patient  during  the  beginning  of  any  thy 
roid  therapy  will  alert  the  physician  to  any  un 
toward  effects. 


It  has  been  shown  that  Synthroid  (T4) 
converts  to  T3  at  the  cellular  level 
to  supply  metabolic  needs.  2 


1 Synthroid  is  T4. 


o 

Because  T4  converts  to  T3  at  the  cellular 
level,  it  provides  full  thyroid  replacement 
at  maintenance  doses.1  2 


* 


In  most  cases  with  side  effects,  a reduction  of 
>sage  followed  by  a more  gradual  adjustment 
nward  will  result  in  a more  accurate  indication 
the  patient's  dosage  requirements  without  the 
jpearance  of  side  effects. 


osage  and  Administration:  The  activity  of 
0.1  mg.  SYNTHROID  (sodium  levothyroxine) 
M3LET  is  equivalent  to  approximately  one  grain 
yroid,  U.S.P.  Administer  SYNTHROID  tablets 
; a single  daily  dose.  In  hypothyroidism  with- 
Jt  myxedema,  the  usual  initial  adult  dose  is 
1 mg.  daily,  and  may  be  increased  by  0.1  mg. 
/ery  30  days  until  proper  metabolic  balance  is 
tained.  Clinical  evaluation  should  be  made 
lonthly  and  PBI  measurements  about  every  90 
ays.  Final  maintenance  dosage  will  usually 
|inge  from  0.2-0. 4 mg.  daily.  In  adult  myxedema, 
:arting  dose  should  be  0.025  mg.  daily.  The 


3x4  hormone  content  is  controlled 
by  chemical  assay. 

4 Synthroid  is  assayed  chemically; 
no  biologic  test  is  necessary  to 
measure  potency. 

5 Synthroid  provides  predictable 
results  when  used  with  current 
thyroid  function  tests. 

6 Synthroid  is  the  most  prescribed 
brand  name  of  thyroid  in  the  U.  S. 
and  Canada. 

7 Sodium  levothyroxine  in  Synthroid 
tablets  is  chemically  pure.  It  does  not 
contain  any  animal  gland  parts. 


8 When  stored  properly,  Synthroid  has  a 
longer  shelf  life  than  desiccated  thyroids. 

9 On  a daily  basis,  Synthroid  is  cost 
competitive  with  other  thyroid 
products. 


The  smooth  road  to 
thyroid  replacement  therapy. 


(sodium  levothyroxine) 


1.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and  Sterling, 
K.:  Conversion  of  Thyroxine  (T4)  to  Triiodothyro- 
nine (T3)  in  Athyreotic  Human  Subjects,  J.  Clin. 
Invest.  49:855-64,  1970. 

2.  Surks,  M.  I.,  Schadlow,  A.  R.,  and  Oppen- 
heimer,  J.  H.:  A New  Radioimmunoassay  for 
Plasma  L-Triiodothyronine:  Measurements  in 
Thyroid  Disease  and  in  Patients  Maintained  on 
Hormonal  Replacement.  J.  Clin.  Invest.  51:3104- 
13,  1972. 


dose  may  be  increased  to  0.05  mg.  after  two 
weeks  and  to  0.1  mg.  at  the  end  of  a second  two 
weeks.  The  daily  dose  may  be  further  increased 
at  two-month  intervals  by  0.1  mg.  until  the  opti- 
mum maintenance  dose  is  reached  (0. 1-1.0  mg. 
daily). 


Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg., 
0.15  mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and 
color-coded,  in  bottles  of  100,  500,  and  1000.  In- 
jection: 500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  U.S.P.,  in  10  ml.  single- 
dose vial,  with  5 ml.  vial  of  Sodium  Chloride  In- 
jection, U.S.P.,  as  a diluent.  SYNTHROID 
(sodium  levothyroxine)  for  Injection  may  be  ad- 
ministered intravenously  utilizing  200-400  meg. 
of  a solution  containing  100  meg.  per  ml.  If  sig- 
nificant improvement  is  not  shown  the  following 
day,  a repeat  injection  of  100-200  meg.  may  be 
given. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 

Deerfield,  Illinois  60015 


INDICATIONS:  Therapeutically,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
organisms,  as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 

Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 

CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canai  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 

PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


Ointment 

Each  gram  contains:  Aerosporin'S'  brand  Polymyxin  B Sulfate 
5,000  units:  zinc  bacitracin  400  units:  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base):  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  Vz  oz.  and  oz.  (approx.)  foil  packets. 


Wellcome 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


The  Rx  that  says 


Relax 


BVTI?0L  Sodium  Provides  highly  predictable  sedative  effect:  minor  dosaae 

seS^rwith6^31^  al' that  S needed  t0  Produce  the  desired  degree  of 
sedation.  (With  3 dosage  forms  and  4 strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non-cumulative  action 
begins  to  work  within  30  minutes. . .yet.  because  of  its  intermediate  rate  of 
metabolism,  generally  has  neither  a "roller-coaster’’  nor  a "hangover"  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated:  a 30-year  safety  record 
assures  you  that  there  is  little  likelihood  of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money:  costs  less  than  half  as  much 
as  most  commonly  prescribed  sedative  tranquilizers* 


These  are  four  good  reasons  for  prescribing  BUTISOL  Sodium  for  the  many 
patients  who  need  to  have  the  pace  set  just  a little  slower.  Its  gentle  daytime 
sedative  action  is  often  all  that’s  needed  to  help  the  usually  well-adjusted 
patient  cope  with  temporary  stress. 

'Based  on  surveys  of  average  daily  prescription  costs 


Butiisol  SODIUM 

(SODIUM  BUTABARBITAL) 


Contraindications:  Porphyria,  sensitivity  to  barbiturates,  or  susceptibility  to  dependence  on  sedative-hypnotics. 
Warning:  May  be  habit  forming  Precautions:  Exercise  caution  in  moderate  to  severe  hepatic  disease:  withdrawal 
in  drug  dependence  or  the  taking  of  excessive  doses  over  a long  period,  to  avoid  withdrawal  symptoms:  elderly 
or  debilitated  patients,  to  avoid  possible  marked  excitement  or  depression;  use  with  alcohol  or  other  CNS  depressants 
because  of  combined  effects  Adverse  Reactions:  Drowsiness  at  daytime  sedative  dose  levels,  skin  rashes,  hangover" 
and  gastrointestinal  disturbances  are  seldom  seen.  Usual  Adult  Dosage:  For  daytime  sedation,  15  mg  to  30  mg 
t i d.  or  q.i.d.  For  hypnosis,  50  mg.  to  100  mg  Available  as:  Tablets.  15  mg.,  30  mg.,  50  mg..  100  mg.;  Elixir,  30  mq.  per 
5 cc.  (alcohol  7%).  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital)]  15  mg.,  30  mg.,  50  mg.,  100  mg 


( McNEIL ) 


McNeil  Laboratories.  Inc  . Fort  Washington  Pa.  19034 


Eighteenth  Annual 
PMGA  Tournament 


September  | 

28,  1973 

• 

Sunnehanna 
Country  Clubi 

Johnstown,  f 


Luncheon 


Cocktails 


and  Dinner 

Open  to  all  PMGA  members 
Non-members  add  $5.00  one-time 
PMGA  membership  fee 

Prizes — McKee  Cup  . Blue  Shield  Handicap 
Blue  Shield  Senior  Trophies  • Flight 
Prizes  • Foursome  Prizes  • Door  Prizes 


ENTRY  FORM 


$35  Entry  Fee 

Entry  Deadline — August  31 


Name 
Add  ress 


Certified  Handicap 

Preferred  Tee-off  Time  (8:30  a.m 

a.m p.m. 

Other  members  of  foursome  1 . 


Carts  and  Caddies  Available 


(Not  necessary  to  submit  a foursome 
Single  entries  acceptable) 

Make  check  payable  ($35.00)  to:  Pennsylvania  Medical 

Golfing  Association 
20  Erford  Rd. 

Lemoyne,  Pa.  17043 


No  fee  refund  after  August  31 


PROLOID®  (thyroglobulin) 

Caution:  Federal  law  prohibits  dispensing  without 
prescription. 

Description.  Proloid  (thyroglobulin)  is  obtained 
from  a purified  extract  of  frozen  hog  thyroid. 
It  contains  the  known  calorigenically  active 
components,  Sodium  Levothyroxine  (T4)  and 
Sodium  Liothyronine  (T 3 ) . Proloid  (thyroglobu- 
lin) conforms  to  the  primary  USP  specifications 
for  desiccated  thyroid— for  iodine  based  on 
chemical  assay— and  is  also  biologically  as- 
sayed and  standardized  in  animals. 

Chromatographic  analysis  to  standardize  the 
Sodium  Levothyroxine  and  Sodium  Liothyro- 
nine content  of  Proloid  (thyroglobulin)  is  rou- 
tinely employed. 

The  ratio  of  T4  and  T3  in  Proloid  (thyroglob- 
ulin is  approximately  2.5  to  1. 

Proloid  (thyroglobulin)  is  stable  when  stored 
at  usual  room  temperature. 

Indications.  Proloid  (thyroglobulin)  is  thyroid 
replacement  therapy  for  conditions  of  inade- 
quate endogenous  thyroid  production:  eg., 
cretinism  and  myxedema.  Replacement  therapy 
will  be  effective  only  in  manifestations  of  hypo- 
thyroidism. 

In  simple  (nontoxic)  goiter,  Proloid  (thyro- 
globulin) may  be  tried  therapeutically,  in  non- 
emergency situations,  in  an  attempt  to  reduce 
the  size  of  such  goiters. 

Contraindication.  Thyroid  preparations  are 
contraindicated  in  the  presence  of  uncorrected 
adrenal  insufficiency. 

Warnings.  Thyroglobulin  should  not  be  used 
in  the  presence  of  cardiovascular  disease  un- 
less thyroid-replacement  therapy  is  clearly  in- 
dicated. If  the  latter  exists,  low  doses  should 
be  instituted  beginning  at  0.5  to  1.0  grain  (32 
to  64  mg)  and  increased  by  the  same  amount 
in  increments  at  two-week  intervals.  This  de- 
mands careful  clinical  judgment. 

Morphologic  hypogonadism  and  nephroses 
should  be  ruled  out  before  the  drug  is  admin- 
istered. If  hypopituitarism  is  present,  the  adre- 
nal deficiency  must  be  corrected  prior  to 
starting  the  drug. 

Myxedematous  patients  are  very  sensitive  to 
thyroid  and  dosage  should  be  started  at  a very 
low  level  and  increased  gradually. 

Precaution.  As  with  all  thyroid  preparations 
this  drug  will  alter  results  of  thyroid  function 
tests. 


Adverse  Reactions.  Overdosage  or  too  rapid 
increase  in  dosage  may  result  in  signs  and 
symptoms  of  hyperthyroidism,  such  as  men- 
strual irregularities,  nervousness,  cardiac  ar- 
rhythmias, and  angina  pectoris. 

Dosage  and  Administration.  Optimal  dosage 
is  usually  determined  by  the  patient’s  clinical 
response.  Confirmatory  tests  include  BMR,  T3 
'3,l  resin  sponge  uptake,  T3  131 1 red  cell  up- 
take, Thyro  Binding  Index  (TBI),  and  Achilles 
Tendon  Reflex  Test.  Clinical  experience  has 
shown  that  a normal  PBI  (3.5-8  mcg/100  ml) 
will  be  obtained  in  patients  made  clinically 
euthyroid  when  the  content  of  T4  and  T3  is 
adequate.  Dosage  should  be  started  in  small 
amounts  and  increased  gradually  with  incre- 
ments at  intervals  of  one  to  two  weeks.  Usual 
maintenance  dose  is  0.5  to  3.0  grains  (32  to 
190  mg)  daily. 

Overdosage  Symptoms.  Headache,  instability, 
nervousness,  sweating,  tachycardia,  with  un- 
usual bowel  motility.  Angina  pectoris  or  con- 
gestive heart  failure  may  be  induced  or 
aggravated.  Shock  may  develop.  Massive  over- 
dosage may  result  in  symptoms  resembling 
thyroid  storm.  Chronic  excessive  dosage  will 
produce  the  signs  and  symptoms  of  hyperthy- 
roidism. 

(Treatment:  In  shock,  supportive  measures 
should  be  utilized.  Treatment  of  unrecognized 
adrenal  insufficiency  should  be  considered.) 
How  Supplied,  y*  grain;  V2  grain;  scored  1 
grain;  1 V2  grain;  scored  2 grain;  3 grain;  and 
scored  5 grain  tablets,  in  bottles  of  100  and 
1000. 

Full  information  available  on  request. 


WARNER/CHILCOTT 

Division,  Warner-Lambert  Company 
Morris  Plains,  New  Jersey  07950 
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IN  NATURALTHYROID  THERAPY: 

AIE  PATIENTS 
SETTING  TNE  POTENCY 
VN  PKESCIIBE? 
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Unlike  U.S.P. 
desiccated  thyroid, 

Proloid*  (thyK> 
globulin)  offers 
the  assurance  of 
constant  potency. 

To  begin  with, 

Proloid  is  uniquely 
purified.  The 

thyroglobulin  extracted  from  hog  thyroid  is  devoid  of  any  glandular  debris. 

Then,  Proloid  is  chemically  and  biologically  assayed  to  assure  consistent 
metabolic  activity  from  batch  to  batch.  The  T4  and  T3  content  of  every  dose  is 
blended  for  optimal  thyroid  replacement. 

Important,  too,  is  the  fact  that  Proloid  is  invariably  “fresh1’  when  your  patients 
take  it.  Under  proper  storage  conditions,  its  potency  will  not  diminish  for  at  least 
four  years. 

All  of  which  adds  up  to  this:  the  potency  of  Proloid  is  constant...  for  more 
consistent  results. 


(thyroglobulin) 


natural  thyroid  therapy 
that  leaves 
nothing  to  chance 
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RALPH  R.  IRELAND,  Ph.D. 
Bloomsburg 


Powwowing  is  the  art  of  effecting 
cures  of  physical  or  psychological 
injuries,  illnesses,  or  disorders  by  ap- 
pealing to  the  patients’  faith  both  in 
religion  and  in  the  ability  of  the  practi- 
tioner. This  particular  set  of  beliefs 
and  practices  has  been  widespread  in 
Pennsylvania  since  the  earliest  colonial 
times.  Even  today  it  is  prevalent  in 
many  areas  of  the  eastern  half  of  the 
state,  especially  in  the  so-called  Penn- 
sylvania Dutch  country  located  in  the 
southeastern  part  of  the  state.  The 
term  “powwow"  seems  to  have 
originated  among  the  earliest  New 
England  settlers  who  adopted  it  from 
the  Indian  word  which  described  the 
treatment  of  the  sick  by  their  medicine 
men. 

Faith  Healing 

Faith  healing,  as  practiced  today 
throughout  the  world  in  both  advanced 
and  underdeveloped  countries,  differs 
only  in  its  outward  manifestations  from 
that  practiced  in  the  primitive  and  ad- 
vanced cultures  of  earlier  times.  The 
same  basic  principles  underlie  the  crude 
practices  of  the  moaning  or  shrieking 
shaman  of  neolithic  times  and  the  quiet 
approach  of  the  Christian  Science 
healer,  or  the  exhortative  technique  of 
an  Oral  Roberts  in  contemporary 
America.  Three  major  elements  are  in- 
volved: first,  the  patient’s  attention 
must  be  gained;  second,  his  confidence 
must  be  won;  and.  third,  he  must  be 
imbued  with  faith  in  his  recovery  even 
to  the  extent  of  denying  or  ignoring  the 
existence  of  his  ailment.  The  central  el- 
ement in  such  healing  is  to  inspire  such 
a high  degree  of  confidence  in  the  pa- 
tient that  he  sincerely  believes  in  the  ef- 
ficacy of  the  faith  healer. 


Faith  healing  appears  in  many 
guises.  Scoffers  label  it  superstition.  Its 
proponents  term  it  psychic  healing,  the 
laying  on  of  hands,  Christian  Science, 
miracle,  psychoanalysis  (especially 
where  functional  disorders  are  in- 
volved), chiropractic  treatment,  etc. 
Possibly  the  orthodox  medical  profes- 
sion should  also  be  added  when  one 
stops  to  consider  the  importance  of 
“confidence  in  the  doctor”  in  so  many 
medical  cures.1  Regardless  of  the  label 
used,  all  forms  of  faith  healing  are  es- 
sentially similar;  and  all  trace  their  ori- 
gins to  the  many  practices  of  sympa- 
thetic magic.  In  any  event,  one  cannot 
dismiss  it  lightly.  Despite  its  obvious 
dangers,  it  does  effect  cures.  Haggard 
observed  that  “When  used  with 
discretion — as  it  rarely  is — faith 
healing  is  a useful  form  of  treatment.”2 
Its  basis  lies  in  the  influence  the  mind 
can  exert  over  bodily  activity.3  The 
history  of  Christianity  is  replete  with 
examples  of  widespread  belief  in  its  ef- 
ficacy. 

Powwow 

Like  many  other  forms  of  faith 
healing,  powwow  lays  claim  to  an  old 
literature.  For  example,  one  book  that 
was  used  as  a reference  by  powwowers 
earlier  this  century  was  Egyptian 
Secrets,  allegedly  written  by  Albertus 
Magnus.  Although  this  famous  mystic 
lived  in  the  thirteenth  century,  the  earli- 
est known  copy  of  this  work  is  one 
imprinted  Brabant,  1725,  a copy  of 
which  is  at  the  Landis  Valley  Museum 
in  Lancaster  County. 

The  major  reference  work  of  pow- 
wowers is  John  George  (Johann  Georg) 
Hohman’s  Pow  Wows;  or  the  Long 
Lost  Lriend  (Lange  Verborgene 
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Freund).  First  printed  in  Reading, 
Pennsylvania,  in  1819,  this  is  the  stand- 
ard work  pertaining  to  powwowing.  It 
is  a very  short  manual  containing 
remedies  and  charms  for  treating 
various  ailments  and  conditions  of 
man,  animals,  and  plants.  This  work  is  a 
hodgepodge  of  sorcery,  German 
folklore,  gypsy  magic,  ancient  Egyp- 
tian, and  old  British  folk  cures  in- 
terlarded with  the  transcendental  mys- 
ticism of  Albertus  Magnus  and  the 
Hebrew  cabala  and  some  of  Hohman’s 
own  ideas.  Although  it  did  not  prove  to 
be  a financial  success  for  its  author- 
compiler,  it  is  estimated  that  during  the 
last  century  and  a half  there  have  been 
150  separate  editions  (one  as  recent  as 
1958)  totaling  about  half  a million 
copies.  Other  books  are  The  Sixth  and 
Seventh  Books  of  Moses,  Secret  Book 
of  the  Black  Arts,  first  published  in 
1878,  and  New  Illustrated  Silent 
Friend.  Both  of  the  latter  have  ap- 
peared in  several  editions. 

One  other  interesting  document  in 
the  written  tradition  of  powwow  is  the 
Himmels-brief,  or  heavenly  letter, 
which  is  supposed  to  make  its  bearer 
immune  to  harm  from  his  enemies.  One 
researcher,  Lewis,  reports  as  follows 
about  such  a document  which  was 
given  to  him  by  a powwower  in  the  late 
1960s: 

“The  Himmels-brief  declares  that 
its  bearer  ‘shall  be  safe  from  the 
enemy’s  weapons  of  destruction. 
God  will  protect  him  from  robbers 
and  murderers;  it  shall  make  him 
imprevious  [sic]  to  all  deadly  weap- 
ons that  may  be  brought  to  bear 
upon  him,  by  command  of  our  most 
gracious  master,  Jesus  Christ. 

“ ‘God  is  with  him  who  carries 
this  heavenly  letter  in  war  and  in 
peace;  he  will  be  protected  from  all 
danger — in  the  distress  of  visitation 
of  fire  or  water,  it  shall  protect 
him...’ 

"Proof  is  offered  in  the  text. 
'Whosoever  doubts  the  truth  of  this 
may  attach  a copy  of  this  letter  to 
the  neck  of  a dog  and  then  fire  upon 
him,  and  he  will  be  convinced  of  its 
truthfulness.’  ”4 

White  Magic  and  Religion 

Powwow  may  be  considered  as  an  in- 
digenous mixture  of  white  magic  and 
religion.  In  early  times,  powwowing 
was  prescribed  for  almost  any  type  ot 


ailment  or  misfortune.  1 n view  of  the  al- 
most total  lack  of  any  sort  of  profes- 
sional medical  care  along  with  the 
shortage  of  clergymen,  it  is  under- 
standable why  such  a folk  practice 
would  not  only  proliferate  but  also  be 
perpetuated.  Instead  of  appealing  to 
demons  and  devils  or  engaging  in  any 
animistic  beliefs  or  practices,  these 
rural  folk  fell  back  on  religious  super- 
stition and  concocted  a mixture  of 
religious  sorcery  that  employed  any- 
thing that  was  readily  available  in  their 
primitive  environment  to  effect  cures. 

This  close  association  between  pow- 
wowing and  the  church  undoubtedly 
accounts  for  its  persistence  to  today. 
Most  believers  in  powwow  considered 
that  the  ability  to  heal  another  person 
derived  from  their  mutually  strong 
religious  faith,  a faith  which  may  best 
be  described  as  nondenominational. 
Thus  belief  in  powwow  was  considered 
to  complement  and  supplement  reli- 
gious belief  rather  than  to  undermine  or 
deride  it.  This  constellation  of  belief 
was  admirably  suited  to  relieve  the 


distress  of  the  afflicted  in  the  days  when 
medical  doctors  were  mistrusted  or  not 
available.  Almost  every  family  had 
someone  who  could  powwow  or  cer- 
tainly knew  of  a practitioner.  In  our 
more  pragmatic  and  secular  contem- 
porary society,  the  average  person  is 
more  likely  to  scoff  at  powwow  as  some 
sort  of  childish,  magico-religious  belief. 
This,  in  part  (along  with  the  great  ad- 
vances in  modern  medicine),  may  ac- 
count not  only  for  the  fact  that  pow- 
wowing is  not  as  widely  practiced 
today,  but  also  that  many  powwowers 
and  their  patients  are  most  reticent  to 
discuss  this  practice.  Fear  of  ridicule  is 
an  important  consideration. 

It  is  obviously  impossible  to  ascer- 
tain how  many  people  have  been  cured 
or  had  their  ailments  temporarily  or 
permanently  alleviated  by  powwow. 
However,  the  same  might  be  said  of  pa- 


tients who  have  recovered  despite  the 
lack  of  competence  of  medical  doctors 
in  whom  they  placed  great  confidence. 
On  the  basis  of  the  scanty  literature 
available  and  many  interviews  with 
former  and  current  patients,  it  appears 
that  powwow  is  most  effective  in 
treating  psychosomatic  ailments,  in- 
cluding some  neurological  distur- 
bances; for  example,  warts,  dizziness, 
and  constipation. 

Hex  and  Powwow 

There  has  been  a tendency  on  the 
part  of  casual  observers  to  confuse 
powwow  and  hex.  The  basic  difference 
between  these  two  practices  lies  in  the 
intent.  Powwow  is  used  to  effect  cures; 
hex  to  do  harm.  In  earlier  days,  hexing 
was  used  to  injure  or  kill  one's  enemies 
or  to  destroy  their  property.  Currently, 
the  focus  is  on  causing  economic 
distress;  for  example,  loss  of  job  or 
property  . One  of  the  classic  cases  of  hex 
is  the  account  of  the  murder  trial  of  a 
powwower,  John  H.  Blymire,  and  his 
two  teen-age  accomplices,  in  York, 
Pennsylvania,  in  1929.  They  were 
found  guilty  of  murdering  another  pow- 
wower who  practiced  hex  because  he 
refused  to  give  up  a lock  of  his  hair  and 
his  working  copy  of  his  so-called 
“hexer's  bible.”5 

The  confusion  is  understandable 
because  some  powwowers  also  claim 
to  be  able  to  hex;  and  both  hex  and 
powwow  depend  on  faith  for  their  ef- 
fectiveness. So  far  as  the  writer  knows, 
no  hex  has  proved  successful  unless  the 
victim  not  only  believed  in  the  prac- 
tice, but  also  suspected  or  had  been  in- 
formed that  he  or  she  was  being  hexed. 

Typical  Remedies 

The  following  are  a few  typical 
remedies  included  in  the  masterwork  of 
powwow  by  J.  G.  Hohman.6  They 
show  not  only  the  positive  aspect  of 
powwowing  to  effect  cures  but  also  its 
use  in  warding  off  hexes  and  other  evil 
influences: 

A Remedy  for  Hysterics  and  Colds 
"This  must  be  attened  [sic]  to 
every  evening,  that  is,  whenever  you 
pull  off  your  shoes  and  stockings, 
run  your  finger  in  between  all  the 
toes  and  smell  it.  This  will  certainly 
effect  a cure. 

How  to  Obtain  Things  Desired 
"If  you  call  upon  another  to  ask 
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for  a favor,  take  care  to  carry  a little 
of  the  five-finger  grass  with  you, 
and  you  shall  certainly  obtain  that 
you  desired. 

To  Stop  Bleeding 

"Count  backwards  from  fifty 
inclusive  till  you  come  down  to 
three.  As  soon  as  you  arrive  at 
three,  you  will  be  done  bleeding. 


To  Prevent  Witches  From  Be- 
witching Cattle,  To  Be  Written  And 
Placed  In  The  Stable;  And  Against 
Bad  Men  And  Evil  Spirits  Which 
Nightly  Torment  Old  And  Young 
People,  To  Be  Written  And  Placed 
On  The  Bedstead 

"Trotter  Head,  I forbid  thee  my 
house  and  premises;  I forbid  thee 
my  horse  and  cow  stable;  I forbid 
thee  my  bedstead,  that  thou  mayest 
not  breathe  upon  me;  breathe  into 
some  other  house,  until  thou  hast  as- 
cended every  hill,  until  thou  has 
counted  every  fence-post,  and  until 
thou  has  crossed  every  water.  And 
thus  dear  day  may  come  again  into 
my  house,  in  the  name  of  God  the 
Father,  the  Son,  and  the  Holy 
Ghost.  Amen. 

To  Win  Every  Game 
"Tie  the  heart  of  a bat  with  a red 
silken  string  to  the  right  arm,  and 
you  will  win  every  game  at  cards 
you  play.” 

These  remedies,  even  though  in- 
terlarded with  religious  supplications, 
are  based  upon  old  folk  supersti- 
tions. Sociologically,  they  are  an  in- 
teresting example  of  the  survival  of 
anachronistic  folkways  and  mores. 
This  is  not  to  say  that  the  Pennsyl- 
vania Dutch  are  an  extremely  supersti- 
tious group.  They  are  merely  one  of 
many  similar  groups  throughout  the 
country  whose  seventeenth  and  eight- 


eenth century  European  folk  traditions 
and  practices  have  persisted  in  the 
American  setting.  To  the  writer's  cer- 
tain knowledge,  these  and  similar 
powwow  remedies  are  still  in  use;  how- 
ever, probably  most  of  the  contem- 
porary practitioners  rely  primarily 
upon  faith  healing  accompanied  by  the 
“laying  on  of  hands.” 

Powwow  Practitioners 

It  is  most  difficult  to  present  a profile 
of  a typical  powwower.  Old  and  young, 
men  and  women,  the  well-educated, 
and  the  grade  school  drop-out  engage  in 
this  practice.  The  writer  has  interview- 
ed one  husband  and  wife  team  who 
have  had  a joint  practice  for  many 
years.  For  the  most  part,  they  are  of  the 
lower  socio-economic  class,  have  not 
completed  high  school,  are  unskilled  or 
semi-skilled  workers  or  are  farmers,  are 
Protestant  in  religion  with  no  particular 
denomination  or  sect  predominating, 
and  are  located  in  the  smaller  cities, 
towns,  villages,  and  throughout  the 
countryside. 

There  is  no  evidence  of  powwow 
being  practiced  on  a full-time  basis.  It  is 
always  performed  in  addition  to  the 
practitioner’s  regular  occupation.  Pay- 
ment for  their  services  is  on  a voluntary 
basis.  Some  adamantly  refuse  payment 
of  any  sort,  in  cash  or  kind.  Others 
make  it  quite  clear  that  they  are  more 
than  willing  to  accept  a “free-will”  of- 
fering. It  is  a moot  question  as  to 
whether  this  refusal  of  or  indifference 
to  payment  is  genuinely  motivated  or 
whether  at  least  some  powwowers  do 
not  wish  to  run  the  risk  of  being  ac- 
cused of  practicing  medicine  without  a 
license.  Some  powwowers  do  sell 
magical  charms,  spells,  potions,  and 
other  paraphernalia.  Some  prescribe 
and  sell  various  herbs  and  “teas”  which 
can  also  be  bought  at  most  health  food 
shops. 

On  the  evidence  of  the  published  lit- 
erature and  his  own  interviews,  the 
writer  believes  that  the  majority  of 
these  powwowers  are  quite  sincere. 
They  truly  believe  that  they  were  born 
with  this  power  and  that  their  power  to 
heal  is  a gift  from  God.7  The  widely  ac- 
cepted belief  is  that  the  person  who  is 
born  with  this  charisma  can  best  have 
it  developed  by  being  taught  by  some 
practitioner,  usually  a relative.  A man 
must  teach  a woman,  and  a woman 
must  teach  a man.  A few  contem- 


porary powwowers  claim  to  have  been 
taught  by  their  mothers. 

One  personality  trait  common  to  all 
powwowers  is  their  complete  self-as- 
surance. They  are  absolutely  convinced 
of  their  inherent  ability  to  heal  various 
ailments.  Some  are  also  sure  that  they 
can  cast  effective  spells  at  will;  but 
there  are  few  who  are  willing  to  admit 
that  they  are  also  hexers  or  witches. 
There  is  a certain  sameness  in  the  self- 
presentations manifested  by  pow- 
wowers today.  To  admit  that  they  prac- 
ticed or  even  approved  of  hexerei 
would  give  the  lie  to  their  self-presenta- 
tions.8 Most  contemporary  powwowers 
profess  that  their  only  materia  medico 
is  the  Bible.  All  of  them  either  recite 
aloud  or  mumble  prayers  in  the  course 
of  the  treatments. 

Some  powwowers  restrict  them- 
selves to  the  treatment  of  only  certain 
clearly  specified  ailments.  One  female 
powwower  of  Italian  extraction  limits 
her  practice  to  the  treatment  of  hives, 
shingles,  and  migraine  headaches. 

“Tell  you  how  1 cure  for  hives... 
First  of  all  I need  silver.  A quarter 
used  to  be  all  right,  but  new  ones 
aren't  any  good;  you  need  the  old 


kind.  Well,  then,  1 take  the  quarter 
with  silver  in  it  and  touch  it  to  every 
hive  on  a person’s  body.  At  the 
same  time  1 make  the  sign  of  the 
cross  three  times,  say  three  ‘Our  Fa- 
thers' and  three  ‘Hail  Marys'  in  a 3- 
6-9  sequence.  The  patient  repeats 
after  me  what  1 say.  Sometimes  the 
hives  go  right  away;  sometimes  it 
needs  three,  four  treatments,  but  I 
can  positively  get  rid  of  them.  Use 
the  same  treatment  for  shingles,  but 
for  migraines  I don't  need  silver. 
Just  say  the  prayers  and  so  on,  and, 
of  course,  touch  the  top  of  the 
person’s  head  with  my  hands.”9 
Another  older  female  powwower 
specializes  only  in  removing  warts.  She 
cuts  a potato  in  half  and  rubs  the  in- 
side on  the  warts.  She  then  puts  the  po- 
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tato  back  together  again  and  places  it 
in  her  kitchen  cupboard.  After  her  pa- 
tient leaves  she  offers  up  a prayer;  a 
different  one  is  composed  by  her  for 
each  occasion.  If  either  piece  of  the 
potato  keeps  growing  instead  of  drying 
up,  she  knows  that  her  patient  has  not 
been  cured.  The  writer  saw  an  instance 
where  half  of  the  potato  had  grown 
and  was  told  that  this  was  for  a woman 
who  had  probably  had  a mole  rather 
than  a wart  and  that  she  had  so  in- 
formed the  patient  during  treatment. 
Despite  the  fundamental  tenet  of 
powwow  being  faith  healing,  this  lady 
claimed  to  have  cured  a very  large 
wart  of  a former  neighbor  (a  college 
professor)  who  professed  a complete 
lack  of  belief  in  her  powers.  There  are 
many  other  devices  and  artifacts  used 
by  powwowers  in  the  course  of  their 
treatments;  for  example,  one  always 
uses  a fresh  egg  from  the  nest  of  a 
black  hen  when  treating  a hernia.  The 
whole  egg  is  rubbed  across  the  hernia 
three  times  then  put  in  a closed  oven. 
The  hernia  is  supposed  to  be  cured 
when  the  egg  yolk  and  white  have 
completely  evaporated. 

Other  powwowers  lay  claim  to  being 
able  to  cure  an  amazing  number  of  ail- 
ments. Many  powwowers  claim  that 
unless  a person  has  the  power  to  “stop 
blood,”  they  do  not  have  the  innate 
“power"  to  become  a “true”  pow- 
wower.  The  writer  was  told  by  the  old 
lady  who  only  cured  warts  that  her  fa- 
ther was  a powerful  powwower  and 
that  he  could  "stop  blood”  and  even 
cure  colic  in  cows  and  horses.  Her 
statement  that  her  father  only  taught 
her  to  cure  warts  supports  similar 
statements  from  other  powwowers 
that,  even  though  one  must  be  born 
with  this  power,  it  must  be  developed 
by  rigorous  training. 

Laying  on  of  Hands 

Two  common  elements  in  the  treat- 
ment are  the  laying  on  of  hands  and 
faith  in  the  healer.  This  laying  on  of 
hands  may  consist  of  merely  touching 
the  afflicted  part  lightly,  rubbing  the 
area  around  the  affliction  vigorously, 
or  passing  the  hands  lightly  over  the  en- 
tire body  from  head  to  toe  or  vice  versa 
while  at  the  same  time  praying  either 
quietly  or  aloud.  The  powwowers  refer 
to  this  treatment  as  “trying  for”  their 
patients;  that  is,  trying  to  cure  them  or 
to  take  the  curse  off  them.  Most  of  them 


claim  that  they  find  themselves 
exhausted  after  treating  patients.  As 
one  said,  “1  get  tireder  after  an  evenin’ 
trying  for  them  than  I do  after  ten  hours 
of  hard  physical  labor.”10  This 
tiredness  is  probably  psychogenic  in 
origin. 

The  patients  of  powwowers  also 
principally  come  from  the  lower  socio- 
economic class,  are  of  low  education, 
and  are  of  unskilled  or  semi-skilled  oc- 
cupations. However,  this  is  by  no 
means  always  the  case.  Many  patients 
are  children  whose  parents  are  incon- 
testably of  middle  class  status  and  of 
higher  educational  and  occupational 
levels.  It  is  not  uncommon  to  find 
present  and  former  patients  among 
faculty  members  and  their  families 
who  are  located  in  colleges  and  univer- 
sities in  the  more  rural  parts  of  South- 
eastern Pennsylvania.  Many  are  very 
willing  to  attest  to  cures  for  various 
conditions  as  a result  of  powwowing. 
Despite  the  almost  overwhelming  self- 
confidence  of  the  powwowers,  it  is 
frequently  necessary  for  their  patients 
to  return  many  times  before  a cure  is 
effected.  It  is  impossible  to  estimate 
how  many  patients  fail  to  complete  the 
course  of  treatments. 

Conclusion 


William  Graham  Sumner  once  said, 
that  the  mores  can  make  anything 


Dr.  Ireland  is  a full  professor  of  soci- 
ology at  Bloomsburg  State  College 
He  is  a member  of  the  American 
Academy  of  Political  and  Social 
Science.  Dr.  Ireland  wishes  to  thank 
his  colleagues,  Miss  Jane  J.  Plumpis 
and  Bruce  C.  Dietrickjor  their  con- 
tributions to  his  field  of  research. 


right.  11  This  may  account  in  large 
measure  for  the  fact  that  powwowing 
has  continued  to  flourish,  particularly 
in  Southeastern  Pennsylvania.  There 
are  strict  statutes  on  the  books  forbid- 
ding the  practice  of  medicine  without 
a license.  However,  there  has  been  no 
concerted  effort  on  the  part  of  either 
the  appointed  or  elected  officials  to 
ban  powwow.  This  inaction  could  be 
construed  as  a vivid  illustration  of 
Sumner's  maxim  that  legislators  are 
wise  not  to  oppose  with  laws  mores 
because  the  mores  will  win  out  in  the 
end. 

Time  and  technology  appear  to  be 
accomplishing  what  the  legal  machin- 
ery has  not  attempted.  Unques- 
tionably, each  succeeding  decade  wit- 
nesses fewer  and  fewer  powwowers. 
The  vast  advances  made  by  modern 
medicine,  the  rising  level  of  general 
education,  and  the  increased  tech- 
niques of  communication  have  served 
to  induce  potential  powwow  patients 
to  seek  the  aid  of  medical  doctors,  psy- 
chiatrists, psychoanalysts,  chiroprac- 
tors, and  other  forms  of  faith  healing. 
On  the  other  hand,  if  the  recent  trends 
in  many  of  the  religious  denomina- 
tions (for  example,  the  revival  of  the 
ancient  treatment  by  the  laying  on  of 
hands  of  priests  in  the  Protestant  Epis- 
copal Church),  and  the  widespread 
popularity  of  such  healing  evangelists 
as  Oral  Roberts  may  be  taken  as  cri- 
teria, then  belief  in  faith  healing  is  far 
from  dead  in  America.  □ 
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C.  H.  WILLIAM  RUHE,  M.D., 
Pittsburgh,  has  received  the  Philip 
Hench  Distinguished  Alumnus  Award 
for  that  individual  making  outstanding 
contributions  to  his  school  and  the 
medical  profession.  He  is  director  of 
the  division  of  medical  education  of  the 
American  Medical  Association  and  a 
member  of  the  Board  of  Visitors  of  the 
University  of  Pittsburgh  School  of 
Medicine. 

New  leaders  selected  for  the  Univer- 
sity of  Pittsburgh  Alumni  Association 
are  HOWARD  A.  MERMELSTEIN, 
M.D.,  president;  ROBERT  HART- 
SOCK,  M.D.,  president  elect;  ROB- 
ERT S.  TOTTEN,  M.D.,  secretary; and 
RICHARD  H.  HORN,  M.D.,  treasur- 
er. 

NATHAN  SUSSMAN,  M.D.,  medi- 
cal director  of  the  Dauphin  County 
Home  and  Hospital,  spoke  at  a sym- 
posium held  recently  by  the  staff  educa- 
tion department  at  Harrisburg  Hospital 
on  the  problems  of  the  aging.  Dr. 
Sussman  is  a member  of  the  PMS 
Council  on  Education  and  Science. 

MILTON  J.  FRIEWALD,  M.D., 
Philadelphia,  has  been  named  ophthal- 
mologist to  the  Bureau  of  the  Visually 
and  Physically  Handicapped  of  the 
Pennsylvania  Department  of  Welfare. 

SARIEL  G.  G.  ABLAZA,  M.D., 
acting  chairman  of  cardiopulmonary 
surgery  at  Albert  Einstein  Medical 
Center,  Philadelphia,  has  been  named 
clinical  associate  professor  and  chief  of 
thoracic  and  cardiovascular  surgery  at 
Medical  College  of  Pennsylvania. 

The  Strittmatter  Award  of  the 
Philadelphia  Medical  Society  for  1972 
went  to  HERBERT  R.  HAW- 
THORNE, M.D.,  emeritus  professor 
and  chairman  of  the  department  of  sur- 
gery at  the  University  of  Pennsylvania 
School  of  Medicine. 


PAUL  JAY  FINK,  M.D..  formerly 
professor  and  director  of  education  and 
training  in  the  department  of  mental 
health  services  at  Hahnemann  Medical 
College,  has  assumed  his  new  post  as 
chairman  and  professor  of  the  depart- 
ment of  psychiatry  and  behavioral 
science  at  Eastern  Virginia  Medical 
School,  Norfolk,  Virginia.  He  is  also 
medical  director  for  the  Norfolk  Com- 
munity Mental  Health  Center. 


DR.  GOLD 

GORDON  R.  GOLD,  M.D.,  Pitts- 
burgh, is  the  second  brother  in  his  fami- 
ly to  have  earned  an  M.D.  degree  only 
five  years  after  high  school  graduation 
from  Jefferson  Medical  College,  Thom- 
as Jefferson  University,  in  an  acceler- 
ated cooperative  program  with  Penn- 
sylvania State  University. 

C.  EVERETT  KOOP,  M.D.,  deliv- 
ered the  commencement  address  at 
Wheaton  College,  at  which  time  he 
received  an  honorary  Doctor  of 
Humane  Letters  degree.  Dr.  Koop  is 
surgeon-in-chief  at  Children's  Hospital, 
Philadelphia. 

The  1973  National  Board  Award  of 
the  Medical  College  of  Pennsylvania 
went  to  LULA  O.  LUBCHENCO, 
M.D.,  codirector  of  the  newborn  serv- 
ice, division  of  perinatal  medicine.  Uni- 
versity of  Colorado  Medical  Center, 
Denver,  Colorado. 

A Pennsylvania  Medical  Society 
plaque  recognizing  his  fifty  years  of 
service  as  a physician  was  presented  to 


CHESTER  A.  NORDSTROM,  M.D., 
Franklin,  at  his  retirement  dinner  in  Oil 
City  recently. 

GEORGE  L.  SPAETH,  M.D., 
professor  of  ophthalmology  at  Temple 
University  and  director  of  the 
glaucoma  service  at  the  Wills  Eye  Hos- 
pital presented  lectures  recently  at  the 
Brooklyn  Eye  and  Ear  Infirmary,  the 
University  of  Buffalo  Postgraduate 
Ophthalmic  Teaching  Course,  and  at 
the  New  York  Academy  of  Medicine. 
His  National  Institute  of  Health 
research  grant  for  the  study  of  the 
causes  of  visual  loss  in  patients  with 
glaucoma  has  been  renewed. 

GEORGE  H.  FETTERMAN, 
M.D.,  vice  chairman  of  the  department 
of  pathology  at  the  University  of  Pitts- 
burgh School  of  Medicine,  has  been 
named  executive  director  of  the  Pitt 
Medical  Alumni  Association.  He  is 
professor  of  pathology  at  the  medical 
school  and  associate  chief  of  labora- 
tories at  the  University  Health  Center 
of  Pittsburgh  and  director  of  clinical 
laboratories  at  Children's  Hospital, 
Pittsburgh. 

JOHN  W.  ROOP,  M.D.,  Bethlehem, 
has  been  appointed  superintendent  of 
Allentown.  Stat^  Hospital.  He  had  been 
clinical  director  at  Warren  State  Hospi- 
tal until  1969  and  was  a psychiatrist  at 
Allentown  State  until  his  new  appoint- 
ment. He  is  certified  by  the  American 
Board  of  Psychiatry  and  Neurology. 

THOMASW.  PHILLIPS,  JR.,  M.D. 
Philadelphia,  has  been  named  superin- 
tendent of  Embreeville  State  Hospital 
in  Chester  County.  He  was  formerly  as- 
sistant superintendent  and  clinical 
director  of  psychiatry  at  Haverford 
State  Hospital.  Dr.  Phillips  is  certified 
by  the  American  Board  of  Psychiatry 
and  Neurology. 


DR.  FINK 


An  article  in  the  Harrisburg 
Sunday  Patriot-News  recently  fea- 
tured the  work  being  done  in  the  pe- 
ripheral vascular  clinic  and  labora- 
tory at  the  VA  Hospital  at  Lebanon 
by  M.  J.  LOTA,  M.D.,  chief  of  the 
physical  medicine  and  rehabilitation 
service.  He  has  developed  electronic 
medical  instrumentation  that  makes 


prognosis  of  both  present  and  future 
impairment  of  blood  flow  possible. 
Dr.  Lota  originated  and  designed  the 
ultrasound  echography  and  direc- 
tional Doppler  instruments  for  pe- 
ripheral vessel  flow  studies  to  enable 
Polaroid  photography  of  the  vessel. 
These  are  done  through  the  skin 
without  invasion  by  needles,  cath- 


eters, or  surgical  instruments.  Dr. 
Lota  is  an  associate  professor  of 
clinical  physical  medicine  at  the 
University  of  Pennsylvania  School 
of  Medicine,  a board  certified 
physiatrist,  a fellow  of  the  American 
College  of  Physicians,  and  a fellow 
of  the  American  Academy  of  Physi- 
cal Medicine  and  Rehabilitation. 
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EDUCATIONAL  and  SCIENTIFIC 

ASSEMBLY 


of  the 


Keystone  State  Medical  Society 
Pennsylvania  Medical  Society 
Pennsylvania  Nurses  Association 
Pennsylvania  Osteopathic  Medical  Association 


Host  Inn,  Harrisburg  October  10-13 


Wednesday 
October  10 

Thursday 
October  1 1 

Friday 
October  12 

Saturday 
October  13 

HEART  COURSE  1 NURSES 

HEART  COURSE 

HEART  COURSE 

“Bedside  Diagnosis  of  1 SEMINAR 
Heart  Disease"  j Theme: 

"Other  Evaluation” 
9 a.m. -12:30  p.m. 

"Some  Current 
Concepts  in  Cardio- 

EDUCATIONAL 

CONFERENCE 

9 a.m.-l 2:30  p.m.  | “The 

vascular  Disease” 

9 a.m.-l  2 noon 
General  Session 

Patient  with 

0 a. ill. -1 2.30  p.m. 

LUNG  COURSE  1 Pulmonary 

“Bedside  X-Ray  and  | Disease" 
Laboratory  Evaluation  Symptom 
of  Pulmonary  Disease”  | Formation: 

9 a. m. -12:30  p.m.  Nursing 

1 Assessment 
1 & 

1 Intervention 

LUNG  COURSE 
“Management  of 
Acute  Pulmonary 
Problems” 

9 a.m. -12:30  p.m. 

LUNG  COURSE 
"Management  of 
Chronic  Pulmonary 
Problems” 

9 a.m. -12:30  p.m. 

"The  Education  of 
Professionals" 
“How  to  Use 
Media” 

"Preparing 

Instructional 

Objectives” 

COURSE  LUNCHEON  1 
“Cardiology  for  the 
1970s” 

Albert  N.  Brest,  M.D. 

1 

1 

COURSE  LUNCHEON 
“Pulmonary 
Diseases  for  the 
’70s” 

COURSE  LUNCHEON 
“Problems  in 
Hypertension: 
Screening  & 
Follow-Up” 

Campbell  Moses,  M.D 

LUNCHEON 

DISCUSSIONS 

Specialty  Sessions:  j NURSES 

2-5  p.m.  - Internal  1 SEMINAR 

Medicine  | (2  sessions) 

2-4  p.m.  - Ophthal-  run 

mology  & Otolar-  i concurrently) 

yngology  1.  Rehabili- 

9 a. m. -5  p.m. -Allergy  1 tation  of 

2-5  p.m.  - Anesthes-  1 the  Patient 

iology  | with 

COPD 
2.  Rehabili- 
tation and 
1 the  Patient 
| with  Heart 
Disease 

1 

1 

1 

1 

Specialty  Sessions: 
2-5  p.m.  - Obste- 
trics & 
Gynecology 
1 :30-4:00  p.m.  - 
Physical 
Medicine  & Re- 
habilitation 
2-4  p.m.  - Emer- 
gency 
Physicians 
2-4  p.m.  - Urology 
2-5  p.m.  - Heart 
2-5  p.m.  - Plastic 
Surgery 

2-5  p.m.  -Thoracic 
Surgery 
2-4:30  p.m.  - 
Pa.  Chapt., 

ACS 

Specialty  Sessions: 
8:30  a.m. -4:30  p.m. 

-Orthopaedics 
2-5  p.m. -Psychiatry 
2-5  p.m. -Colon  & 
Rectal  Surgery 
9 a.m. -4:30  p.m.  - 
Intrntl.  Coll, 
of  Surg. 

2-5  p.m.  - Neuro- 
surgery 

EDUCATIONAL 
CONFERENCE 
2-5  p.m. 
Workshop  1 
“Decentralization 
of  Medical 
Education 
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Complete  avulsion  of  the  penile 
skin  in  combination  with  varying 
degrees  of  scrotal  avulsion  is  not  as  un- 
common an  injury  as  once  was 
thought.  In  1947,  Robinson  et  al2 
predicted  an  increase  in  this  type  of  in- 
jury corresponding  to  the  increased 
use  of  modern  machinery.  The  wide- 
spread use  of  mechanized  farm  equip- 
ment such  as  tractor  power  take-off s, 
corn  pickers,  and  hay  balers  by  the 
uninitiated  or  those  not  forewarned  of 
potential  hazards  continues  to  provide 
the  surgeon  with  these  extensive  and 
often  devastating  injuries.2 

In  a matter  of  seconds  a healthy, 
relatively  young  and  vigorous  man  can 


become  subject  to  varying  degrees  of 
impotency  and/or  sterility.  This  injury 
occurs  when  the  trousers  become 
caught  in  a moving  belt  or  gear  drive 
mechanism  as  the  victim  inadvertently 
leans  over  or  backs  into  the  machine. 
It  happens  so  quickly  that  there  is  no 
associated  pain,  and  it  is  difficult  for 
him  to  relate  what  actually  happened. 

The  injury  usually  involves  loss  of 
skin  in  a degloving  manner  along  the 
penile  shaft,  beginning  at  some  point  on 
the  scrotum  and  progressing  distally  to 
the  coronol  sulcus.  Although  the  glans, 
corpora,  and  uretha  are  involved  only 
rarely,  the  degree  of  scrotal  skin  loss  is 
usually  considerable  and  it  is  fortunate 


if  an  intact  although  denuded  testis  is 
retained.  The  problem  is  thus  two-fold: 
(1)  how  to  best  maintain  sexual  func- 
tion, and  (2)  how  to  retain  reproductive 
capability. 

During  the  past  six  months,  the 
authors  have  treated  two  farmers  who 
had  sustained  almost  identical  injuries. 
Both  men  had  encountered  tractor 
power  take-off  drive  shafts  and  the  loss 
of  the  left  testicle.  One  in  addition  suf- 
fered a full-thickness  burn  to  the  right 
(upper)  medial  thigh  as  a result  of 
friction  from  the  drive  shaft.  The 
other,  following  avulsion  of  his  tes- 
ticle, developed  an  enlarging  hema- 
toma in  the  left  inguinal  canal 


Figure  1 : Initial  wound  of  second  pa- 
tient demonstrating  denuded  right 
testicle  and  penile  shaft. 


38 


PENNSYLVANIA  MEDICINE 


requiring  exploration  of  this  area. 

Technique 

After  evaluation  in  the  emergency 
unit,  the  patient  received  tetanus 
prophylaxis,  intravenous  fluids,  antibi- 
otics, and  blood.  He  was  then  taken  to 
the  operating  room.  Once  anesthe- 
tized, the  injured  area  was  cleansed 
and  skin  donor  sites  prepared.  A Foley 
catheter  was  inserted  without  dif- 
ficulty. Digital  rectal  exam  and  proc- 
toscopy were  unremarkable.  The  sur- 
gical field  was  then  reprepped  and 
redraped  (Fig.  1 ). 

A full  sheet  of  split  thickness  skin 
was  taken  from  the  anterior  thigh  at 
0.012  of  an  inch  utilizing  the  drum 
type  dermatome.  This  was  temporarily 
placed  aside  while  debridement, 
hemostasis,  and  partial  wound  closure 
were  done. 

The  retained  but  denuded  right  tes- 
ticle was  inspected  and  hemostasis 
along  the  cord  carefully  obtained.  A 
subcutaneous  pocket  was  then  digitally 
dissected  at  the  anterior  medical  aspect 
of  the  right  thigh  starting  at  the 
margin  of  the  traumatic  wound  at  the 
penile  base.  The  testis  was  reposited 
within  this  pocket  carefully  avoiding 
torsion  of  the  cord. 

The  penis  was  then  pulled  up  along 
the  Foley  catheter  by  placing  a heavy 
silk  suture  through  the  dorsal  aspect  of 


the  glans.  With  the  organ  in  this  ex- 
tended state,  the  skin  graft  was  wrapped 
around  the  shaft  and  tailored  to  provide 
complete  coverage.  Fine  chromic  su- 
ture was  run  around  the  coronal  and 
basal  graft  junctures  fixing  the  graft  in 
position  so  that  the  longitudinal  suture 
line  remained  on  the  dorsum.  Fine  in- 
terrupted simple  silk  sutures  were 
similarly  placed  and  left  long  for  a “tie 
over"  dressing  (Fig.  2). 

With  the  graft  in  place,  the  penile 
shaft  was  encircled  by  a single  layer  of 
petrolatum  impregnated  gauze.  An 
opened  4x4  sponge  into  which  a wad 
of  mechanic's  waste  had  been  spread 
out,  was  moistened  with  saline  on  its 
inner  surface  and  circumferentially 
wrapped  around  the  extended  penis, 
tying  each  set  of  silk  sutures  sequen- 
tially. Upon  completion  of  this  maneu- 
ver, a segment  of  an  adhesive  tape  con- 
tainer was  fitted  over  the  Foley 
catheter,  penis,  and  dressing,  further 
compressing  the  graft  and  dressing 
onto  the  penis.  A T-binder  dressing 
was  then  applied  to  maintain  the  sup- 
plemental perineal  dressings  and  to 
keep  the  tape  container  upright. 

At  the  fourth  to  fifth  day  postopera- 
tively,  the  dressing  was  changed.  At 
one  week,  the  dressing  and  the  Foley 
catheter  were  removed  and  the  patient 
sent  to  physiotherapy  to  use  the  Hub- 
bard tank  (Fig.  3). 


Figure  3:  Ten  days  postoperatively. 
All  of  the  sutures  and  the  Foley 
Catheter  have  been  removed.  The  in- 
guinal incision  had  been  used  to  con- 
trol the  bleeding  from  the  torn  sper- 
matic vessels. 


Figure  2:  Split  thickness  skin  graft 
applied  to  penile  shaft.  Scrotal  avul- 
sion closed  primarily  (arrow).  The  su- 
tures are  left  long  to  secure  the  tied 
down  dressing. 

Treatment  of  these  injuries  has 
become  standarized.4-5  (Table  I).  With 
the  development  of  the  drum  type  der- 
matome, it  is  possible  to  take  a split 
thickness  skin  graft  of  sufficient 
dimensions  to  provide  for  complete, 
uniform  coverage.  The  penile  shaft 
should  be  grafted  with  a single  circum- 
ferential sheet  of  skin,  placing  the  lon- 
gitudinal suture  line  along  the  dorsal 
midline  to  avoid  a chordee  type  of 
contracture.3 

Where  contamination  is  apparent 
and  loss  of  autogenous  graft  is  a dis- 
tinct possibility,  skin  can  still  be  taken 
and  held  under  refrigeration  until  the 
recipient  site  appears  ready  to  accept 
it.  In  an  effort  to  temporize,  allograft 
of  human  banked  skin  can  be  initially 
applied.  Its  successful  take  will  predict 
the  future  acceptance  of  the  autograft 
whereas  its  loss  will  not  compromise 
the  final  reconstruction. 

A dressing  technique  must  allow 
uniform  gentle  compression  and  facili- 
tate the  absorption  of  subgraft  ac- 
cumulations. This  is  aided  by  the  post- 
traumatic  state  of  turgescence  of  the 
penis  and  the  Foley  catheter  which 
provides  an  internal  means  of  dressing 
support.3-5 

Several  authors  have  advocated  the 
use  of  even  small  remnants  of  retained 
scrotal  skin  to  provide  testicular  cover- 
age.3 Often  what  is  apparently  inade- 
quate is  made  to  suffice.  In  time 
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COMPLETE  AVULSION  OF  THE  GENITAL  SKIN 
TABLE  I 

Concepts  of  Management 
(after  Masters  et  al4) 

1.  Control  of  hemorrhage. 

2.  A.  Insertion  of  Foley  urinary  drainage  catheter. 

B.  Supplemental  endoscopic  evaluation,  i.e.  proctoscopy,  sigmoidoscopy, 
urethroscopy,  cystoscopy. 

C.  Supplemental  diversional  procedures,  i.e.  colostomy,  cystostomy. 

3.  Split-thickness  skin  grafts  (Routine  use  replaces  totally  or  partially  avulsed 
penile  skin.) 

4.  Debridement. 

5.  Superficial,  subcutaneous  implantation  of  the  testicles  (beneath  the  adjacent 
thigh  skin.) 


Figures  4 and  5:  Three  weeks 

postoperatively.  The  bulge  in  the 
right  thigh  is  the  buried  testicle  in  its 
subcutaneous  pocket. 


stretching  and  elongation  will  occur, 
and  what  was  once  tight  and  binding 
will  allow  reasonable  motility. 

In  the  subtotal  or  near  total  scrotal 
avulsion  as  well  as  the  complete  one, 
every  effort  should  be  made  to  recon- 
struct the  scrotum  from  the  retained 
tissue.  However,  healing  should  not  be 
jeopardized  in  this  attempt.  An  expedi- 
ent approach  is  to  place  the  testis  in  a 
superficial  thigh  pocket.  An  alterna- 
tive might  be  to  free  graft  the  testis.6 
Since  testicular  temperatures  in  the 
subcutaneous  thigh  position  most  ap- 
proximate those  of  the  scrotum3  thus 

Dr.  Lapiclus  is  resident  in  plastic 
surgery  and  Dr.  Graham  is  as- 
sociate professor  of  surgery  and 
chief  of  the  division  of  plastic  sur- 
gery in  the  department  of  surgery  at 
the  Milton  S.  Hershey  Medical 
Center  of  the  Pennsylvania  State 
University,  Hershey. 


theoretically  preserving  sperma- 
togenesis, there  is  really  no  need  to  at- 
tempt anything  more  elaborate.  In 
fact,  the  least  done  in  terms  of  tissue 
handling,  the  better  for  the  mainte- 
nance of  fertility.  Huffman  and  others3 
stated  that  “The  unexpected  fertility  in 
the  patients  with  buried  testes  and  the 
inferred  sterility  in  the  patient  with  the 
gonad  covered  by  a free  graft  made  us 
think  that  perhaps  accidental  or  opera- 
tive trauma  had  something  to  do  with 
loss  of  fertility  and  that  environmental 
temperature  was  not  the  lone  factor  in 
causing  sterility.” 

When  healing  is  complete,  two  op- 
tions remain:  the  subcutaneous  thigh 
position  of  the  testis  can  be  accepted 
or  staged  scrotal  reconstruction  uti- 
lizing local  pedicle  flaps  containing  the 
subcutaneously  implanted  testis  can  be 
done. 

Neither  of  our  patients  have 
requested  scrotal  reconstruction,  and 
they  both  are  back  at  work  on  their 
farms.  Although  they  are  not  totally 
satisfied  with  the  subcutaneous  posi- 
tion of  the  testes,  the  disability  is 
minimal,  and  they  do  not  consider  fur- 
ther surgery  (Fig.  4 and  5). 

Conclusion 

Avulsion  injury  of  the  degloving 
type  involving  penile  and  scrotal  skin 
loss  has  been  described  in  two  patients. 
Inherent  factors  in  causation  and  the 
success  of  a standardized  approach  has 
been  discussed.  The  use  of  a single 
split-thickness  sheet  of  skin  to  resur- 
face the  penis  and  subcutaneous 
implantation  of  the  testes  would  seem 
to  allow  for  the  most  satisfactory  end 
result  in  terms  of  sexual  functions  and 
fertility.  □ 
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PATHOGNOMIC  radiographic 
signs  of  urologic  disease  are  not 
common.  Recent  evidence  suggests 
that  the  roentgenologic  appearance  of 
the  bladder  enveloped  by  pelvic 
lipomatosis  is  quite  unique,  with  only 
a few  other  entities  to  be  considered  in 
reference  to  the  differential  diagnosis. 

Pelvic  lipomatosis,  first  described  by 
Engels  in  1959,  may  be  defined  as  an 
overgrowth  of  normal  fatty  tissue, 
limited  to  the  perirectal  and  perivesical 
spaces.1  Since  Engels'  first  report,  only 
eleven  additional  cases,  occurring  sole- 
ly in  the  male,  have  appeared  in  the 
radiologic  and  general  surgical  litera- 
ture under  various  nomenclature.2-5 
More  recently,  Malter  and  Omell 
described  the  first  case  of  pelvic 
lipomatosis  diagnosed  in  a woman.6 

Etiologically,  the  disease  is  consid- 
ered to  be  idiopathic,  but  two 
pathogenetic  hypotheses  have  been  ad- 


Figure  1.  IV P reveals  normal  upper 
tracts  with  high-lying  and  vertically 
oriented  bladder. 


vanced.  Engels  has  suggested  a causal 
relationship  between  chronic  lower 
urinary  tract  infection  and  the  devel- 
opment of  adhesions  and  fatty  deposits 
in  the  retroperitoneal  space.1  Matter's 
group  has  postulated  that  the  process 
may  merely  represent  a localized 
manifestation  of  obesity.6 

Recently,  at  Temple  University 
Health  Sciences  Center,  a patient  was 
encountered  who  had  multiple  soft 
tissue  lipomata  and  impending  urinary 
retention.  We  herein  report  this  unusu- 
al case  and  will  describe  the  other 
lesions  that  may  present  with  quite 
similar  bizarre  radiologic  findings. 
CASE  REPORT: 

W.M.,  a 61 -year-old  Negro  male 
was  admitted  to  Temple  University 
Hospital  with  the  typical  symptoms  of 
overt  prostatism.  The  only  other  perti- 
nent historical  fact  was  a three  to  four- 
year  history  of  worsening  constipation 
unrelieved  by  the  usual  laxative  regi- 
men. 

Physical  examination  revealed  a 
five-foot,  six-inch,  154  pound  en- 
domorphic male.  The  abdominal  ex- 

Dr.  Rosenthal  is  on  the  surgical 
staff  at  Abington  Hospital  and  is 
clinical  instructor  in  urology  at 
Temple  University  Health  Sciences 
Center  and  at  the  Medical  College 
of  Pennsylvania.  Dr.  Karafin  is 
professor  and  chairman  of  the 
department  of  urology  at  the  Medi- 
cal College  of  Pennsylvania  and 
professor  of  urology  at  Temple 
Hospital.  Dr.  Kendall  is  professor 
of  urology  at  Temple  Hospital  and 
at  the  Medical  College  oj  Pennsyl- 
vania. 


amination  was  essentially  negative  ex- 
cept for  the  impression  of  suprapubic 
fullness.  The  rectal  examination  dem- 
onstrated a high  lying  prostate  gland  of 
benign  consistency.  Of  extreme  impor- 
tance was  the  palpation  of  several  well- 
demarcated,  freely  movable,  non- 
tender, soft  tissue  masses  over  the 
forearms  and  thighs.  The  patient 
recognized  the  existence  of  these 
lipomata  for  as  long  as  he  could 
remember  without  any  associated  dis- 
comfort or  increase  in  size. 

All  blood  determinations,  urine 
analysis,  urine  culture  and  renal  func- 
tion studies  were  within  normal  limits. 

An  intravenous  urogram  (1  VP)  dem- 
onstrated normal  pelvio-calyceal 
systems  and  ureters,  but  the  bladder 
was  reported  to  be  high-lying  and 
oriented  in  a “vertical  axis"  (Fig.  1 ). 
An  incidental  finding  of  increased 
radiolucency  in  the  pelvis  was  also 


Figure  2.  Barium  enema  demon- 
strates the  typical  "tower-rectum'' 
deformity. 
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described.  The  panendoscope  could  be 
inserted  only  to  the  mid-prostatic 
urethra,  and  therefore  urethral  in- 
strumentation under  local  anesthesia 
was  abandoned.  A barium  enema  (Fig. 
2)  demonstrated  a vertically  oriented 
narrowed  rectum. 

Under  spinal  anesthesia,  a urethros- 
copy and  cystoscopy  were  performed 
with  difficulty  due  to  the  marked 
angulation  of  the  prostatic  urethra  and 
the  depth  of  the  prostate  gland.  Via 
perineal  urethrostomy,  a satisfactory 
transurethral  resection  was  carried  out 
with  later  microscopy  revealing  benign 
prostatic  hyperplasia.  The  postopera- 
tive course  was  uneventful,  and  the  pa- 
tient was  discharged  on  the  seventh  day 
post-surgery. 

Discussion 

The  symptom  complex  of  constipa- 
tion and  bladder  outlet  obstruction  in 
a short,  stocky  individual  with 
pyelographic  evidence  of  a high-posi- 
tioned narrow  “pear-shaped  " bladder 
should  lead  the  clinician  to  the  diag- 
nosis of  pelvic  lipomatosis.  The  dem- 
onstration of  a “tower  rectum”  on 
barium  enema  examination  associated 
with  marked  difficulty  in  urethral  in- 
strumentation are  further  diagnostic 
criteria  pointing  toward  this  clinical 
conclusion.  Other  terms  utilized  in 
describing  the  x-ray  picture  of  the 
bladder  in  this  syndrome  are  “tear- 
shaped”2 and  “gourd-shaped.”5  A simi- 
lar “hour  glass”  bladder  configuration 
has  been  noted  by  Hewett  and  Head- 
stream  in  a patient  with  a frozen  pelvis 
secondary  to  retroperitoneal  fibrosis. 
The  term  "pericystitis  plastica”  has 
been  coined  depicting  this  specific 
pathologic  condition.7 

Two  other  processes  that  should  be 
considered  from  a roentgen  viewpoint 
include  perivesical  hematoma  forma- 
tion and  acute  idiopathic  inferior  vena 
caval  thrombosis.  Accumulation  of 
blood  in  the  space  of  Retzius  is  obvi- 
ous when  a history  of  significant 
trauma  is  elicited  together  with  a 
pelvic  fracture  (Fig.  3).  Four  cases  of 
idiopathic  inferior  vena  caval  throm- 
bosis were  recently  reported  by  Flail 
and  Jenkins.8  These  investigators  stress 
the  configuration  of  the  bladder  during 
the  cystogram  phase  of  the  intravenous 
pyelogram  and  emphasize  its  elevation 
from  the  pelvic  floor  with  upward  and 
anterior  displacement,  resulting  in  the 


Figure  3.  Classical  bladder  configura- 
tion following  pelvic  fracture  with 
secondary  perivesical  hematoma  for- 
mation. 

typical  "pear-shape”  appearance.  It  is 
felt  that  the  displacement  of  the  lower 
urinary  tract  is  due  to  distention  of  ve- 
nous collaterals  in  the  pelvis.  Of 
course,  an  antecedent  history  of  leg 
discomfort,  with  evidence  of  deep  or 
superficial  vein  thrombosis  in  associa- 
tion with  the  aforementioned  radio- 
graphic  findings  should  arouse  suspi- 
cion toward  prior  inferior  vena  caval 
occlusion. 

For  completeness,  it  must  be  men- 
tioned that  lymphogranuloma  ven- 
ereum, metastatic  pelvic  tumors,  and 
retroperitoneal  fibrosis  may  mimic  the 
cystographic  appearance  of  pelvic 
lipomatosis.  However,  these  un- 
common disease  states  are  diagnosed, 
albeit  with  difficulty,  by  modalities 
other  than  vesical  distortion  on 
pyelography. 

In  1963,  Rosenberg  and  associates 
reported  a case  of  Dercum’s  disease 
emphasizing  the  occurrence  of  fatty 
deposition  in  the  retroperitoneal  and 
paravesical  spaces.  This  disease  is 
described  as  irregular,  painful,  subcu- 
taneous masses  of  fat  found  on  the  ab- 
domen, extremities,  neck  and  but- 
tocks.9 The  case  herein  reported  dif- 
fered in  that  the  lipomata  were  well 
circumscribed,  non-painful,  and  found 
only  on  the  extremities. 

Fogg  and  Smyth,  in  a comprehen- 
sive review,  reported  one  patient  who 
underwent  an  excision  of  a lipoma  of 
the  spermatic  cord  three  years  prior  to 
the  diagnosis  of  perivesical  lipoma- 
tosis.4 Although  the  possibility  of 
malignant  transformation  is  remote. 


Seymour  and  Puckette10  and  Gariepy11 
in  independent  publications  point  out 
that  this  potential  does  exist.  There  is 
reason  for  conjecture  concerning  this 
remark,  but  this  statement  does  neces- 
sitate mandatory  long  term  follow-up 
evaluation.  Harvard  claims  that  there 
is  a tendency  for  local  recurrence  fol-  ! 
lowing  excision  of  benign  lipomata 
especially  if  small  ramifications  are 
left  behind.12  This  concept  can  be  fully 
appreciated  in  those  cases  in  which 
surgical  exploration  discloses  the 
bladder,  prostate,  and  rectum  to  be  en- 
cased by  dense,  vascular,  unen- 
capsulated lipomatous  tissue  making 
complete  surgical  excision  very  dif- 
ficult if  not  impossible. 

Summary 

A case  of  pelvic  lipomatosis  in  a 61- 
year-old  Negro  male  has  been 
described.  Cognizance  of  thS  salient 
clinical  features  associated  with  the 
characteristic  radiologic  findings  may 
negate  unnecessary  surgical  interven- 
tion. It  has  been  suggested  that  there 
be  close  follow-up  of  patients 
presenting  with  this  interesting  and  rare 
syndrome.  To  our  knowledge  this  is  the 
first  case  of  pelvic  lipomatosis  as- 
sociated with  multiple,  non-painful 
lipomata  of  the  extremities  to  appear  in 
the  literature.  FI 
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PHYSICIANS  WANTED 
Internist,  orthopedic  surgeon,  derma- 
tologist, psychiatrist — Board  Certified 
or  Board  Eligible.  To  join  small  group 
with  modern  offices  in  beautiful,  rapid- 
ly growing  community  with  full  hospi- 
tal privileges  available.  Write:  Ralph  J. 
Miller,  M.D.,  Heatherbrae  Square,  In- 
diana, Pennsylvania  15701. 

Orthopedic  Surgeon  wanted — As- 
sociate for  well  established  clinic  in 
Eastern  Pennsylvania.  Under  36  years. 
Partnership  after  W2  years.  No  invest- 
ment needed.  Board  eligibility 
required.  Write  Department  612,  Penn- 
sylvania Medicine,  20  Erford  Rd., 
Lemoyne,  Pa.  1 7043. 

University  Health  Service  needs  a gen- 
eral practice  physician;  has  congenial, 
active  staff;  many  fringe  benefits;  sala- 
ry negotiable,  depending  on  qualifica- 
tions and  experience.  Reply  with 
complete  curriculum  vitae  to:  P.L. 
Kreider,  M.D.,  Lehigh  University 
Health  Service,  Bethlehem,  Pa.  18015. 
An  equal  opportunity  employer  M/F. 

M.D.s — D.O.s — G.P.s — All  Spe- 
cialties— Private  office  suites  in  hospi- 
tal, clinic  positions  also  available.  200 
bed  hospital  with  new  $3.6  million 
Diagnostic  and  Treatment  Center.  No 
smog.  No  fog.  Nice  place  to  live  with 
family.  Contact  Administrator,  Mercy 
Hospital  of  Johnstown,  Pa.  15905. 

Satellite  Clinics  of  200  bed  hospital. 
M.D.s  and  D.O.s  needed.  Financial  ar- 
rangements open.  Paramedical  per- 
sonnel, supplies  and  equipment  fur- 
nished by  hospital.  Excellent  living 
conditions  for  entire  family.  Great 
hunting  and  fishing.  1 and  Vi  hours 
from  Pittsburgh.  Contact  Adminis- 
trator, Mercy  Hospital  of  Johnstown, 
Pa.  15905. 

Physical  Medicine  and  Rehabilitation. 

Staff  physiatrist  for  an  active, 
comprehensive  Rehabilitation  Center. 
Latest  facilities  and  equipment.  Quali- 
fied supportive  staff.  Favorable  geo- 
graphic area.  Extensive  educational, 
religious,  and  recreational  facilities 


available.  Write:  Sister  Margaret  Ann. 
assistant  administrator.  St.  Vincent 
Hospital.  Erie.  Pa.  16512. 

Eull-Time  Accident  Ward  Physician 
Wanted — tor  Delaware  County  Memo- 
rial Hospital,  Drexel  Hill.  Pa.  Pennsyl- 
vania licensed.  Liberal  income  guaran- 
tee. Call  or  write  the  president.  Tele- 
phone (215)  259-3800. 

Neurology  Residency  Positions  avail- 
able in  a 60  bed  Board  approved  neu- 
rology center,  affiliated  with  Jefferson 
Medical  College  and  Hospital.  Full 
range  of  clinical  material.  Excellent  in- 
struction in  basic  sciences.  Research 
encouraged.  State  licensure  required  in 
any  state  at  beginning  of  second  year 
of  training.  Salary  $10,900  to  $12,100. 
Write  Director.  V.A.  Hospital,  Coates- 
ville.  Pa.  19320.  Nondiscrimination  in 
employment. 

Director  of  Family  Practice  Residency 

Central  Pennsylvania — Hospital,  450 
beds  with  active  and  eager  department 
of  family  practice  desires  to  establish  a 
family  practice  residency.  Progressive 
administration  and  board.  Association 
with  Hershey  Medical  Center  and  Jef- 
ferson Medical  College.  Private  prac- 
tice experience  preferred,  must  have 
Family  Practice  Boards.  Director  ex- 
perience not  required.  Contact:  Neil 
DeLozier,  M.D.,  director,  Department 
of  Family  Practice.  Altoona  Hospital. 
Altoona,  Pa.  16603. 

Student  Health  Full  Time  Medical 
Staff.  Regular  hours,  four  weeks  vaca- 
tion, major  holidays  with  family,  cul- 
tural advantages.  Starting  salary  com- 
petitive— with  regular  increments  and 
fringe  benefits.  Send  letter  and  curric- 
ulum vitae  to:  Carl  R.  Ruch,  M.D., 
Student  Health  Center,  Rutgers  Uni- 
versity, New  Brunswick,  New  Jersey 
08903. 

POSITION  WANTED 

Nurse  Practitioner,  BSN,  Can  do 

primary  screening,  history,  physicial, 
monitoring  of  chronic  conditions. 
Desires  preceptorship.  Courses  in 


Physical  Diagnosis,  Mechanisms  of 
Disease.  Psychiatry — taken  with  medi- 
cal students.  Write  Department  622, 
PENNSYLVANIA  MEDICINE.  20 
Erford  Rd.,  Lemoyne.  Pa.  17043. 


FOR  RENT 

Professional  space  available  in  Her- 
shey, Pa.  Medical-Dental  Building 
located  one-half  mile  from  Milton  S. 
Hershey  Medical  Center.  For  details, 
contact  Edwin  F.  Weaver.  D.D.S.,  P.O. 
Box  422,  Hershey,  Pa.  17033.  Tele- 
phone (717) 533-2828. 


FOR  SALE 

Zeiss  Fundus  Flash  II  with  accessories. 
Instrument  for  fluorescein  angiography 
and  other  retinal  photography.  Three 
(3)  years  old.  Contact  L.  W.  Bell, 
Glaucoma  Service,  Wills  Eye  Hospital, 
Philadelphia,  Pa.  19130.  Telephone 
(215)  569-8200 — extension  384. 

Psychiatric  Hospital — fully 
equipped— Annual  revenues  approxi- 
mately $1/2  million  with  ten  acres  of 
very  valuable  real  estate  in  northern 
suburb  of  Philadelphia,  Pa.  Contact: 
Samuel  M.  Fisher  and  Co.,  7300  City 
Line  Avenue,  Philadelphia,  Pa. 
19151 — Attention  R.  M.  Manieri 


CLASSIFIED  ADVERTISING  INFORMATION 

Rates — $10.00  per  insertion  up  to  30  words; 
40  cents  each  additional  word;  $1.00  per  inser- 
tion tor  answers  sent  in  care  of  Pennsylvania 
Medical  Society.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day 
of  month  preceding  month  of  publication. 
Send  to  Pennsylvania  Medical  Society,  20  Er- 
ford Rd..  Lemoyne,  Pennsylvania  17043.  The 
right  is  reserved  to  reject  or  modify  copy  to 
conform  with  publication  rules. 

DEPARTMENT  NUMBERS— Advertisers  us- 
ing department  numbers  forbid  disclosure 
of  their  identity.  Written  inquiries  are  for- 
warded to  such  advertisers 

WORD  COUNT — Count  as  one  word  all 
single  words,  two  initials  of  a name,  each  ab- 
breviation, isolated  numbers,  groups  of 
numbers,  hyphenated  words.  Count  name  and 
address  as  five  words,  telephone  number  as 
one,  and  'Write  Department...,  PENNSYL- 
VANIA MEDICINE,  as  five. 
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• Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 


• John  M.  Cook,  Pittsburgh;  Uni- 
versity of  Pennsylvania  School  of 
Medicine,  1930;  age  68;  died  June  6, 
1973.  He  was  a fellow  in  the  American 
College  of  Surgeons  and  a diplomate 
of  the  American  Board  of  Obstetrics 
and  Gynecology.  There  is  no  informa- 
tion regarding  survivors. 

• Harry  W.  Croop,  Kingston;  Jef- 
ferson Medical  College,  1917;  age  88; 
died  May  1 1,  1973.  He  was  a past 
president  of  the  medical  staff  at 
Wilkes-Barre  General  Hospital  and  of 
the  Luzerne  County  Medical  Society. 
Two  sons  and  two  daughters  survive 
him. 

• Nathan  H.  Einhorn,  Philadelphia; 
University  of  Colorado  School  of 
Medicine,  1926;  age  72;  died  May  21, 
1973.  He  practiced  pediatrics  until  six 
years  ago  when  he  was  named  director 
of  education  at  Philadelphia  General 
Hospital.  He  was  also  director  of  edu- 
cation at  Doctor's  Hospital.  His  wife,  a 
son,  and  three  sisters  survive  him. 

• John  H.  Esbenshade,  Lancaster; 
Temple  University  School  of  Medi- 
cine, 1924;  age  73;  died  May  20,  1973. 
He  was  a charter  member  and  the  first 
president  of  the  Lancaster  Heart  Asso- 
ciation and  founder  of  Heart  Haven. 
Dr.  Esbenshade  established  the  depart- 
ment of  cardiology  at  Lancaster  Gen- 
eral Hospital.  He  headed  the  depart- 
ment until  his  retirement  to  private 
practice  in  1965.  He  was  a fellow  of 
the  American  College  of  Cardiology 
and  the  American  College  of  Chest 
Physicians.  He  was  a past  president  of 
the  Lancaster  County  Medical  Society. 
He  is  survived  by  two  sons,  one  of 
whom  is  John  H.  Esbenshade,  Jr., 
M.D.,  Lancaster. 

• Bernard  C.  Gettes,  Philadelphia; 
Temple  University  School  of  Medi- 
cine, 1936;  age  60;  died  May  9,  1973. 
No  further  information  is  available. 

• Cleason  E.  Gosnell,  Pittsburgh; 
University  of  Pittsburgh  School  of 
Medicine,  1943;  age  55;  died  May  19, 
1973.  He  is  survived  by  his  wife,  a 
daughter,  and  a son. 

• Frank  B.  Gryczka,  Reading; 
Medico  Chirurgical  College,  Philadel- 
phia, 1915;  age  82;  died  May  4,  1973. 


He  was  a general  practitioner.  He  is 
survived  by  a son. 

• Raymond  C.  Hacker,  Jenkin- 
town;  University  of  Pennsylvania 
School  of  Medicine,  1924;  age  79; 
died  May  6,  1973.  He  had  been  on  the 
staff  of  Germantown  Hospital  prior  to 
his  retirement  in  1965.  He  is  survived 
by  his  wife  and  a sister. 

• James  R.  Hart,  Seminole,  Florida; 
University  of  Buffalo  School  of  Medi- 
cine, 1924;  age  74;  died  May  26,  1973. 
He  was  a fellow  of  the  American 
College  of  Surgeons  and  practiced 
medicine  in  Erie  for  more  than  forty- 
five  years.  Survivors  include  his  wife,  a 
daughter,  two  sons,  two  sisters,  and  a 
brother. 

• Vincent  G.  Hawkey,  Meadville; 
University  of  Pennsylvania  School  of 
Medicine,  1921 ; age  77;  died  April  30, 
1973.  He  was  a past  president  of  the 
Crawford  County  Medical  Society.  His 
wife,  three  daughters,  and  a sister  sur- 
vive him. 

• Emanuel  Hudock,  Norristown; 
Temple  University  School  of  Medi- 
cine, 1932;  age  70;  died  May  8,  1973. 
Information  regarding  survivors  is  not 
available. 

• Abraham  Karawan,  Duquesne; 
University  of  Pittsburgh  School  of 
Medicine,  1925;  age  77;  died  May  1 1, 
1973.  He  is  survived  by  a sister. 

• Charles  C.  Koniver,  Allentown; 
University  of  Pennsylvania  School  of 
Medicine,  1939;  age  65;  died  June  13, 
1973.  He  is  survived  by  his  wife,  a 
daughter,  and  two  sons. 

• Benjamin  N.  Litman,  Philadel- 
phia; Hahnemann  Medical  College, 
1940;  age  62;  died  May  5,  1973.  Infor- 
mation regarding  survivors  is  not 
available. 

• Stanley  C.  Mazaleski,  Old  Forge; 
Jefferson  Medical  College,  1924;  age 
72;  died  June  10,  1973.  He  was  a 
fellow  of  the  American  College  of  Sur- 
geons and  the  American  Society  of 
Abdominal  Surgery.  He  was  also  a 
diplomate  of  the  International  College 
of  Surgeons  and  the  International 
Academy  of  Proctology.  Survivors 
include  his  wife,  a daughter,  three 
sons,  and  three  brothers. 


• Edgar  A.  Miller,  Pennville,  New 
Jersey;  Johns  Hopkins  University 
School  of  Medicine,  1912;  age  87; 
died  May  20,  1973.  He  had  been  a 
practicing  physician  in  Gettysburg  for 
many  years  and  Adams  County 
Coroner  for  twelve  years.  In  1941  he 
was  recalled  to  active  duty  in  the  U.S. 
Army  Medical  Corp.  He  is  survived  by 
two  daughters  and  a son. 

• Lloyd  W.  Pumphrey,  Pittsburgh; 
University  of  Kansas  School  of  Medi- 
cine, 1926;  age  73;  died  May  19,  1973. 
He  was  a pediatrician.  Survivors 
include  his  wife  and  two  sons. 

• Calvin  B.  Rentschler,  Reading; 
University  of  Pennsylvania  School  of 
Medicine,  1924;  age  76;  died  May  20, 
1973.  He  had  been  chief  of  surgery  at 
Reading  Hospital  for  thirty-five  years 
prior  to  his  retirement  a year  ago.  He 
was  a fellow  in  the  American  College 
of  Surgeons,  the  American  Society  of 
Abdominal  Surgery,  and  was  certified 
by  the  American  Board  of  Surgery. 
His  wife,  three  daughters,  and  three 
sons  survive  him. 

Caryl  B,  Heimer,  Philadelphia; 
Medical  College  of  Pennsylvania, 
1946;  age  51;  died  February  5,  1973. 
She  is  survived  by  her  husband.  Dr. 
Ralph  Heimer. 

Joseph  Lozner,  Philadelphia;  Uni- 
versity of  Louisville  School  of  Medi- 
cine, 1931;  age  67;  died  January  28, 
1973.  His  wife  survives  him. 

Paul  B.  Steele,  Ft.  Lauderdale, 
Florida;  College  of  Physicians  and 
Surgeons,  Baltimore,  Maryland,  1915; 
age  81;  died  March  29,  1973.  He  was 
emeritus  professor  of  orthopedic  sur- 
gery at  the  University  of  Pittsburgh, 
clinical  head  of  orthopedic  surgery  at 
Allegheny  General  Hospital,  and  was  a 
fellow  of  the  American  Orthopedic  As- 
sociation, the  America^  Academy  of 
Orthopedic  Surgeons,  the  International 
Society  of  Orthopedics  and  Traumath- 
ology,  and  the  American  College  of 
Surgeons.  He  was  a founding  member 
of  the  Latin  American  Orthopedic  As- 
sociation. In  addition  to  his  wife,  two 
sons  survive  him.  They  are  David  Q. 
Steele,  M.D.,  and  Paul  B.  Steele,  Jr., 
M.D.,  both  of  Pittsburgh. 
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He  won’t  resist 

feeling  better  with 

\Tmylanta  1 / 

Because  the  taste  is  good. 

/ □ promptly  relieves  hyperacidity  / 

/ □ also  relieves  fullness  and  bloating  / 

I □ non-constipating 


LIQUID 


MYLAIMTA 


TABLETS 


® 


aluminum  and  magnesium  hydroxides  with  simethicone 


ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 


STUART  PHARMACEUTICALS  | Division  of 


He  has 
Trichomonas 
vaginalis? 

Its  his  infection  but  her  problem... 


Men  with  trichomonal  infection  are 
virtually  always  asymptomatic,  which 
is  why  they  seldom  know  they  have 
the  disease.  But  many  do  have  it, 
nevertheless. 

Trichomonal  infection  is  so  com- 
mon that  estimates1  indicate  one  out 
of  every  four  women  of  reproductive 
age  has  the  disease.  Almost  half  of 
the  husbands  of  ivomen  infected  with 
Trichomonas  vaginalis  have  it , too.2  9 


CONCURRENT  THERAPY  WITH  FLAGYL  PROVIDES 
ALMOST  CERTAIN  CURE  FOR  BOTH  OF  THEM. 

• It  is  the  most  effective  drug  available  for  the  treatment  of 
trichomoniasis  in  both  men  and  women. 

• In  men,  it  eliminates  infection  from  the  genitourinary  tract. 

• In  women,  it  eliminates  trichomonal  infection  from  the  va- 
gina, the  paravaginal  crypts,  cavities,  and  glands. 

• Consistent  cure  rates  above  90  percent  are  to  be  expected. 
The  rate  often  approaches  100  percent. 

• Simple,  sure  treatment  for  women:  One  250-mg.  tablet  three 
times  daily  for  ten  days. 

• Simple,  sure  treatment  for  men:  One  250-mg.  tablet  twice 
daily  for  ten  days  concurrent  with  treatment  of  the  female 
partner. 

• Side  effects  are  generally  mild  and  infrequent. 

• Flagyl  is  economical  because  it  is  so  effective. 


Flagyl  can  cure  them  both. 

(metronidazole) 


Indications:  For  the  treatment  of  trichomo- 
niasis in  both  male  and  female  patients  and  in 
the  sexual  partners  of  patients  with  a recur- 
rence of  the  infection  provided  trichomonads 
have  been  demonstrated  by  wet  smear  or  cul- 
ture. The  oral  tablets  are  indicated  also  for 
acute  intestinal  amebiasis  (amebic  dysentery) 
and  amebic  liver  abscess. 

Contraindications:  Evidence  or  history  of 
blood  dyscrasia,  active  organic  disease  of  the 
CNS,  the  first  trimester  of  pregnancy  and  a 
history  of  hypersensitivity  to  metronidazole. 

Warnings : Use  with  discretion  during  the  sec- 
ond and  third  trimesters  of  pregnancy  and  re- 
strict to  those  pregnant  patients  not  cured  by 
topical  measures.  Flagyl  (metronidazole)  is 
secreted  in  the  breast  milk  of  nursing  mothers. 
It  is  not  known  whether  this  can  be  injurious 
to  the  newborn. 

Precautions:  Mild  leukopenia  has  been  re- 
ported during  Flagyl  use;  total  and  differen- 


tial leukocyte  counts  are  recommended  before 
and  alter  treatment  with  the  drug,  especially 
it  a second  course  is  necessary.  Avoid  alcoholic 
beverages  during  Flagyl  therapy  because  ab- 
dominal cramps,  vomiting  and  flushing  may 
occur.  Discontinue  Flagyl  promptly  if  abnor- 
mal neurologic  signs  occur.  Exacerbation  of 
moniliasis  may  occur.  In  amebic  liver  abscess, 
aspirate  pus  during  metronidazole  therapy. 

Adverse  Reactions : Nausea,  headache,  ano- 
rexia, vomiting,  diarrhea,  epigastric  distress, 
abdominal  cramping,  constipation,  a metallic, 
sharp  and  unpleasant  taste,  furry  or  sore 
tongue,  glossitis  and  stomatitis  possibly  asso- 
ciated with  a sudden  overgrowth  of  Alonilia, 
exacerbation  of  vaginal  moniliasis,  an  occa- 
sional reversible  moderate  leukopenia,  dizzi- 
ness, vertigo,  incoordination  and  ataxia, 
numbness  or  paresthesia  of  an  extremity,  fleet- 
ing joint  pains,  confusion,  irritability,  depres- 
sion, insomnia,  mild  erythematous  eruptions, 
“weakness,”  urticaria,  flushing,  dryness  of  the 


mouth,  vagina  or  vulva,  pruritus,  dysuria 
cystitis,  a sense  of  pelvic  pressure,  dyspareunia 
fever,  polyuria,  incontinence,  decrease  o 
libido,  nasal  congestion,  proctitis,  pyuria  am 
darkened  urine  have  occurred  in  patients  re 
ceiving  the  drug.  Patients  receiving  Flagy 
may  experience  abdominal  distress,  nausea 
vomiting  or  headache  if  alcoholic  beverage: 
are  consumed.  The  taste  of  alcoholic  bever 
ages  may  also  be  modified.  Flattening  of  thi 
T wave  may  be  seen  in  ECG  tracings. 
Dosage  and  Administration:  For  Tricho 
moniasis.  In  the  jemale:  One  250-mg.  table 
orally  three  times  daily  for  ten  days.  Course: 
may  be  repeated  if  required  in  especially  stub 
born  cases;  in  such  patients  an  interval  of  foui 
to  six  weeks  between  courses  and  total  and  dif 
ferential  leukocyte  counts  before,  during,  anc 
alter  treatment  are  recommended.  Vaginal  in 
serts  of  500  mg.  are  available  for  use,  particu 
larly  in  stubborn  cases.  When  the  vaginal  in 
serts  are  used,  one  500-mg.  insert  is  placed  higt 


[the  vaginal  vault  each  day  for  ten  days  and 
le  oral  dosage  is  reduced  to  two  250-mg.  tab- 
ts  daily  during  the  ten-day  course  of  treat- 
ment. Do  not  use  the  vaginal  inserts  as  the  sole 
arm  of  therapy.  In  the  male:  Prescribe  Flagyl 
nly  when  trichomonads  are  demonstrated  in 
le  urogenital  tract,  one  250-mg.  tablet  two 
mes  daily  for  ten  days.  Flagyl  should  be  taken 
|y  both  partners  over  the  same  ten-day  period 
hen  it  is  prescribed  for  the  male  in  conjunc- 
,on  with  the  treatment  of  his  female  partner. 

or  Amebiasis.  Adults:  For  acute  intestinal 
mebiasis,  750  mg.  orally  three  times  daily 
Dr  5 to  10  days.  For  amebic  liver  abscess,  500 
o 750  mg.  orally  three  times  daily  for  5 to  10 
ays.  Children:  35  to  50  mg. /kg.  of  body 
veight/24  hours,  divided  into  three  doses, 
rally  for  ten  days. 

Josage  forms:  Oral  tablets  250  mg. 

Vaginal  inserts  500  mg. 
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Pleural  effusion 


Wherever  it  hurts, 
Empirin  Compound  with 
Codeine  usually  provides 
the  relief  needed. 


Biliary  calculi 


#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


In  general,  only  pain  so  severe 
that  it  requires  morphine  is 
beyond  the  scope  of 
Empirin  Compound  with  Codeine. 

/fi*  prescribing  convenience: 


up  to  5 refills  in  6 months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 

Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2); 
No.  4,  codeine  phosphate* 

64.8  mg.  (gr.  l).*Warning— 
may  be  habit-forming.  Each 
tablet  also  contains:  aspirin 
gr.  3V2,  phenacetin  gr.  ZV2, 
caffeine  gr.  V2. 

I Burroughs  Wellcome  Co. 

FA  / Research  Triangle  Park 
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Secretary’s  Note:  Affirmative  action  by  the  House  on  the 
recommendations  of  the  Reference  Committee  was  taken 
unless  otherwise  specifically  reported. 

The  Opening  Session  of  the  House,  June  9,  1973 

The  Speaker  called  the  House  to  order  at  1:30  p.m.,  Sat- 
urday, June  9,  1973,  in  the  Follies  Room  of  the  Host  Inn, 
Harrisburg.  After  hearing  a report  from  the  chairman  of  the 
Committee  on  Credentials,  Mark  S.  Reed,  M.D.,  Berks 
County,  that  a quorum  was  present,  William  Y.  Rial,  M.D.. 
Delaware  County,  Speaker  of  the  House,  called  upon  Rev. 
Richard  B.  McCune,  director  of  pastoral  counseling,  Har- 
risburg Hospital,  and  consultant  to  the  Committee  on  Medi- 
cine and  Religion,  to  offer  the  invocation. 

Reading  of  the  Official  Call 

The  Speaker  read  excerpts  from  the  Official  Call  con- 
tained in  a letter  from  Raymond  C.  Grandon,  M.D., 
Dauphin  County,  secretary,  dated  April  2,  1973,  which 
states,  in  part, 

“At  its  meeting  on  March  14,  1973,  the  PMS  Board  of 
Trustees  took  the  following  action: 

"The  Board  determined  to  call  a special  meeting  of  the 
House  of  Delegates  sometime  in  late  spring,  1973,  to  deter- 
mine Society  policy  with  regard  to  PSRO  (Public  Law  92- 
603) . . 

“Determined  to  invite  the  presidents  of  hospital  medical 
staffs  in  Pennsylvania  to  the  special  session  of  the  House  at 
their  own  or  hospital  expense." 

The  purpose  of  the  session  is  to  consider  implementation 
of  Section  249-F  of  Public  Law  92-603,  referred  to  as  the 
Bennett  Amendment,  which  establishes  Professional  Stand- 
ards Review  Organizations  (PSROs)  throughout  the 
country.  Specifically,  the  House  of  Delegates  will  consider: 
(1)  Ramifications  of  the  law;  and  (2)  Formulation  of  a flex- 
ible plan  to  provide  for  orderly  implementation  of  the  law 
in  Pennsylvania."  (Copies  of  the  law  available  on  request) 

Report  of  Special  Committee  on  Rules 

Arthur  C.  Crovatto,  M.D.,  York  County,  chairman  of  the 
Special  Committee  on  Rules,  presented  the  following 
report: 

Mr.  Speaker,  the  committee  has  reviewed  the  six  standing 
rules  of  the  House  and  determined  that  certain  modifica- 
tions are  necessary  for  this  Special  Meeting.  The  committee, 
therefore,  submits  below  a set  of  special  rules  which  it  rec- 
ommends the  House  adopt  to  govern  the  conduct  of  this 
meeting. 

Secretary’s  Note:  The  secretary  of  the  Society  advises  us 
that  a majority  vote  is  required  to  adopt  these  rules. 

Rule  No.  1.  Order  of  Business 

First  Meeting 

1 . Call  to  Order 

2.  Report  of  Special  Committee  on  Credentials 

3.  Invocation 

4.  Reading  of  the  Official  Call 

5.  Report  of  Committee  on  Rules 

6.  Announcements  by  the  Speaker 

7.  Report  of  Board  of  Trustees 

8.  Introduction  of  Official  Reports  and  Resolutions 


9.  Special  Reference  Committee  on  Medical  Service 
Hearing 

Second  Meeting 

1 . Call  to  Order 

2.  Report  of  Special  Committee  on  Credentials 

3.  Introduction  of  additional  supplemental  reports  or  res- 
olutions 

4.  Report  of  Special  Reference  Committee  on  Medical 
Service 

5.  Announcements 

6.  Adjournment 

Rule  No.  2.  Procedure  for  Submitting  Resolutions 

As  mandated  in  Section  3 of  Article  VII  of  the  Constitu- 
tion, resolutions  submitted  for  consideration  by  a special 
session  of  the  House  must  pertain  to  the  matter  expressly 
stated  in  the  Call  for  the  special  session. 

Resolutions  may  be  submitted  at  any  time  prior  to  the 
special  meeting  of  the  House.  Those  received  prior  to  thirty 
days  before  the  session  shall  be  duplicated  and  included  in 
the  mailing  of  agenda  materials.  Those  which  arrive  after 
the  mailing  but  prior  to  the  opening  of  the  House  of  Dele- 
gates shall  be  distributed  at  registration  and  require  a two- 
thirds  favorable  vote  of  the  members  of  the  House  present 
and  voting  at  the  first  meeting  of  the  House  to  become  the 
business  of  the  House.  Any  resolutions  submitted  after  the 
House  of  Delegates  has  convened  will  require  a three- 
fourths  favorable  vote  of  the  members  of  the  House  present 
and  voting  to  become  the  business  of  the  House. 

All  resolutions  must  be  introduced  by  a member  of  the 
House  of  Delegates  acting  in  his  own  behalf  or  for  the  com- 
ponent county  medical  society  or  specialty  society  he  repre- 
sents. Resolutions  emanating  from  and  approved  by  the 
Board  of  Trustees  may  be  submitted  directly  to  the  House 
of  Delegates  at  any  time  prior  to  or  during  the  session,  at 
the  discretion  of  the  Speaker. 

All  resolutions  are  to  be  submitted  to  the  Secretary  of 
this  Society  in  eight  copies. 

The  Speaker  of  the  House  of  Delegates  during  the  Ses- 
sion of  the  House  shall  have  the  right  to  declare  any  resolu- 
tion out  or  order  in  accordance  with  the  principles  of 
"Sturgis  Standard  Code  of  Parliamentary  Procedure." 

All  resolutions  submitted  to  the  Special  Session  of  the 
House  of  Delegates  must  concern  the  business  before  the 
House  as  stated  in  the  Official  Call. 

Rule  No.  3.  Procedure  for  Review  of  Reference  Committee 

Reports 

The  legal  counsel  and  the  executive  vice  president  of  this 
society,  or  their  designated  representatives,  shall  review 
without  the  right  of  censorship,  each  reference  committee 
report  and  inform  the  chairman  of  the  reference  committee 
and  the  Speaker  of  any  possible  implicating  statements  or 
recommendations.  This  rule  shall  not  prevent  a reference 
committee  from  submitting  any  reports  that  it  deems 
proper. 

Rule  No.  4.  Actions  of  House  in  Effect  until  Altered  by 

House 

Any  resolution  or  other  action  of  this  House  of  Delegates 
shall  remain  in  effect  until  countermanded  or  altered  by  the 
House  of  Delegates  unless  otherwise  specified  in  the  body 
of  the  original  action  taken  by  the  House  of  Delegates. 
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Announcements 

Dr.  Rial  introduced  the  officers  of  the  Society,  members 
of  the  Judicial  Council,  and  members  of  the  Board  of  Trus- 
tees and  Councilors.  He  also  greeted  the  invited  guests  to  the 
meeting,  the  presidents  of  hospital  medical  staffs,  and  asked 
them  to  rise  and  be  recognized. 

Dr.  Rial  indicated  that  he  had  appointed  for  the  special 
session.  Tellers,  a Rules  Committee,  a Credentials  Com- 
mittee, and  a Special  Reference  Committee  on  Medical  Serv- 
ice. These  committees  were  appointed  to  function  for  the  du- 
ration of  the  special  session.  It  was  noted  that  the  customary 
committees  for  the  annual  meeting  in  Philadelphia  have  also 
been  appointed.  As  a result  of  the  two  sessions  of  the  House 
in  1 973  it  will  be  possible  for  almost  every  county  medical  so- 
ciety to  have  a delegate  serve  on  one  of  the  committees  of  the 
House. 

Acceptance  of  Reports  and  Resolutions 

I he  materials  in  the  Delegates'  Packets  were  accepted  as 
the  official  business  of  the  House.  This  consisted  of  the  fol- 
lowing: 

Report  of  the  Council  on  Medical  Service,  dated  June  9. 
Minority  Report  of  the  Council,  by  John  L.  Steigerwalt, 
M.D.,  Montgomery  County. 

Resolution  73-S-l:  Professional  Standards  Review  Or- 
ganization. 

Resolution  73-S-2:  PSRO,  The  Bennett  Amendment. 
Resolution  73-S-3:  Philadelphia  Area  PSRO  Boundary. 
Resolution  73-S-4:  Provisions  relating  to  multiple  staff 
appointments,  hospital  affiliation  and  parity  of  PSROs. 
Resolution  73-S-5:  Pennsylvania  Medical  Care  Founda- 
tion, PSRO  coordinator  in  Commonwealth. 

Resolution  73-S-6:  Adoption  of  PSRO  Organizational 
Principles  by  HEW. 

Resolution  73-S-7:  Establishing  a Professional  Standards 
Review  Organization  in  Southcentral  Pennsylvania. 
Secretary’s  Note:  A copy  of  Section  249-F  of  Public  Law 
92-603  was  included  in  the  packet. 

The  following  resolutions,  received  after  May  8, 
requiring  a two-thirds  vote  were  accepted  as  the  business 
of  the  House: 

73-S-8:  PSRO 

73-S-9:  Professional  Standards  Review  Organization 
73-S-10:  Professional  Standards  Review  Organization 
73-S-l  1:  Professional  Standards  Review  Organization 
73-S-12:  Secretary's  Note:  Resolution  was  not  introduced 
73-S-l 3:  Pennsylvania  Medical  Care  Foundation  Bylaws 

Announcements 

The  Speaker  noted  that  the  appointments  to  the  special 
House  committees  were  listed  on  a special  sheet  in  the  Dele- 
gates’ Packet: 

Special  Committee  on  Credentials 

John  D.  Alexander,  M.D.  (Philadelphia) 

William  F.  Baird,  M.D.  (Greene) 

George  Berg,  M.D.  (Allegheny) 

Ling  G.  Wong,  M.D.  (Centre) 

Joseph  W.  Fisher,  M.D.  (Northampton)  Alternate 
Mark  S.  Reed,  M.D.  (Berks)  Chairman 


Special  Committee  on  Rules 

Robert  W.  Allen,  M.D.  (Mercer) 

Joseph  V.  Caliguiri,  M.D.  (Allegheny) 

John  Helwig,  M.D.  (Philadelphia) 

J.  Campbell  Martin,  M.D.  (Columbia) 

O.  K.  Stephenson,  M.D.  (Perry)  Alternate 
Arthur  C.  Crovatto,  M.D.  (York)  Chairman 
Special  Reference  Committee  on  Medical  Service 
J.  Scott  Hommer,  M.D.  (Family  Practice) 

F.  Peter  Kohler,  M.D.  (Delaware) 

Richard  N.  McGarvey,  M.D.  (Allegheny) 

Brooke  Roberts,  M.D.  (Philadelphia) 

John  H.  Shugert,  M.D.  (Beaver)  Alternate 
James  A.  Collins,  Jr.,  M.D.  (Montour)  Chairman 
Tellers 

Eugene  W.  Herron,  M.D.  (Westmoreland) 

J.  Preston  Hoyle,  M.D.  (Union) 

Michael  D.  McGuire,  M.D.  (Montgomery) 

Richard  A.  Peters,  M.D.  (Warren) 

David  A.  Smith,  M.D.  (Dauphin) 

John  W.  Mills,  M.D.  (Indiana) 

Arthur  W.  Sherwood,  M.D.  (Wyoming)  Chairman 

Panel 

John  B.  Lovette,  M.D.,  Cambria  County,  vice  speaker, 
stated: 

"In  planning  this  special  session  of  the  House  we  were 
particularly  concerned  that  we  base  our  decisions  on  fact — 
not  rumor  or  hearsay.  For  that  reason  we  invited  a panel  of 
experts  to  bring  us  first  hand  the  latest  information  on  the 
Bennett  Amendment. 

Each  of  the  panelists  has  been  asked  to  give  a brief,  ten  to 
twelve  minute  presentation.  We  will  request  that  you  not 
ask  questions  at  the  conclusion  of  each  presentation.  In- 
stead we  believe  we  should  hear  all  the  presentations,  then 
recess  briefly  so  that  the  reference  committee  may  assemble. 
Then  when  the  reference  committee  hearing  is  opened,  the 
panelists  will  be  available  to  answer  questions. 

As  you  know,  the  Bennett  Amendment  had  its  genesis  in 
the  Senate  Finance  Committee.  To  give  us  some 
background  on  the  thinking  that  went  into  the  Law,  we 
have  invited  James  J.  Mongan,  M.D.,  a member  of  the 
Senate  Finance  Committee  staff.  Dr.  Mongan  received  his 
M.D.  degree  from  Stanford  University  in  1967  and 
completed  an  internship  at  the  Kaiser  Foundation  Hospital 
in  San  Francisco  in  1968.  Following  that  he  served  for  two 
years  with  the  U.S.  Public  Health  Service  in  the  Denver 
Regional  Office.  For  the  past  three  years  he  has  been  a pro- 
fessional staff  member  of  the  Senate  Finance  Committee 
working  on  medicare,  medicaid,  and  national  health  insur- 
ance legislation. 

At  this  time  I will  ask  Dr.  Mongan  to  come  up  to  the  ros- 
trum to  give  his  remarks.” 

Secretary  s Note:  A recording  of  the  panelist’s  remarks  is  at- 
tached to  the  file  copy  of  the  Proceedings. 

The  principal  points  of  Dr.  Mongan’s  talk  were  as 
follows:  (l)Only  physicians  will  make  judgments  with 
regard  to  physicians’  services;  (2)  Only  physician  organi- 
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zations  may  do  the  reviewing;  (3)  Review  is  by  area 
rather  than  by  individual  hospital,  to  avoid  the  conflict  of 
interest  which  occurs  within  the  individual  institution; 
(4)  Reviewers  rotate  widely  to  enhance  the  educational 
effect  of  peer  review;  (5)  Review  is  limited  to  whether  the 
services  are  necessary  and  whether  they  meet  appropriate 
quality  standards;  (6)  The  amendment  calls  for  regional 
norms;  (7)  A state  council  coordinates  the  activities  of 
the  PSROs  in  the  state. 

Dr.  Mongan  noted  that  the  Bennett  Amendment  per 
se,  does  not  give  to  the  government  any  new  review  powers 
that  it  did  not  already  have  under  existing  legislation.  The 
principal  feature  of  the  amendment  is  to  provide  practicing 
physicians  with  the  first  option  of  reviewing  the  necessity 
and  appropriateness  of  care  being  purchased  by  the  Govern- 
ment. 

Objections  to  the  bill  and  resulting  compromises  were 
reviewed: 

1.  Hospitals  viewed  the  Bennett  Amendment  as  a threat 
to  the  integrity  of  their  medical  staffs  and  their  utilization 
review  committees.  The  law  was  amended  to  provide  that 
the  PSRO  must  take  into  account  hospital  utilization  review 
committees  and  if  they  are  doing  a good  job  utilize  their 
services. 

2.  There  was  an  attempt  to  insert  consumers  into  the 
Bennett  Amendment.  This  was  defeated  and  the  final  ver- 
sion of  the  bill  carries  no  role  for  consumers. 

3.  The  mission  of  the  Bennett  Amendment  is  limited  to 
determining  the  medical  necessity  and  quality  of  services 
provided. 

4.  The  use  of  norms  gave  rise  to  the  charge  of  “cookbook 
medicine.”  Norms  were  retained  to  facilitate  objective 
review.  The  norms  are  intended  to  be  checkpoints  for  the 
review  of  cases. 

5.  There  was  a strong  debate  over  the  size  of  review  or- 
ganizations and  whether  they  should  be  statewide.  The  goal 
of  the  Senate  Finance  Committee  was  to  have  practicing 
physicians  deeply  involved  in  the  review  process.  To 
achieve  this,  the  committee  envisioned  relatively  small 
PSROs  running  in  the  neighborhood  of  1,500  to  2,000 
physicians. 

In  conclusion.  Dr.  Mongan  indicated  that  the  Senate  Fi- 
nance Committee  would  be  watching  the  Bennett  Amend- 
ment very  carefully  to  see  whether  its  legislative  intent  ma- 
terializes. There  was  also  an  indication  that  the  committee 
would  seek  amendments  if  they  felt  them  necessary  to  in- 
sure effective  peer  review. 

Dr.  Lovette,  in  introducing  the  next  member  of  the  panel, 
stated  that,  “The  Office  of  Professional  Standards  Review 
of  HEW  will  be  responsible  for  administering  the  Bennett 
Amendment.  William  I.  Bauer,  M.D.,  the  director  of  that 
office,  is  unable  to  attend  the  special  meeting  of  the  House, 
but  has  sent  as  his  representative  John  Farrell,  M.D.,  a sen- 
ior member  of  his  staff.  Dr.  Farrell,  born  in  Denver, 
Colorado,  received  his  M.D.  degree  from  the  Medical 
School  of  the  State  University  of  New  York  and  holds 
board  certification  in  OB-GYN.  He  practiced  OB-GYN  in 
Stamford,  Connecticut,  and  is  presently  Assistant  Director, 
External  Affairs,  Office  of  Professional  Standards  Review, 
Office  of  the  Secretary,  Department  of  Health,  Education 
and  Welfare. 

Dr.  Farrell,  noting  that  the  health  profession  is  being 


asked  to  measure  the  quality  of  its  product,  observed  that 
this  is  not  an  entirely  new  idea,  but  something  which  has 
been  done  informally  for  a number  of  year.  Now  it  is  to  be 
formalized. 

According  to  Dr.  Farrell,  the  models  for  the  current  leg- 
islation were  the  foundations  for  medical  care  on  the  West 
Coast,  which  have  found  a good  balance  between  cost  and 
quality  review.  The  Bennett  Amendment  is  an  attempt  to 
extend  this  concept  nationwide. 

For  administrative  purposes,  the  program  has  been  put  in 
the  assistant  secretary’s  office.  The  goal  is  to  keep  it  a health 
program  rather  than  an  insurance  program.  There  is  also 
the  need  to  coordinate  a number  of  government  agencies  if 
the  law  is  to  be  administered  effectively. 

It  was  noted  that  regulations  will  be  slow  in  coming  out. 
The  department  does  not  intend  to  rush  into  print,  but  in- 
stead will  ask  major  organizations  for  their  input. 

Two  problems  delaying  establishment  of  PSROs  are  area 
designations  and  funding  from  Congress. 

It  was  reported  that  the  secretary  of  HEW  has  appointed 
the  National  Professional  Standards  Review  Council  com- 
posed of  eleven  physicians,  most  of  whom  represent  na- 
tional professional  associations,  from  over  200  nomina- 
tions. Raymond  J.  Saloom,  D.O.,  president  of  the  Pennsyl- 
vania Osteopathic  Medical  Association,  is  the  sole  Pennsyl- 
vanian appointed  to  the  council.  Its  first  meeting  was  to  be 
held  in  July. 

With  regard  to  the  PSRO  area  designations,  the  depart- 
ment has  drawn  up  tentative  boundaries  which  will  be  dis- 
tributed by  HEW  regional  offices  for  comment  by  interest- 
ed parties. 

Dr.  Lovette  introduced  Russell  B.  Roth,  M.D.,  by  stating: 
“As  you  know,  the  AMA  has  determined  to  exert  its  influ- 
ence upon  the  federal  government  so  that  administration  of 
the  Bennett  Amendment  may  be  a cooperative  venture. 
Here  to  brief  us  on  the  AMA’s  policy  and  progress  is  a 
physician  who  needs  no  introduction  to  this  House.  The 
next  President  of  the  AMA,  Dr.  Russell  B.  Roth,  from 
Erie." 

By  way  of  background.  Dr.  Roth  indicated  that  although 
the  AMA  testified  in  opposition  to  the  Bennett  Amendment 
it  has  subsequently  determined  to  exert  its  influence  on  the 
implementation  of  the  law.  Dr.  Roth  noted  that  he  has  trav- 
eled across  the  country  as  a member  of  the  EMCRO  (Ex- 
perimental Medical  Care  Review  Organizations)  Steering 
Committee  looking  at  the  prototypes  of  PSROs,  with  partic- 
ular attention  to  the  role  of  the  computer  in  these  experi- 
ments. 

Dr.  Roth  emphasized  that  peer  review,  when  it  is  done, 
for  whatever  program,  should  be  done  well.  He  expressed  a 
further  apprehension  about  the  state  of  the  art  at  this  time 
in  history.  Three  aspects  of  peer  review  were  cited  by  Dr. 
Roth:  (1)  What  the  legislators  intended  that  it  should  do; 

(2)  What  the  medical  profession  would  like  it  to  do;  and 

(3)  What  it  can,  in  fact,  be  made  to  do. 

Dr.  Roth  noted  the  difficulties  in  coming  up  with  stand- 
ards and  stressed  the  need  for  flexibility  on  the  part  of  gov- 
ernment in  administering  the  law. 

Dr.  Roth  visualized  the  process  of  applying  peer  review 
as  being  possible  in  three  different  ways:  ( 1 ) pre-admission 
certification;  (2)  on  site,  in-process  review;  and  (3)  retro- 
spective review. 
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He  observed  that  the  best  hope  of  accomplishing  the  law 
would  seem  to  lie  in  pre-admission  certification.  Retrospec- 
tive review  leads  to  retroactive  denials  and  does  not  solve 
the  burden  of  paying  for  unnecessary  hospitalization.  In- 
house  concurrent  review  is  expensive.  Staffing  concurrent 
review  is  a problem  involving  such  questions  as  the  use  of 
nurse-coordinators,  physicians,  and  the  remuneration  rates 
for  such  activities.  Some  new  legal  problems  were  also  for- 
seen. 

Dr.  Roth  summarized  the  AMA's  position  as  the  follow- 
ing: “Inasmuch  as  the  law  has  been  passed  and  its  objectives 
are  good,  it  will  be  necessary  to  forget  about  any  possible 
prematurity,  and  to  help  insure  to  the  public  that  a dollar 
spent  shall  be  a dollar  well  spent.” 

In  introducing  the  next  panelist,  Dr.  Lovette  said: 
"Medicaid  is  another  aspect  of  PSRO  in  which  we  have  a 
strong  interest.  Here  to  describe  the  relationship  between 
the  Bennett  Amendment  and  the  Department  of  Public 
Welfare  is  William  B.  Beach,  Jr.,  M.D.,  deputy  secretary  for 
Mental  Health  and  Medical  Services.  Dr.  Beach  is  a native 
Pennsylvanian,  having  been  born  in  Scranton.  He  received 
his  M.D.  degree  from  the  University  of  Chicago  School  of 
Medicine  in  1947.  Dr.  Beach  is  a board-certified  psychia- 
trist and  was  deputy  director  of  the  Department  of  Mental 
Hygiene  in  California  before  assuming  his  current  position 
here  in  Pennsylvania.” 

Dr.  Beach  reported  establishing  a backgrounding  pro- 
gram for  himself  and  members  of  his  staff  in  the  area  of 
peer  review,  with  a view  to  gearing  up  the  department  for 
future  implementation  of  the  Bennett  Amendment.  Mention 
was  made  of  the  great  problems  in  PSRO  as  it  applies  to  in- 
stitutions for  the  mentally  ill  and  retarded. 

Dr.  Beach  noted  the  apparent  shortcomings  of  certain  ex- 
isting state  review  programs,  but  emphasized  that  the 
Legislature  requires  fiscal  accountability  by  the  department. 

It  was  noted  that  the  Bennett  Amendment  will  provide  an 
opportunity  to  move  review  away  from  Harrisburg  back  to 
local  areas  to  postulate  standards  and  to  have  the  review 
done  by  practicing  physicians.  These  were  viewed  as  advan- 
tages by  Dr.  Beach. 

It  was  reported  that  implementation  of  the  Bennett 
Amendment  in  the  medical  assistance  program  must  be  in  an 
orderly  stepwise  fashion.  To  achieve  this,  members  of  Dr. 
Beach's  staff  have  been  designated  to  provide  liaison  to  the 
Pennsylvania  Medical  Care  Foundation.  Allegheny  County 
was  cited  as  an  area  in  which  the  department  hopes  to  phase 
in  PSRO. 

In  introducing  the  final  member  of  the  panel,  Dr.  Lovette 
stated:  “The  last  member  of  the  panel  needs  no  introduction 
to  the  PMS  House  of  Delegates.  He  is  Matthew  Marshall, 
Jr.,  M.D.,  from  Allegheny  County,  a member  and  past 
chairman  of  the  Council  on  Medical  Service  and  currently 
president  of  the  Pennsylvania  Medical  Care  Foundation. 
Dr.  Marshall  will  discuss  the  Foundation's  relationship  to 
the  Bennett  Amendment.” 

After  noting  that  the  business  of  attempting  to  control 
costs  and  monitor  quality  leads  to  a great  deal  of  frustra- 
tion, Dr.  Marshall  observed  that  historically  the  purchaser 
of  services  has  been  able  to  “call  the  tune”  and  that  up  until 
the  passage  of  the  Bennett  Amendment,  the  authority  to  es- 
tablish the  rules  of  the  game  has  resided  either  with  insur- 
ance companies  or  with  government.  With  the  Bennett 


Amendment,  for  the  first  time,  physicians  are  to  have  the 
opportunity  to  determine  the  necessity  and  standards  of 
quality  medical  care. 

There  was  also  recognition  of  the  fact  that  fiscally  sound 
hospitals  are  a prerequisite  to  the  practice  of  modern  medi- 
cine and  that  retroactive  denials  pose  a significant  financial 
threat  to  hospitals  in  Pennsylvania. 

The  point  was  made  that  under  present  Department  of 
Welfare  methods  of  operation,  the  criteria  by  which  denials 
are  made  are  known  only  to  the  department.  Such  would 
not  be  the  case  under  the  Bennett  Amendment.  Alternatives 
to  the  Bennett  Amendment  were  noted,  such  as  the 
proposed  intermediary  letter  from  the  Social  Security  Ad- 
ministration which  would  require  physicians  to  document 
the  need  for  hospitalization  of  medicare  patients  and  subject 
such  documentation  to  the  scrutiny  of  the  utilization  review 
committee. 

At  the  conclusion  of  the  presentation  by  the  panel  at  3:30 
p.m.,  the  House  recessed.  At  3:45  p.m.  the  Special  Refer- 
ence Committee  on  Medical  Service  began  its  hearing  in  the 
Follies  Room.  The  hearing  concluded  at  6:00  p.m. 


Second  Session  of  the  House,  Sunday,  June  10,  1973 

The  second  session  of  the  House  was  called  to  order  at 
9:05  a.m.,  Sunday,  June  10,  1973,  in  the  1776  Ballroom  of 
the  Host  Inn,  Harrisburg.  Mark  S.  Reed,  M.D.,  Berks 
County,  chairman.  Committee  on  Credentials,  reported  a 
quorum  present.  Note  was  made  of  the  attendance  of  the 
delegates  from  the  specialty  societies  for  the  first  time  and 
of  the  presence  as  visitors  of  presidents  of  hospital  medical 
staffs. 

Report  of  the  Special  Reference  Committee  on  Medical 

Service 

James  A.  Collins,  Jr.,  M.D.,  Montour  County,  chairman, 
presented  the  following  report  of  the  committee: 

“Mr.  Speaker  and  members  of  the  House  of  Delegates: 
The  Special  Reference  Committee  on  Medical  Service  has 
considered  all  of  the  reports  and  resolutions  listed  in  the 
index. 

The  Reference  Committee  concluded  that,  in  general, 
there  is  little  difference  between  the  intent  of  the  council’s 
report  and  the  Minority  Report  of  Dr.  Steigerwalt.  The  Ref- 
erence Committee  agreed  that  the  approach  for 
implementing  Public  Law  92-603  recommended  in  each 
report  differs  primarily  in  the  organizational  structure  of 
the  governing  body.  The  background  as  provided  in  the 
council’s  report  and  recognition  of  the  previous  House  ac- 
tions guided  the  Reference  Committee  in  preparing  this 
report.  Your  Reference  Committee  agreed  with  the  general 
philosophy  of  the  council’s  report  and  based  the  recommen- 
dations contained  in  this  report  on  that  premise. 

Report  of  the  Council  on  Medical  Service 

The  Reference  Committee  concurred  with  the  basic  in- 
tent of  the  recommendation  set  forth  on  page  4 of  the 
council’s  report.  However,  it  was  our  judgment  that  the  fol- 
lowing amended  recommendation  would  fulfill  the  council's 
intent: 
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Your  Reference  Committee  recommends  that  the 
House  of  Delegates  reaffirm  the  Society’s  concept  of 
physician  self-regulation  as  set  forth  in  Section  249F 
(Bennett  Amendment)  of  Public  Law  92-603. 

Mr.  Speaker,  your  Reference  Committee  RECOM- 
MENDS the  adoption  of  this  amended  recommendation. 

Your  Reference  Committee  concurs  with  the  council's 
position  that  basic  principles  should  be  adopted  by  the 
House  of  Delegates  to  serve  as  guidelines  for  various  com- 
ponents of  organized  medicine  in  Pennsylvania  in  the  or- 
ganization and  operation  of  peer  review  programs.  These 
general  principles  of  peer  review  are  contained  on  pages  9 
and  10  of  the  council’s  report.  Your  Reference  Committee 
believes  that  Item  3-b  on  page  9 should  be  amplified  as 
follows: 

The  peer  review  process  should  include  prospective 
review  procedures  to  avoid  retroactive  patient  liability  or 
non-payment  to  providers.  Such  process  must  be  as 
simple  as  possible  to  prevent  a detraction  from  patient 
care.  This  process  must  be  carried  out  at  the  local  level  to 
better  assure  its  acceptance  and  operational  effectiveness. 
The  Reference  Committee  also  concluded  that  Item  3-i 
should  be  amplified  as  follows: 

Appeal  mechanisms  do  exist. 

Recommendation  of  peer  review  committees  must  be 
followed  to  avoid  a waste  of  valuable  professional  time. 
The  Reference  Committee  accepts  the  concept  of  the 
general  principles  of  peer  review  as  Society  guidelines. 
The  committee  would  hope  that  the  intent  of  Section 
1 156  of  the  Bennett  Amendment  (Norms  of  Health  Care 
Services)  in  allowing  local  decisions  and  option  would 
prevail. 

Mr.  Speaker,  your  Reference  Committee  RECOM- 
MENDS the  approval  of  the  Council  Recommendation 
on  page  10  of  the  council  report  and  this  portion  of  the 
Reference  Committee  report. 

The  council  has  concluded  that  the  organizational  struc- 
ture and  the  operational  format  of  the  Pennsylvania  Medi- 
cal Care  Foundation  will  provide  an  effective  means  for  ad- 
vising the  medical  profession  in  Pennsylvania  on  the 
implementation  of  the  Bennett  Amendment.  Based  on  the 
Reference  Committee’s  interpretation  of  the  Law  (Section 
1 162),  the  official  organization  responsible  for  coordinating 
and  supervising  local  PSROs  is  a state  council  and  not  the 
Foundation.  Therefore,  the  Reference  Committee  changed 
this  recommendation  to  be  consistent  with  our  interpreta- 
tion. The  Reference  Committee  recommends  the  following 
amended  council  recommendation  which  begins  on  the 
bottom  of  page  1 1 : 

The  Council  on  Medical  Service  RECOMMENDS 
that  the  House  of  Delegates  designate  the  Pennsylvania 
Medical  Care  Foundation  as  the  official  organization 
responsible  for  assisting  in  an  advisory  capacity  in  the 
implementation  of  the  Bennett  Amendment  in  Pennsyl- 
vania. 

Mr.  Speaker,  your  Reference  Committee  RECOM- 
MENDS the  adoption  of  the  amended  Council  Recom- 
mendation. 


The  Reference  Committee  concurs  with  the  council  that 
in  order  for  peer  review  programs  to  be  effective,  they  must 
be  operated  at  a local  level  with  direct  participation  by 
physicians  and  other  providers  within  the  area.  However,  in 
order  to  assist  local  areas  in  meeting  their  responsibilities, 
the  Pennsylvania  Medical  Care  Foundation  can  provide  as- 
sistance and  guidance  in  the  development  of  the  local  peer 
review  units.  The  council  recommendation  that  appears  on 
page  12  of  its  report  has  been  amended  by  the  Reference 
Committee  as  follows: 

The  Council  on  Medical  Service  RECOMMENDS 
that  the  House  of  Delegates  direct  the  Pennsylvania  Med- 
ical Care  Foundation  to  assume  the  following  responsi- 
bilities: 

1.  Advise  in  the  development  and  revision  of  medical 
care  criteria  through  the  Council  on  Medical  Service’s 
Specialty  Advisory  Committees  and/or  the  appropriate 
State  Specialty  Society. 

2.  Facilitate  the  research,  development,  and  testing  of 
peer  review  systems  and  procedures  necessary  for  local 
units  to  comply  with  the  provisions  of  the  Bennett 
Amendment. 

3.  Provide  assistance  to  county  medical  societies  or 
groups  of  county  medical  societies  in  establishing  the 
organizational  format  and  operational  procedures  for 
locally  operated  peer  review  programs. 

4.  Aid  in  the  Development  of  the  managerial  structure 
and  make  available  consultative  administrative  per- 
sonnel necessary  for  the  effective  operation  and  coor- 
dination of  local  units. 

It  was  the  opinion  of  the  Reference  Committee,  based  on 
its  interpretation  of  the  Law  that  Items  5 and  6 of  the 
council’s  report  would  be  the  responsibility  of  a statewide 
council  and  would  not  be  a function  of  the  Foundation  and, 
therefore,  were  deleted. 

Mr.  Speaker,  your  Reference  Committee  RECOM- 
MENDS the  adoption  of  the  amended  Council  Recom- 
mendation. 

Minority  Report  of  John  L.  Steigerwalt,  M.D. 

Member  of  the  Council  on  Medical  Service 

Mr.  Speaker,  in  view  of  the  Reference  Committee’s  ac- 
ceptance of  the  report  of  the  Council  on  Medical  Service 
as  revised,  the  committee  RECOMMENDS  REJECTION 
of  the  Minority  Report. 


Resolution  73-S-l 

Subject:  Professional  Standards  Review  Organization 
Introduced  by:  William  A.  Rusin,  M.D.,  in  behalf  of  the 
Board  of  Directors,  Luzerne  County  Medi- 
cal Society 

Author:  William  A.  Rusin,  M.D. 

WHEREAS,  The  Professional  Standards  Review  Organi- 
zation, as  outlined  in  Public  Law  92-603,  establishes  a gov- 
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ernment  rulebook  to  categorize  medical  situations  and  dic- 
tate medical  decisions  in  compliance  with  regulations 
approved  and  promulgated  by  PSRO  under  penalty  of  fines 
and  suspensions;  and 

WHEREAS.  By  its  very  nature  a book  of  rules  is  incom- 
patible with  good  medical  care;  it  introduces  bureaucratic, 
or  worse,  political  intervention  into  the  medical  decision- 
making process;  it  stifles  innovation  and  impairs  personal- 
ized care;  and 

WHEREAS,  PSRO  invades  the  confidentiality  of  patient 
medical  records  and  gives  government  agents  free  access 
into  physicians'  offices;  and 

WHEREAS,  PSRO  has  failed  to  provide  any  economic 
justifications  for  its  existence;  and 

WHEREAS,  In  Complying  with  PSRO,  a doctor  would 
act  contrary  to  Section  6 of  the  Code  of  Medical  Ethics 
which  states,  a physician  should  not  dispose  of  his  services 
under  terms  or  conditions  which  tend  to  interfere  with  or 
impair  the  free  and  complete  exercise  of  his  medical 
judgement  and  skill  or  tend  to  cause  a deterioration  of  the 
quality  of  medical  care,”;  and 

WHEREAS,  The  purpose  of  peer  review  is  improvement 
of  medical  care  and  the  continued  education  of  physicians; 
therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society 
shall  not  participate  in  any  program  of  the  Professional 
Standards  Review  Organization,  detailed  in  the  Bennett 
Amendment  of  Public  Law  92-603;  and  be  it  further 

RESOLVED,  That  the  Pennsylvania  Medical  Society 
declares  it  unethical  and  forbids  the  officers  of  the  Pennsyl- 
vania Medical  Society,  in  the  name  of  the  Society,  to  enter 
into  agreement  or  contract  with  the  Secretary  of  HEW  or 
any  other  government  agency  or  third  party  for  the  purpose 
of  PSRO;  and  be  it  further 

RESOLVED,  That  the  Pennsylvania  Medical  Society 
members  continue  to  uphold,  implement,  and  improve  our 
present  professional  quality  peer  review  system  consisting 
of  the  committees  of  our  state  and  local  medical  societies 
and  the  numerous  peer  review  committees  of  the  various 
hospital  medical  staffs. 

Your  Reference  Committee  believes  that  Resolution  73- 
S-l  is  in  conflict  with  the  Council  on  Medical  Service 
report. 

Mr.  Speaker,  your  Reference  Committee  RECOM- 
MENDS THE  REJECTION  of  Resolution  73-S-l. 


Resolution  73-S-2 

Subject:  PSRO,  The  Bennett  Amendment 
Introduced  by:  Herbert  Fellerman,  M.D.,  delegate,  Luzerne 
County 

Author:  Herbert  Fellerman,  M.D. 

WHEREAS,  PSRO  or  the  Bennett  Amendment  has  been 
legislated,  and  there  arise  serious  questions  in  the  minds  of 
physicians  as  to  its  practical  value,  and  to  its  legality; 
therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society 
submit  to  the  House  of  Delegates  of  the  American  Medical 
Association,  a resolution,  requesting  that  the  American 
Medical  Association  withdraw  its  support  of  PSRO, 
legislated  by  the  Bennett  Amendment,  and  that  the  Ameri- 


can Medical  Association  undertake  the  dissolution  of  PSRO 
by  legislative  repeal,  or  by  judicial  review  of  its  constitu- 
tionality. 

It  is  the  judgment  of  the  Reference  Committee  that  this 
resolution  is  in  conflict  with  the  intent  of  previous  actions 
of  the  House  of  Delegates  supporting  the  Bennett  Amend- 
ment. Based  upon  testimony  presented,  the  Reference  Com- 
mittee anticipates  the  testing  of  the  legality  of  the  PSRO 
legislation  by  other  State  Medical  Societies  and/or  other 
medical  organizations.  Your  Reference  Committee  suggests 
that  the  American  Medical  Association  keep  its  members 
apprised  of  developments  in  this  area  and  periodically  in- 
form its  constituents  of  the  status  of  any  litigation. 

Mr.  Speaker,  your  Reference  Committee  RECOM- 
MENDS THE  REJECTION  of  Resolution  73-S-2. 

Resolution  73-S-8 

Subject:  PSRO 

Introduced  by:  Patrick  J.  McDonough,  M.D.,  delegate, 
Allegheny  County 

Author:  Patrick  J.  McDonough,  M.D. 

WHEREAS,  PSRO  provides  that  a committee  can  over- 
ride the  professional  judgment  of  a physician  even  to  the 
point  of  a tine  of  $5,000  for  non-compliance;  and 

WHEREAS,  The  United  States  Supreme  Court  has 
decided  that  no  committee  can  properly  reverse  the  profes- 
sional decision  of  a physician  freely  arrived  at  in  consulta- 
tion with  his  patient;  and 

WHEREAS,  It  is,  therefore,  highly  probable  that  PSRO 
is  unconstitutional;  and 

WHEREAS,  PSRO  purports  to  be  able  to  control  costs 
even  though  most  other  methods  involving  government 
control  increase  costs;  and 

WHEREAS,  Senator  Bennett,  author  of  PSRO,  when 
commenting  on  the  AMA  s desire  to  have  peer  review 
carried  out  by  state  medical  societies  said,  “The  government 
cannot  delegate  wide  authority  over  governmental  pro- 
grams to  essentially  private  organizations.”;  and 

WHEREAS,  This  statement  indicates  that,  contrary  to 
the  tond  but  naive  hope  that  the  medical  profession  can 
control  PSRO,  big  government  intends  to  handle  the  reins; 
and 

WHEREAS,  Senator  Bennett  has  already  prejudged  the 
medical  profession  to  have  failed  if  PSRO  does  not  work,  as 
indicated  by  his  remark,  “Failure  should  result  ONL  Y from 
a lack  of  will  on  the  part  of  physicians.”;  and 

WHEREAS,  Opposition  to  PSRO  is  gaining  momentum 
as  a legitimate  response  to  the  law  as  evidenced  by  formal 
resolutions  of  opposition  by  the  state  medical  societies  of 
Louisiana,  Oklahoma,  Texas  and  Nebraska;  therefore  be  it 

RESOLVED,  That  the  PMS,  the  Pennsylvania  Medical 
Care  Foundation,  or  any  other  organization  associated  with 
PMS,  however  named,  take  no  action  favoring  PSRO  or  its 
implementation  in  Pennsylvania;  and  be  it  further 

RESOLVED,  That  the  PMS  present  this  resolution  to  the 
AMA  requesting  approval  by  the  AMA  House  of  Dele- 
gates; and  be  it  further 

RESOLV ED,  That  the  PMS  actively  plan  and  take  ac- 
tion to  achieve  repeal  of  PSRO  and  request  the  AMA  to  do 
likewise. 

This  Resolution  is  in  conflict  with  previous  actions  of  the 
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House  of  Delegates  and,  therefore,  we  recommend  its  rejec- 
tion. 

Mr.  Speaker,  your  Reference  Committee  RECOM- 
MENDS REJECTION  of  Resolution  73-S-8. 

Resolution  73-S-3  and  Resolution  73-S-4 
Resolution  73-S-3 

Subject:  Philadelphia  Area  PSRO  Boundary 
Introduced  by:  Sidney  O.  Krasnoff,  M.D.,  secretary,  in 
behalf  of  the  Philadelphia  County  Medical 
Society 

Author:  Sidney  O.  Krasnoff,  M.D. 

WHEREAS,  The  Philadelphia  area  represents  a unique 
situation  with  respect  to  the  delivery  of  health  services;  and 
WHEREAS,  In  Philadelphia  County  there  are  six  schools 
of  medicine,  fifty-five  hospitals,  and  5,000  physicians,  plus 
an  additional  4,000  physicians  in  the  surrounding  counties; 
and 

WHEREAS,  Many  of  these  physicians  cross  the  county 
lines  for  the  purpose  of  treating  their  patients;  therefore  be 
it 

RESOLVED,  That  each  Professional  Standards  Review 
Organization  unit  in  the  Philadelphia  area  include  approxi- 
mately 1,000  physicians  (plus  or  minus  5 percent);  and  be  it 
further 

RESOLVED,  That  the  Professional  Standards  Review 
Organization  not  cross  state  boundaries,  but  allow  overlap 
with  contiguous  counties  if  acceptable  and  appropriate. 

Resolution  73-S-4 

Subject:  Provisions  relating  to  multiple  staff  appointments, 
hospital  affiliation  and  parity  of  PSROs 
Introduced  by:  Sidney  O.  Krasnoff,  M.D.,  secretary,  in 
behalf  of  the  Philadelphia  County  Medical 
Society 

Author:  Sidney  O.  Krasnoff,  M.D. 

WHEREAS,  The  first  line  of  peer  review  has,  by  law, 
been  invested  in  the  hospital  utilization  review  committee; 
and 

WHEREAS,  The  composition  of  each  Professional 
Standards  Review  Organization  should  be  as  heterogeneous 
as  possible,  taking  into  its  composition  community,  private, 
and  university-affiliated  hospitals;  and 

WHEREAS,  It  is  desired  to  maintain  complete  objec- 
tivity in  situations  where  a physician  is  a staff  member  in 
more  than  one  hospital;  and 

WHEREAS,  The  physician  and  the  hospital  might  be  in 
more  than  one  recommended  Professional  Standards 
Review  Organization  area;  therefore  be  it 

RESOLVED,  That  in  each  Professional  Standards 
Review  Organization  there  should  be  no  more  than  50  per- 
cent of  an  affiliated  group  of  hospitals  as  members  and  that 
a physician  may  be  a member  of  a Professional  Standards 
Review  Organization  according  to  the  hospital  in  which  the 
majority  of  his  activities  are  centered;  and  be  it  further 
RESOLVED,  That  effort  be  made  to  equalize  the 
number  of  hospital  beds  per  each  Professional  Standards 
Review  Organization. 

In  view  of  the  fact  that  guidelines  for  boundary  determi- 
nations of  local  PSRO  units  are  being  formulated,  your  Ref- 
erence Committee  recommends  the  referral  of  Resolution 


73-S-3  and  73-S-4  to  the  Board  of  Trustees  of  the  Pennsyl- 
vania Medical  Society  for  referral  to  the  proper  national  au- 
thority. 

Mr.  Speaker,  your  Reference  Committee  RECOM- 
MENDS the  referral  of  Resolution  73-S-3  and  Resolu- 
tion 73-S-4. 

Resolution  73-S-5 

Subject:  Pennsylvania  Medical  Care  Foundation,  PSRO 
Coordinator  in  Commonwealth 
Introduced  by:  Sidney  O.  Krasnoff,  M.D.,  secretary,  in 
behalf  of  the  Philadelphia  County  Medical 
Society 

Author:  Sidney  O.  Krasnoff,  M.D. 

WHEREAS,  A physician’s  activities  might  be  reviewed 
by  more  than  one  Professional  Standards  Review  Organiza- 
tion because  of  his  association  with  more  than  one  hospital; 
and 

WHEREAS,  Many  other  situations  may  arise  involving 
two  or  more  Professional  Standards  Review  Organizations 
composed  of  approximately  1,000  physicians;  therefore  be 
it 

RESOLVED,  That  the  Pennsylvania  Medical  Care  Foun- 
dation be  designated  as  the  coordinating  body  for  all  Profes- 
sional Standards  Review  Organization  units  in  the  state  of 
Pennsylvania. 

Based  on  its  interpretation  of  the  Law,  your  Reference 
Committee  believes  that  the  resolution  is  inconsistent  with 
Public  Law  92-603,  Section  1 1 62- A.  The  coordination  of 
local  PSROs  is  the  responsibility  of  the  statewide  council. 

Mr.  Speaker,  your  Reference  Committee  RECOM- 
MENDS the  rejection  of  Resolution  73-S-5. 

Resolution  73-S-6 

Subject:  Adoption  of  PSRO  Organizational  Principles  by 
HEW 

Introduced  by:  Sidney  O.  Krasnoff,  M.D.,  secretary,  in 
behalf  of  the  Philadelphia  County  Medical 
Society 

Author:  Sidney  O.  Krasnoff,  M.D. 

WHEREAS,  The  resolutions  presented  by  the  Ad  Hoc 
Committee  on  Professional  Standards  Review  Organization 
of  the  Philadelphia  County  Medical  Society  may  influence 
already-established,  as  well  as  proposed,  guidelines  and  reg- 
ulations of  Public  Law  92-603,  Section  249-F;  and 

WHEREAS,  We  strongly  believe  that  the  situation  in  the 
Philadelphia  area  is  similar  to  that  in  many  large  urban 
areas  (i.e.  number  of  physicians,  hospital  beds,  medical 
schools,  etc.);  therefore  be  it 

RESOLVED,  That  every  effort  be  made  to  convey  these 
principles  to  the  proper  authorities  and  due  process  be  ex- 
erted to  have  them  adopted. 

Your  Reference  Committee  believes  that  the  intent  of 
this  resolution  has  been  fulfilled  by  actions  already  recom- 
mended by  thir  Reference  Committee. 

Mr.  Speaker,  your  Reference  Committee  RECOM- 
MENDS that  Resolution  73-S-6  be  filed. 

Resolution  73-S-7 

Subject:  Establishing  A Professional  Standards  Review  Or- 
ganization in  Southcentral  Pennsylvania 
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Introduced  by:  G.  Winfield  Yarnall,  M.D.,  secretary,  in 
behalf  of  the  Dauphin  County  Medical  Soci- 
ety 

Author:  Robert  P.  Dutlinger,  M.D. 

WHEREAS,  Public  Law  92-603  establishes  the  Profes- 
sional Standards  Review  Organization  which  will  review 
medical  practitioners  and  hospitals  to  determine  if  certain 
health  services  are  necessary  and  that  they  meet  recognized 
standards  of  quality  care;  and 

WHEREAS,  There  now  exists  within  nineteen  counties 
of  Southcentral  Pennsylvania  an  organization  which 
reviews  professional  services  to  determine  necessity  and 
quality  care;  and 

WHEREAS,  This  organization  is  known  as  the  Regional 
Medical  Review  Program  which  functions  through  five 
regional  committees  and  a Medical  Advisory  Council  to 
Capital  Blue  Cross;  and 

WHEREAS,  The  Regional  Medical  Review  Program  and 
the  Medical  Advisory  Council  have  been  endorsed  by  the 
Pennsylvania  Medical  Society  and  the  medical  societies  of 
the  nineteen  counties  comprising  the  Capital  Blue  Cross 
service  area;  and 

WHEREAS,  These  organizations  are  composed  of 
physicians  selected  and  appointed  by  the  nineteen  county 
medical  societies  and  are  representative  of  practicing 
physicians  in  this  area;  therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society  en- 
dorses the  Regional  Medical  Review  Program  and  the  Med- 
ical Advisory  Council  in  their  efforts  to  secure  designation 
from  the  Secretary  of  Health,  Education,  and  Welfare  as  the 
Professional  Standards  Review  Organization  serving  the 
Southcentral  Pennsylvania  counties  of  Adams,  Berks, 
Centre,  Columbia,  Cumberland,  Dauphin,  Franklin, 
Fulton.  Juniata,  Lancaster,  Lebanon,  Mifflin,  Montour, 
Northumberland.  Perry,  Schuylkill,  Snyder,  Union  and 
York. 

Your  Reference  Committee  believes  that  this  resolution 
is  contrary  to  the  principle  of  local  PSRO  development.  It  is 
also  in  conflict  with  the  Law  as  interpreted  by  the  Refer- 
ence Committee,  since  the  Medical  Advisory  Council 
specified  in  the  resolution  is  organized  by  and  responsible 
to  Blue  Cross  rather  than  practicing  physicians  in  the  area. 
Prevailing  testimony  at  the  Reference  Committee  Hearing 
expressed  opposition  to  the  adoption  of  this  Resolution. 

Mr.  Speaker,  your  Reference  Committee  RECOM- 
MENDS THE  REJECTION  of  Resolution  73-S-7. 

Resolution  73-S-9 

Subject:  Professional  Standards  Review  Organization 
Introduced  by:  John  L.  Steigerwalt,  M.D.  in  behalf  of  the 
Board  of  Trustees  of  the  Montgomery 
County  Medical  Society 
Author:  John  L.  Steigerwalt,  M.D. 

WHEREAS,  The  PSROs  which  will  be  established  in 
Pennsylvania  will  need  certain  facts  and  information  not 
presently  available;  and 

WHEREAS,  The  Council  on  Medical  Service  of  the 
Pennsylvania  Medical  Society  through  its  Medical  Care  Ap- 
praisal Project  has  the  capacity  through  federal  research 
grants  or  through  general  staffing  and  funding  to  develop 
this  resource  information;  therefore  be  it 

RESOLVED,  That  the  Council  on  Medical  Service  be 
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authorized  to  obtain  such  funding  as  is  necessary  to  es- 
tablish a data  source.  This  necessary  funding  request  shall 
be  presented  to  the  House  of  Delegates  at  the  Annual  Ses- 
sion in  October,  1973,  in  order  that  in  the  intervening  time, 
discussions  can  be  held  with  federal  and  state  funding 
sources  as  to  the  availability  of  grant  aid  for  such  a project. 

Your  Reference  Committee  agrees  that  funds  must  be  ob- 
tained to  assist  in  establishing  a data  source  and  concurs 
with  the  intent  of  the  resolution. 

Mr.  Speaker,  your  Reference  Committee  RECOM- 
MENDS the  adoption  of  Resolution  73-S-9. 

Resolution  73-S-10 

Subject:  Professional  Standards  Review  Organization 
Introduced  by:  John  L.  Steigerwalt,  M.D.,  in  behalf  of  the 
Board  of  Trustees  of  the  Montgomery 
County  Medical  Society 
Author:  John  L.  Steigerwalt,  M.D. 

WHEREAS,  Public  Law  92-603  sets  forth  in  Section  249 
F certain  provisions  relating  to  the  selection  of  organiza- 
tions to  be  named  Professional  Standards  Review  Organiza- 
tions; and 

WHEREAS,  Subsection  1152  of  Section  249  F clearly 
defines  an  appropriate  PSRO  as  a local  organization  com- 
posed of  practicing  physicians  in  that  area;  therefore  be  it 
RESOLVED,  That  the  House  of  Delegates  establish  as  a 
policy  of  the  Pennsylvania  Medical  Society  that  PSROs 
designated  in  Pennsylvania  be  qualified  county  society  or- 
ganizations or  component  organizations  of  county  societies 
whether  operating  singly  or  in  consortium  groups. 

Your  Reference  Committee  believes  that  this  resolution 
is  contrary  to  the  intent  of  Public  Law  92-603  as  stated  in 
Section  1 152  (b)  (1)  (A)  (v). 

Mr.  Speaker,  your  Reference  Committee  RECOM- 
MENDS THE  REJECTION  of  Resolution  73-S-10. 

Resolution  73-S-l  1 

Subject:  Professional  Standards  Review  Organization 
Introduced  by:  John  L.  Steigerwalt,  M.D.,  in  behalf  of  the 
Board  of  Trustees  of  the  Montgomery 
County  Medical  Society 
Author:  John  L.  Steigerwalt,  M.D. 

WHEREAS,  The  Pennsylvania  Medical  Society  had  es- 
tablished the  Medical  Care  Appraisal  Project  under  the 
Council  on  Medical  Service;  and 

WHEREAS,  This  project  (MCAP)  worked  toward  devel- 
oping procedures  and  criteria  toward  the  eventual  establish- 
ment of  a Health  Maintenance  Organization  under  the 
Pennsylvania  Medical  Care  Foundation;  and 
WHEREAS,  The  establishing  of  such  an  HMO  is  consid- 
ered to  be  some  time  in  the  future;  therefore  be  it 

RESOLV ED,  That  the  House  of  Delegates  order  that  the 
Medical  Care  Appraisal  Project  be  re-established  as  a sub- 
committee of  the  Council  on  Medical  Service;  and  be  it  fur- 
ther 

RESOLVED,  That  the  Council  on  Medical  Service  be 
authorized  to  develop  a source  of  data  and  expertise  in 
order  to  serve  as  a resource  organization  for  the  PSROs  ul- 
timately named  in  Pennsylvania. 

This  Resolution  is  in  conflict  with  the  Reference  Com- 
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mittee’s  revision  of  the  report  of  the  Council  on  Medical 
Service. 

Mr.  Speaker,  your  Reference  Committee  RECOM- 
MENDS THE  REJECTION  of  Resolution  73-S-ll. 

Resolution  73-S-13 

Subject:  Pennsylvania  Medical  Care  Foundation  Bylaws 
Introduced  by:  Patrick  J.  McDonough.  M.D.,  delegate, 
Allegheny  County 

Author:  Patrick  J.  McDonough,  M.D. 

WF1EREAS,  The  bylaws  of  the  Pennsylvania  Medical 
Care  Foundation  have  been  adopted  by  this  Flouse  of  Dele- 
gates; and 

WFiEREAS,  Certain  deficiencies  exist  in  these  bylaws 
which  interfere  with  continuing  provision  of  high  quality 
medical  care;  and 

WFIEREAS,  The  Foundation  is  the  mechanism  con- 
templated by  some  as  the  proper  implementation  of  PSRO 
which  subject  is  before  this  House;  and 

WHEREAS,  Delegates  may  propose  changes  in  these 
bylaws;  therefore  be  it 

RESOLVED,  That  this  House  recommend  to  the  Board 
of  Directors  of  the  Foundation  the  following  amendments 
to  the  bylaws  of  the  Foundation: 

1. That  the  following  words  be  eliminated  from  the 
bylaws.  Article  II,  Section  21:  “and  the  acceptance  of  elec- 
tion as  a delegate  to  the  House  of  Delegates  of  the  Pennsyl- 
vania Medical  Society  by  an  eligible  physician  shall  be  de- 
termined to  be  acceptance  of  administrative  membership  in 
this  Corporation  and  an  intention  to  be  bound  by  the  Ar- 
ticles of  Incorporation  and  bylaws  of  this  Corporation." 

2.  That  the  election  of  physician  members  to  the  Board  of 
Directors  of  the  Foundation  be  vested  in  all  members,  not 
just  administrative  members. 

3.  That  the  words  “except  that  the  Foundation  shall  not 
advise  against  or  prohibit  direct  billing  or  fee  for  service 
reimbursement,”  be  inserted  after  methods  for  reimbur- 
sement under  Administrative  Guidelines,  II,  C. 

4.  That  under  Administrative  Guidelines  IV  after  the 
first  paragraph  be  inserted  the  words  “However,  the  Foun- 
dation shall  not  comment  on  in  any  way  favorably  or  unfa- 
vorably a fee  freely  and  mutually  agreed  upon  by  patient 
and  doctor  regardless  of  requests  for  this  action  by  any  third 
party.” 

Your  Reference  Committee  believes  this  resolution 
should  be  rejected.  However,  the  Reference  Committee 
favors  the  intent  of  the  “WHEREAS  describing  certain 
deficiencies  that  exist  in  the  bylaws  of  the  Medical  Care 
Foundation  and,  therefore,  recommends  that  these  bylaws 
be  reviewed  in  their  entirety  for  any  inconsistencies  relating 
to  the  implementation  of  Public  Law  92-603.  A report  shall 
be  presented  to  the  House  of  Delegates  at  its  October,  1973 
meeting. 

Mr.  Speaker,  your  Reference  Committee  RECOM- 
MENDS THE  REJECTION  of  Resolution  73-S-13  and 
the  ADOPTION  of  the  submitted  recommendation. 

Secretary’s  Note:  For  the  convenience  of  the  reader,  the 
amended  Council  on  Medical  Service  Report  follows: 


Report  of  the  Council  on  Medical  Service 
June  9,  1973 
As  Amended 

To:  1973  Special  Session  of  PMS  House  of  Delegates 

At  the  request  of  the  speaker  of  the  House,  the  Council 
on  Medical  Service  has  prepared  the  following  report  for 
consideration  by  the  Special  Session  of  the  House.  The 
report  outlines  the  past  and  present  activities  of  the  Society 
related  to  the  Bennett  Amendment  (Section  249F  of  Public 
Law  92-603  enacted  October  30,  1972)  and  the  develop- 
ment of  Professional  Standards  Review  Organizations 
(PSROs).  This  report  also  contains  recommendations  in- 
tended to  set  forth  the  Society’s  position  relevant  to  the 
various  aspects  of  implementing  the  Law  in  Pennsylvania. 

Background 

The  development  of  the  Pennsylvania  Medical  Care 
Foundation  and  the  Society’s  interest  in  the  Bennett 
Amendment  was  initiated  as  a result  of  the  following  rec- 
ommendation to  the  1969  House  of  Delegates  by  George  E. 
Farrar,  Jr.,  M .D.,  then  president  of  the  Society: 

"I  recommend  that  the  Council  on  Medical  Service  of  the 
Pennsylvania  Medical  Society  take  appropriate  action  to 
prepare  in  advance  for  any  system  of  National  Health  In- 
surance so  that  the  interests  of  both  patients  and 
physicians  can  best  be  served  and  report  to  the  House  of 
Delegates  in  1970  or  prior  to  that  time  to  the  Board  of 
Trustees  as  indicated.” 

The  1969  House  of  Delegates  referred  Dr.  Farrar's  rec- 
ommendation to  the  council  on  Medical  Service  for  further 
study  and  consideration.  While  the  council  did  not  become 
directly  involved  in  the  various  activities  pertaining  to  na- 
tional health  insurance,  considerable  time  was  devoted  to 
issues  related  to  the  financing  and  delivery  of  medical  care 
and,  in  particular,  the  proceedings  of  the  U.S.  Senate  Fi- 
nance Committee  and  the  House  Ways  and  Means  Com- 
mittee regarding  medicare  and  medicaid. 

Following  its  in-depth  investigation  during  1969  of  the 
medicare  and  medicaid  programs,  the  U.S.  Senate  Finance 
Committee  made  the  following  observations: 

1.  The  rapidly  increasing  costs  of  the  programs  were  at- 
tributable to  two  primary  factors — (a)  A significant  increase 
in  the  unit  cost  of  services,  and  (b)  An  increase  in  the  utiliza- 
tion of  services. 

2.  Existing  utilization  review  requirements  and  activities 
were  not  adequate  because — (a)  Review  activities  were  not 
coordinated  between  medicare  and  medicaid,  (b)  The 
review  process  did  not  provide  for  an  integrated  review  of 
all  covered  services,  (c)  The  reviews  were  generally  not 
based  on  adequately  developed  professional  norms  of  care, 
(d)  There  was  insufficient  professional  participation  in,  and 
support  of,  claims  review  activities  of  carriers  and  interme- 
diaries. 

The  Senate  Finance  Committee  concluded  that: 

1.  The  utilization  review  process  must  be  restructured 
and  made  more  effective  through  substantially  increased 
professional  participation 

2.  The  review  process  should  be  based  upon  the  premise 
that  only  physicians  are  qualified  to  judge  whether  services 
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ordered  by  other  physicians  are  necessary 

3.  It  is  preferable  and  appropriate  that  organizations  of 
professionals  undertake  review  of  members  of  their  profes- 
sion rather  than  for  government  to  assume  that  role  since 
government  is  ill-equipped  to  assure  adequate  utilization 
review  and  should  not  have  to  review  medical  determi- 
nations unless  the  medical  profession  evidences  an  un- 
willingness to  properly  assume  the  task 

4.  Peer  review  programs  should  be  operated  at  the  local 
level  with  professional  societies  acting  as  sponsors  and 
supervisors  with  a federal  mandate  for  practicing  physicians 
to  assume  responsibility  for  evaluation  of  their  peers'  per- 
formance, rather  than  merely  giving  advice  when  requested 
by  fiscal  intermediaries 

5.  Assurance  must  be  provided  that  the  evaluation  groups 
perform  their  tasks  in  an  impartial  and  effective  manner 
with  full  public  accountability 

6.  Emphasis  should  be  placed  on  assuring  high  quality 
patient  care  as  well  as  cost  containment. 

Based  on  the  above  observations  and  conclusions,  the 
Bennett  Amendment  was  developed  to  provide  a review 
mechanism  through  which  practicing  physicians  can  assume 
the  primary  responsibility  for  reviewing  the  utilization  and 
quality  of  medical  services. 

As  a result  of  the  council's  recommendation,  the  1970 
House  of  Delegates  endorsed,  in  principle,  the  concept  of 
peer  review  as  set  forth  in  the  “Bennett  Amendment." 

The  council  recognizes  that  during  the  time  the  Bennett 
Amendment  was  being  considered  by  Congress  and  since  its 
enactment  last  year,  certain  groups  within  the  medical  pro- 
fession have  argued  that  a physician  should  not  be  held  ac- 
countable for  his  actions  in  the  course  of  his  professional 
duties  despite  significant  changes  in  our  society  over  the 
past  decade  and  the  widening  influence  of  social,  economic, 
and  governmental  forces  on  the  practice  of  medicine.  While 
some  physicians  still  continue  to  debate  this  question  of  ac- 
countability, society  in  general  has  long  since  assumed  that 
physicians  are  indeed  accountable,  an  opinion  which  has 
been  upheld  in  several  recent  court  decisions.  The  issue  of 
accountability  to  the  public  has  been  decided.  The  real 
question  now  is,  "Who  will  determine  and  apply  the  stand- 
ards by  which  physicians  shall  be  judged?" 

It  is  the  feeling  of  the  Council  on  Medical  Service  that,  in 
view  of  the  present  situation,  the  concept  of  peer  review  as 
set  forth  in  the  "Bennett  Amendment"  provides  the  best 
available  and  socially  acceptable  mechanism  by  which  prac- 
ticing physicians  can  assume  the  responsibility  for  making 
professional  judgments  as  to  the  quality  and  appropriateness 
of  medical  care.  If  practicing  physicians  do  not  assume  this 
responsibility,  the  Secretary  of  Health,  Education,  and  Wel- 
fare may  exercise  other  options  such  as,  contracting  with 
the  Welfare  Department,  fiscal  intermediaries,  and  others, 
to  perform  cost  and  quality  control  functions.  An  obvious 
alternative  for  physicians  is  to  ignore  or  obstruct  the 
implementation  of  the  Law.  The  council  does  not  recom- 
mend such  an  approach,  but  rather,  believes  that  physicians 
should  actively  participate  in  the  development  and  opera- 
tion of  PSROs  so  that  the  profession  may  assume  the  re- 
sponsibility and  control  intended  for  physicians  in  the  Law. 

Council  Recommendation 

Your  Reference  Committee  RECOMMENDS  that  the 


House  of  Delegates  reaffirm  the  Society’s  concept  of 
physician  self-regulation  as  set  forth  in  Section  249F 
(Bennett  Amendment)  of  Public  Law  92-603. 

In  view  of  the  developing  situation,  the  council 
concluded  in  1970  that,  while  the  Pennsylvania  Medical  So- 
ciety had  been  reasonably  effective  in  developing  programs 
to  assure  proper  use  of  health  care  dollars,  it  was  becoming 
more  apparent  that  the  problems  of  financing  health  care 
required  a coordinated  statewide  effort  directed  by  practicing 
physicians  to  meet  the  challenge.  The  council  agreed  there 
was  a greater  need  to  develop  an  effective  mechanism  by 
which  practicing  physicians  could  collectively  influence  the 
design  and  operation  of  utilization  review  and  quality  ap- 
praisal programs  as  well  as  alternative  approaches  for  fi- 
nancing and  delivering  medical  care. 

In  1970  the  House  of  Delegates  approved,  in  principle, 
the  concept  of  the  Pennsylvania  Medical  Care  Foundation 
for  further  development  and  presentation  to  the  1971 
House  of  Delegates.  In  1971  the  council  submitted  a de- 
tailed report  to  the  House  of  Delegates  outlining  the  various 
research  and  development  activities  of  the  council's  Medi- 
cal Care  Appraisal  Project  (MCAP)  Committee  which  was 
assigned  the  responsibility  for  the  development  of  the  Penn- 
sylvania Medical  Care  Foundation.  After  considering  the 
council's  report,  the  1971  House  of  Delegates  Reference 
Committee  on  Medical  Service  B stated,  in  part: 

"Your  Reference  Committee  was  impressed  with  the  sig- 
nificance of  the  proposed  program  and  its  long-range 
implications.  Your  Reference  Committee  urges  the 
Council  to  proceed,  without  delay,  with  the  activities  of 
the  Medical  Care  Appraisal  Project  and  the  further  devel- 
opment of  the  Pennsylvania  Medical  Care  Foundation. 

“In  conclusion,  your  Reference  Committee  believes  that 
the  concept  of  the  Pennsylvania  Medical  Care  Founda- 
tion is  indeed  sound  and  that  such  a Foundation  will 
have  a salutary  effect  upon  the  development  of  a high 
quality  pluralistic  system  of  medical  care  delivery.” 

The  following  year  the  1972  House  of  Delegates 
reviewed  the  council's  Supplemental  Report  A and  directed 
the  immediate  activation  of  the  Pennsylvania  Medical  Care 
Foundation.  (The  Pennsylvania  Medical  Society  is  one  of 
nineteen  (19)  state  medical  societies  which  have  organized  a 
Foundation.)  The  Foundation's  Board  of  Directors  has  been 
organized  and  is  currently  composed  as  follows:  (a)  thirteen 
(13)  physicians  representing  the  various  areas  of  the  state 
elected  by  the  House  of  Delegates,  (b)one  (1)  physician 
elected  by  PMS  Board  of  Trustees  from  its  membership, 

(c)  two  (2)  osteopathic  physicians  nominated  by  POMA, 

(d)  two  (2)  hospital  representatives  nominated  by  Hospital 
Association  of  Pennsylvania,  (e)  six  (6)  public  represent- 
atives. 

The  Foundation's  bylaws  require  that  each  regional 
division  have  at  least  one  (1)  representative  on  the  Founda- 
tion's Board  of  Directors.  The  Foundation  reports  annually 
to  the  House  of  Delegates  and  informs  the  PMS  Board  of 
Trustees  of  its  activities  between  annual  meetings  of  the 
House. 

The  Allegheny  Professional  Standards  Review  Organiza- 
tion (PSRO),  a regional  division  of  the  Foundation,  has 
been  organized  according  to  the  Foundation's  Administra- 
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tive  Guidelines  for  Organizing  and  Operating  a Regional 
Division. 

The  Board  of  Directors  of  the  Allegheny  PSRO  is  com- 
posed as  follows':  (a)  fifteen  (15)  physicians  elected  by 
Allegheny  County  Medical  Society  delegates  to  PMS, 

(b) one  (1)  osteopathic  physician  nominated  by  POM  A, 

(c)  two  (2)  hospital  representatives  (two  additional  hospital 
representatives  are  pending  election),  (d)  eight  (8)  public 
representatives. 

The  Allegheny  PSRO  reports  to  the  Foundation's  Board 
of  Directors  and  submits  informational  reports  to  the 
Allegheny  County  Medical  Society. 

Activities  of  the  Pennsylvania  Medical  Care  Foundation 

The  following  is  a general  outline  of  Foundation  activi- 
ties and  programs: 

1.  Certified  Hospital  Admission  Monitoring  Program 
(CHAMP) 

The  Allegheny  PSRO  Board  of  Directors  has  spent 
considerable  time  during  the  past  six  months  in  develop- 
ing the  CHAMP  system  as  a review  mechanism  for 
evaluating  the  appropriate  utilization  of  hospital  facili- 
ties. The  CHAMP  system  includes  prospective  and  con- 
current review  procedures  to  avoid  retroactive  denial  of 
payment  to  hospitals  and  physicians.  This  program  is 
being  developed  as  an  alternative  to  the  Department  of 
Public  Welfare’s  Pre-Discharge  Utilization  Review 
(PDUR)  Program  which  has  been  in  operation  in 
Allegheny  County  since  February  1,  1973.  The 

Allegheny  PSRO  believes  the  CHAMP  system  is  a more 
desirable  alternative  since  it  assigns  primary  responsi- 
bility for  the  first  level  of  review  to  the  individual  hospi- 
tal medical  staff  rather  than  placing  primary  responsi- 
bility in  the  central  office  of  the  Department  of  Welfare 
in  Harrisburg.  The  Allegheny  PSRO  plans  to  initiate  the 
CHAMP  system  in  Allegheny  County  hospitals  during 
July,  1973. 

2.  Inpatient  Quality  Appraisal  Project 

This  statewide  project  is  currently  in  its  second  phase 
in  fourteen  participating  hospitals.  The  objective  of  the 
project  is  to  design,  test,  and  implement  a medical  man- 
agement information  system  which  will  provide  the  nec- 
essary data  to  assist  hospital  medical  staffs  in  carrying 
out  uniform  quality  appraisal  programs. 

3.  Ambulatory  Information  Retrieval  System 

The  purpose  of  this  system  is  to  determine  the  types  of 
medical  data  and  the  availability  of  such  data  necessary 
for  evaluating  the  necessity  and  appropriateness  of 
ambulatory  medical  services.  The  research  to  develop 
this  system  is  being  carried  out  through  an  in-kind  con- 
tribution from  Pennsylvania  Blue  Shield. 

4.  System  for  Comprehensive  Correlation  and  Analysis  of 
Data 

The  development  of  a system  for  the  effective  collec- 
tion, correlation,  and  analysis  of  data  is  basic  to  the 
achievement  of  the  Foundation’s  objectives.  The  correla- 
tion, analysis,  and  use  of  the  data  must  result  in  valid  in- 
dicators to  appraise  the  quality  of  care  and  measure  cost 
effectiveness.  While  the  basic  data  will  be  collected 
through  existing  systems  such  as,  HUP,  PAS,  Blue  Cross, 


Blue  Shield,  etc.,  the  correlation  and  analysis  of  the  data 
will  be  the  responsibility  of  the  Foundation  to  provide  for 
comprehensive  review  of  patient  care.  The  Foundation 
believes  that  the  collection  and  use  of  such  data  must  be 
controlled  by  practicing  physicians. 

5.  Development  of  Continuing  Medical  Education  Activ- 
ities 

An  effective  peer  review  system  should  emphasize  edu- 
cational rather  than  punitive  actions.  Much  can  be  ac- 
complished by  applying  the  results  of  the  peer  review 
process  in  the  development  of  continuing  medical  educa- 
tion activities.  An  objective  of  the  Foundation  is  to  de- 
velop systems  for  monitoring  the  quality  of  medical  care 
which  will  translate  identified  deficiencies  in  the  applica- 
tion of  medical  knowledge  into  defined  continuing  medi- 
cal education  activities. 

6.  Planning  for  Alternative  Health  Care  Financing  and 
Delivery  System 

The  cost  and  quality  assurance  programs  of  the  Foun- 
dation’s peer  review  system  can  be  used  as  a basis  for  de- 
veloping underwriting  alternatives.  The  Foundation’s 
Health  Service  Plan  (HSP)  will  be  offered  as  an  alterna- 
tive to  prepaid  closed  panel  group  practice  and  conven- 
tional health  care  financing  and  delivery  systems  to  be  of- 
fered by  fee-for-service  private  practitioners  who  are 
willing  and  able  to  assume  or  share  risks  in  return  for 
increased  covered  services,  less  paperwork,  and  reduc- 
tion in  overhead  expenses.  The  interest  of  consumers  and 
local  physicians,  as  well  as  the  stimulus  of  a competing 
closed  panel  group  practice,  will  determine  the  areas 
where  a Foundation  Health  Service  Plan  will  be  or- 
ganized and  operated.  At  the  present  time,  the  Founda- 
tion has  placed  a priority  on  developing  the  other  activi- 
ties mentioned  above  and, therefore,  considers  the  devel- 
opment of  the  Health  Service  Plan  a long-term  objective. 
Due  to  the  fact  the  Bennett  Amendment  mandates  inpa- 
tient utilization  review  and  quality  appraisal  and  the  fact 
that  the  Pennsylvania  Department  of  Public  Welfare  has  in- 
stituted its  own  centralized  cost  control  system,  the  Founda- 
tion has  concentrated  efforts  on  developing  the  CHAMP 
system  and  the  further  testing  of  the  Inpatient  Quality  Ap- 
praisal Project. 

Approach  for  Implementing  the 
Bennett  Amendment  in  Pennsylvania 

The  Council  on  Medical  Service  believes  the  following 
basic  principles  should  be  adopted  by  the  House  of  Dele- 
gates to  serve  as  guidelines  for  the  various  components  of 
organized  medicine  in  Pennsylvania  in  the  organization  and 
operation  of  peer  review  programs  mandated  by  the  Bennett 
Amendment. 

General  Principles  of  Peer  Review 

1 . Definition  of  Peer  Review 

Peer  review  is  the  evaluation  by  practicing  physicians  of 
the  quality,  appropriateness,  and  effectiveness  of  medical 
services  ordered  or  performed  by  other  practicing 
physicians  regardless  of  the  setting  i.e.,  hospital,  hospital 
outpatient  department,  physicians’s  office,  extended  care  fa- 
cility, nursing  home,  etc.  Peer  review  is  the  all-inclusive 
term  for  medical  review  efforts  including,  but  not  necessari- 
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ly  limited  to  the  following  activities:  utilization  review, 
medical  audit,  ambulatory  care  review,  and  claims  review, 

2.  Objective  of  Peer  Review 

The  purpose  of  peer  review  is  to  improve  the  quality  of 
medical  care  and  the  appropriateness  and  effectiveness  of  its 
delivery  by  utilizing  objective  consensus  of  peers. 

3.  Essential  Elements  of  Peer  Review 

a.  There  must  be  objective  peer  control  of  the  process  for 
selecting  subjects  for  review,  i.e.,  the  criteria  for  selection 
must  be  developed  by  objective  medical  opinion  and  not 
solely  by  the  agency  responsible  for  cost. 

b.  The  peer  review  process  should  include  prospective 
review  procedures  to  avoid  retroactive  patient  liability  or 
nonpayment  to  providers.  Such  process  must  be  as  simple 
as  possible  to  prevent  a detraction  from  patient  care.  This 
process  must  be  carried  out  at  the  local  level  to  better  as- 
sure its  acceptance  and  operational  effectiveness. 

c.  The  peer  review  process  must  include  retrospective 
review  for  outcome  analysis  in  relation  to  criteria  to  sup- 
port prospective  review  and  to  modify  medical  care  cri- 
teria. 

d.  The  composition  of  peer  review  committees  must  be 
determined  by  peer  groups.  If  review  is  required  in  other 
fields,  peers  will  elect  peers,  i.e.,  dentistry,  podiatry,  hos- 
pital administration,  etc. 

e.  Material  requiring  review  must  be  developed  so  that 
the  question  requiring  a decision  is  clear  to  peer  review 
committee  members. 

f.  Promptness  of  peer  review  committee  decision  is  es- 
sential in  questions  involving  the  need  for  or  the  continu- 
ation of  institutional  services. 

g.  Members  of  peer  review  committees  must  recognize 
decisions  will  be  re-evaluated  by  other  peer  groups. 

h.  Peer  review  committee  meetings  must  be  conducted  in 
a professional  atmosphere  and  not  as  an  adversary  pro- 
ceeding. 

i.  Appeal  mechanisms  do  exist.  Recommendation  of  peer 
review  committees  must  be  followed  to  avoid  a waste  of 
valuable  professional  time. 

j.  Professional  liability  protection  must  be  available  to 
members  of  peer  review  committees,  either  through  stat- 
utory proceedings  or  malpractice  insurance. 

k.  Actions  of  peer  review  committees  must  be  analyzed  as 
a valuable  source  of  information  for  health  planning  and 
development  of  educational  programs. 

l.  The  methodology  of  the  peer  review  process  and 
reports  (excluding  confidential  material  of  individual 
cases)  should  be  available  for  review  by  recognized 
public  representatives  as  a means  of  demonstrating  public 
accountability. 

The  Reference  Committee  accepts  the  concept  of  the 
general  principles  of  peer  review  as  Society  guidelines.  The 
committee  would  hope  that  the  intent  of  Section  1156  of 
the  Bennett  Amendment  (Norms  of  Health  Care  Services) 
in  allowing  local  decisions  and  option  would  prevail. 

Council  Recommendation 

The  Council  on  Medical  Service  RECOMMENDS  that 
the  House  of  Delegates  adopt  the  above  stated  General 
Principles  of  Peer  Review  as  the  Society’s  guidelines  for 
the  operation  of  programs  involving  the  professional  eval- 


uation of  the  appropriateness,  effectiveness,  and  quality  of 
medical  care. 

Organization 

Since  administrative  boundaries  for  regional  or  local  peer 
review  units  (PSROs)  will,  in  many  cases,  include  more 
than  one  county,  it  will  be  important  to  have  a physician- 
directed  statewide  coordinating  body  so  that  the  medical 
profession  in  Pennsylvania  can  approach  the  implementa- 
tion of  the  Bennett  Amendment  with  a strong,  unified,  coor- 
dinated effort. 

While  the  Pennsylvania  Medical  Society  has  either  spon- 
sored or  cosponsored  most  of  the  peer  review  programs 
operating  in  Pennsylvania  since  1958,  much  of  the  responsi- 
bility for  the  development,  coordination,  and  operation  of 
these  peer  review  programs  has  been  fragmented  between 
the  Society,  state  specialty  societies,  councilor  districts, 
county  societies,  hospital  medical  staffs,  and  third-party 
payors.  The  effectiveness  of  peer  review  programs  in  Penn- 
sylvania cannot  be  improved  significantly  until  they  are  in- 
tegrated into  a comprehensive,  statewide  system  with 
proper  physician  participation  and  direction  at  both  the 
state  and  local  level. 

The  Council  on  Medical  Service  believes  that  the  present 
health  care  financing  and  delivery  system  must  develop  the 
capability  to  better  assure  the  public  that  the  quality  of 
medical  care  meets  professionally  recognized  standards  of 
care  and  that  the  cost  of  medical  care  is  reasonable. 

The  council  further  believes  that,  in  order  to  meet  this 
objective,  there  is  a need  for  a central  agency  responsible 
for  systems  design,  coordination,  evaluation,  and  for 
providing  technical  and  administrative  assistance  in 
implementing  utilization  review  and  quality  appraisal  pro- 
grams to  be  operated  at  the  local  level.  Such  an  organiza- 
tion will  require  the  support  and  cooperation  of  physicians, 
other  providers  of  health  care,  the  public,  labor,  industry, 
governmental  health  agencies,  prepayment  and  health  insur- 
ance organizations,  health  planning  agencies,  and  other 
health  related  organizations  to  better  meet  the  health  needs 
of  the  citizens  of  Pennsylvania. 

The  council  has  concluded  that  the  organizational  struc- 
ture and  operational  format  of  the  Pennsylvania  Medical 
Care  Foundation  qualifies  the  Foundation  as  the  most  ef- 
fective organization  to  represent  the  medical  profession  in 
Pennsylvania  in  carrying  out  this  responsibility. 

Council  Recommendation 

The  Council  on  Medical  Service  RECOMMENDS 
that  the  House  of  Delegates  designate  the  Pennsylvania 
Medical  Care  Foundation  as  the  official  organization 
responsible  for  assisting  in  an  advisory  capacity  in  the 
implementation  of  the  Bennett  Amendment  in  Pennsyl- 
vania. 

The  council  agreed  that  for  peer  review  programs  to  be 
effective,  they  must  be  operated  at  the  local  or  regional 
level  with  direct  participation  by  physicians  and  other  pro- 
viders within  the  area. 

The  council  believes  that  in  order  to  establish  and  main- 
tain an  organized  and  unified  approach  in  contracting  with 
government  and  other  health  care  payors  for  the  peer 
review  services  of  local  peer  review  units,  it  will  be  to  the 
long-term  advantage  of  organized  medicine  for  a statewide 
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group  to  act  as  the  prime  contractor  or  coordinator  of  con- 
tract negotiations  involving  local  units.  The  council  recog- 
nizes that  such  an  arrangement  cannot  be  mandated  by  the 
House  of  Delegates  but  believes  local  peer  review  units  will 
be  more  effective  in  developing  contracts  with  the  assist- 
ance and  guidance  of  a statewide  physician-sponsored  or- 
ganization such  as  the  Foundation.  Based  on  these 
premises,  the  council  believes  the  following  responsibilities 
should  be  performed  by  the  Foundation  in  the  development 
of  local  peer  review  units. 

Council  Recommendation 

The  Council  on  Medical  Service  RECOMMENDS 
that  the  House  of  Delegates  direct  the  Pennsylvania  Med- 
ical Care  Foundation  to  assume  the  following  responsi- 
bilities: 

1.  Advise  in  the  development  and  revision  of  medical 
care  criteria  through  the  Council  on  Medical  Service’s 
Specialty  Advisory  Committees  and/or  the  appropriate 
State  Specialty  Society. 

2.  Facilitate  the  research,  development,  and  testing  of 
peer  review  systems  and  procedures  necessary  for  local 
units  to  comply  with  the  provisions  of  the  Bennett 
Amendment. 

3.  Provide  assistance  to  county  medical  societies  or 
groups  of  county  medical  societies  in  establishing  the  or- 
ganizational format  and  operational  procedures  for 
locally  operated  peer  review  programs. 

4.  Aid  in  the  development  of  the  managerial  structure  and 
make  available  consultative  administrative  personnel  nec- 
essary for  the  effective  operation  and  coordination  of  local 
units. 

Secretary’s  Note:  Following  is  the  minority  report  prepared 
by  John  L.  Steigerwalt,  M.D.,  member,  Council  on  Medical 
Service.  This  report  was  rejected  by  the  House  of  Delegates. 

Minority  Report  of 
John  L.  Steigerwalt,  M.D. 

Member  of  the  Council  on  Medical  Service 
Pennsylvania  Medical  Society 

TO:  1973  Special  Session  of  the  Pennsylvania  Medical  Soci- 
ety House  of  Delegates 

After  reviewing  carefully  the  draft  dated  May  15,  1973  of 
the  report  of  the  Council  on  Medical  Service  to  be  presented 
to  the  Pennsylvania  Medical  Society  House  of  Delegates  on 
June  9,  1973,  we  feel  constrained  to  present  for  your  consid- 
eration this  minority  report. 

The  report  draft  of  the  Council  on  Medical  Service 
presents  in  great  detail  the  background  of  the  Pennsylvania 
Medical  Care  Foundation,  the  "Bennett  Amendment,”  and 
the  conclusions  of  the  Senate  Finance  Committee  prior  to  the 
introduction  of  the  first  Bennett  Amendment.  The  report  in 
its  final  recommendations  seeks  to  have  the  House  of  Dele- 
gates designate  the  Pennsylvania  Medical  Care  Foundation 
as  the  official  body  of  the  Society  responsible  for  coor- 
dinating and  supervising  the  implementation  of  the  Bennett 
Amendment  in  Pennsylvania. 

We  think  it  is  germane  to  the  problem  and  of  imperative 
importance  at  this  point  in  time  that  we  first  define  our  terms 


and  consider  what  our  posture  should  be  with  respect  to  the 
implementation  of  Public  Law  92-603. 

In  the  report  of  the  council,  it  sets  forth  a definition  of  peer 
review  which  we  again  restate  here. -“Peer  Review  is  the  eval- 
uation by  practicing  physicians  of  the  quality,  appropri- 
ateness, and  effectiveness  of  medical  services  ordered  or  per- 
formed by  other  practicing  physicians  regardless  of  the  set- 
ting, i.e.,  hospital,  hospital  outpatient  department, 
physician’s  office,  extended  care  facility,  nursing  home,  etc. 
Peer  Review  is  the  all-inclusive  term  for  medical  review  ef- 
forts including,  but  not  necessarily  limited  to  the  following 
activities:  utilization  review,  medical  audit,  ambulatory  care 
review,  and  claims  review."  We  find  this  definition  does  con- 
tain the  essence  of  peer  review  but  expands  the  definition  to 
include  many  things  which  we  believe  are  beyond  the  scope 
and  indeed  are  not  germane  to  either  the  proper  functioning 
of  peer  review  nor  the  requirements  of  Public  Law  92-603.  In 
the  developmental  stage  of  the  Foundation,  the  concept  was 
to  establish  a mechanism  to  deliver  and  finance  quality  medi- 
cal care  in  Pennsylvania.  In  order  to  do  this  there  are,  neces- 
sarily, mandates  for  internal  review  control  of  utilization  of 
facilities,  medical  audit,  and  claims  review.  As  the  council 
states  in  Supplemental  Report  B to  the  1970  House  of  Dele- 
gates, “It  was  the  feeling  of  the  council  that  the  Pennsylvania 
Medical  Society  must  give  serious  consideration  to  develop- 
ing a health  care  financing  mechanism  as  an  alternative  to 
present  and  proposed  methods”  and  further,  “after  reviewing 
information  available,  the  council  concluded  that  the  organi- 
zation of  a medical  care  foundation  may  be  the  best  means  of 
obtaining  this  objective.”  We  believe  that  this  opinion  is  still 
valid.  But  concerning  peer  review,  we  much  prefer  the  defi- 
nition given  by  William  A.  Limberger,  M.D.  in  the  address  of 
the  president  elect  to  the  House  of  Delegates,  October  5, 
1970,  which  states,  “The  term  'Peer  Review’,  which  means 
review  by  a person  who  has  equal  standing  with  another  indi- 
vidual . . .’’  Doctor  Limberger  states  further  in  the  same 
address,  “It  is  apparent  that  a single  plan  for  peer  review  of  an 
individual  doctor’s  practice  will  not  be  applicable  for  the 
country  as  a whole,  and  it  seems  advisable  that  such  plans 
should  be  established  on  a county  medical  society  basis. 
What  may  be  workable  in  one  county  may  not  be  in  another, 
just  from  the  standpoint  of  density  and  distribution  of  popu- 
lation and  physicians.” 

It  is  our  strong  feeling  after  many  months  of  attending 
meetings  from  a hospital  staff  level  to  county,  state,  and  na- 
tional organizations,  that  organized  medicine  must  not  frag- 
ment its  unity  in  the  mistaken  belief  that  the  success  of  a new 
project  requires  that  a new  organization  be  established  to 
take  over  this  new  function.  Organized  medicine  has  within 
its  structure  and  framework  the  capacity  to  not  only  function 
as  a professional  association  but  to  educate,  coordinate,  and 
aid  physicians  in  this  Commonwealth  of  Pennsylvania  in 
order  that  they  might  assume  the  role  of  responsibility  under 
the  various  government  programs. 

The  report  of  the  Council  on  Medical  Service  further 
states  that,  “much  of  the  responsibility  for  the  development, 
coordination,  and  operation  of  those  peer  review  programs 
[in  Pennsylvania]  has  been  fragmented  between  the  Soci- 
ety, state  specialty  societies,  councilor  districts,  county 
societies,  hospital  medical  staffs,  and  third  party  payors."  If 
indeed  there  has  been  a fragmentation  between  the  State  So- 
ciety, the  specialty  societies,  the  councilor  districts,  and  the 
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county  societies,  then  we  ourselves  have  caused  this  frag- 
mentation and  only  we  can  correct  the  situation.  Review  ef- 
forts within  hospitals  and  on  behalf  of  third  party  payors 
are  not  now  nor  are  likely  to  be  subject  to  our  control  ex- 
cept to  the  extent  that  the  individual  physician  serves  on 
these  particular  review  bodies. 

We  find  much  in  the  report  which  we  consider  to  be  not 
extremely  relevant  to  PSRO  but  rather  relevant  only  to  the 
continuation  of  the  Pennsylvania  Medical  Care  Foundation. 
We  believe  that  organized  medicine  in  Pennsylvania  as  well 
as  across  the  country  stands  on  the  threshhold  of  opportu- 
nity— the  opportunity  to  assume  the  responsibility  for  the 
actions  of  its  members.  Flow  well  we  do  this  will  largely  de- 
termine the  role  that  we  will  be  asked  to  play  in  the  future 
with  respect  to  other  government  programs  as  well  as  com- 
mercial insurance  programs. 

We  cannot  ignore  our  responsibility  to  develop  educa- 
tional opportunities  for  those  of  our  members  who  through 
peer  review  activities  exhibit  areas  of  need  in  techniques  or 
knowledge.  Public  Law  92-603,  we  think,  states  this  suc- 
cinctly and  to  the  point. 

We  must  also  recognize  that  Public  Law  92-603  removes 
from  the  PSRO  the  responsibility  for  fee  determination  or 
cost  control.  While  an  integral  part  of  review  activities,  we 
believe  it  would  be  a deplorable  mistake  at  this  time  to  as- 
sume that  the  PSROs  will  have  at  the  beginning,  responsi- 
bility for  cost  containment. 

In  view  of  these  thoughts  and  in  summary,  we  respect- 
fully submit  the  following  facts  and  recommendations  for 
your  consideration:  ( I ) Regulations  have  not  yet  been 
drafted  setting  forth  the  requirements  which  will  determine 
the  operation  of  PSROs.  (2)  The  Secretary  of  Health,  Edu- 
cation, and  Welfare  has  not  yet  established  the  areas  within 
which  will  be  named  the  PSRO  organization.  (3)  Organized 
medicine,  particularly  on  the  local  level,  seems  to  be  the 
preferred  method  of  operation  as  outlined  in  Public  Law 
92-603. 

It  seems  to  us  that,  in  view  of  these  facts,  it  is  premature 
at  this  time  to  anticipate  what  HEW  is  going  to  do  with  re- 
spect to  the  organizations  whom  they  will  consider  and  the 
areas  they  will  determine.  HEW  has  not  yet  stated  whether 
or  not  they  will  approve  a state  foundation  as  a state-wide 
PSRO  or  as  an  umbrella  organization.  The  AM  A has  sched- 
uled a meeting  in  Washington  at  which  meeting  they  hope 
to  force  the  government  to  make  just  such  a determination. 

We  ask  also  that  you  consider  the  fact  that  the  Pennsyl- 
vania Medical  Care  Foundation  is  a separate  corporation 
with  no  corporate  connection  with  the  Pennsylvania  Medi- 
cal Society.  Of  its  twenty-four  board  members,  ten  could  be 
non-physicians  and  depending  on  attendance  at  board 
meetings  these  ten  could  conceivably  vote  for  policies  alien 
to  the  wishes  of  the  profession. 

To  adopt  the  council’s  recommendation  to  name  the 
Foundation  as  the  official  body  of  the  State  Society  respon- 
sible for  supervising  and  coordinating  the  implementation 
of  PSROs  would  remove  yet  another  limb  from  the  tree  of 
organized  medicine.  Several  unions  have  stated  that  or- 
ganized medicine  cannot  bargain.  Medical  staff  organiza- 
tions have  said  that  organized  medicine  cannot  represent 
the  hospital-based  physician,  and  should  we  now  say  that 
organized  medicine  cannot  implement  a peer  review  pro- 
gram to  comply  with  federal  laws? 


We  strongly  feel  that  organized  medicine  can  do  all  these 
things.  We  feel  that  organized  medicine  with  its  present 
structure  can  implement  PSRO  organizations  in  Pennsyl- 
vania. We  Firmly  believe  that  the  strength  of  organized  med- 
icine rests  within  the  county  medical  society  and  a strong 
state  society.  We,  therefore,  recommend  for  your  consider- 
ation the  following  resolution: 

RESOLVED  that  the  recommendations  contained  in  the 
Report  of  the  Council  on  Medical  Service  drafted  May  15. 
1973,  be  deleted  and  the  following  substitute  recommen- 
dation be  approved  by  the  House. 

Council  Recommendation 

The  Council  on  Medical  Service  RECOMMENDS  that 
the  House  of  Delegates  reaffirms  its  support  of  the  con- 
cept of  peer  review  as  set  forth  in  section  249  F of  Public 
Law  92-603  and  further  that  the  House  of  Delegates  as- 
signs the  responsibility  for  developing  such  procedures 
and  systems  which  will  aid  local  PSROs  in  their  opera- 
tions to  the  Medical  Care  Appraisal  Project  of  the  Penn- 
sylvania Medical  Society.  The  council  further  recom- 
mends that  the  House  of  Delegates  assigns  to  the  Board 
of  Trustees  and  to  the  office  of  executive  vice  president 
the  responsibility  to  develop  information  and  material  in 
order  that  the  State  Society  through  its  present  structure 
may  coordinate  the  activities  of  the  PSROs  as  may  be  es- 
tablished in  the  Commonwealth  of  Pennsylvania. 

Respectfully  submitted, 
John  L.  Steigerwalt,  M.D. 

Toward  the  end  of  the  second  session,  it  was  noted  by 
David  S.  Masland,  M.D.,  chairman  of  the  Board,  that  con- 
tinuation of  the  Pennsylvania  Medical  Care  Foundation 
would  necessitate  the  expenditure  of  additional  Society 
funds.  A question  was  raised  as  to  the  financial  status  of  the 
Pennsylvania  Medical  Care  Foundation,  as  it  related  to 
Resolution  72-33.  Dr.  Marshall  reported  that  the  Founda- 
tion is  negotiating  with  the  Social  Security  Administration 
for  a pilot  project,  but  that  funds  for  such  a program  will 
probably  not  be  available  until  late  in  1973  and  that  tempo- 
rary support  from  the  Society  will  be  needed. 

Leroy  A.  Gehris,  M.D.,  trustee  and  councilor  for  the  Sec- 
ond District,  reported  on  a consensus  from  the  Second 
Councilor  District  meeting  held  earlier  that  morning. 
There,  delegates  determined  to  make  an  effort  to  appear 
before  their  hospital  medical  staffs  as  communicators  to 
summarize  and  report  on  what  had  transpired  at  the  special 
session. 

A.  Reynolds  Crane,  M.D.,  vice  president,  Philadelphia, 
moved  commendation  for  the  reference  committee  and  the 
professional  manner  in  which  it  handled  a most  difficult  as- 
signment, as  well  as  for  the  efficient  operation  of  staff  and 
the  proficiency  of  the  Speaker  in  chairing  the  session.  The 
delegates  concurred  with  Dr.  Crane  and  gave  a rising  vote 
of  thanks. 

The  meeting  was  adjourned  at  10:00  a.m. 

Respectfully  submitted, 

William  Y.  Rial,  M.D.,  Speaker 
John  B.  Lovette,  M.D..  Vice  Speaker 
Raymond  C.  Grandon,  M.D.,  Secretary 
Robert  L.  Lamb,  Assistant  Secretary 
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Bobo’s  back  at  the  big  top 

After  a rheumatoid  arthritic  flare-up. 


oortant  Note  This  drug  is  not  a simple  analgesic  Do 
I administer  casually  Carefully  evaluate  patients  be- 
e starting  treatment  and  keep  them  under  close  su- 
'vision  Obtain  a detailed  history,  and  complete 
/steal  and  laboratory  examination  (complete  hemo- 

im,  urinalysis,  etc  ) before  prescribing  and  at  fre- 
5nt  intervals  thereafter  Carefully  select  patients, 
tiding  those  responsive  to  routine  measures,  contra- 
icated  patients  or  those  who  cannot  be  observed  fre- 
,;ntly  Warn  patients  not  to  exceed  recommended 
sage  Short-term  relief  of  severe  symptoms  with  the 
allest  possible  dosage  is  the  goal  of  therapy  Dosage 
huld  be  taken  with  meals  or  a full  glass  of  milk  Sub- 
ute  alka  capsules  for  tablets  if  dyspeptic  symptoms 
:ur  Patients  should  discontinue  the  drug  and  report 
mediately  any  sign  of  fever,  sore  throat,  oral  lesions 
rmptomsof  blood  dyscrasia);  dyspepsia,  epigastric 

in.  symptoms  of  anemia,  black  or  tarry  stools  or  other 
idence  of  intestinal  ulceration  or  hemorrhage,  skin  re- 
tions,  significant  weight  gain  or  edema  A one-week 

al  period  is  adequate  Discontinue  in  the  absence  of  a 
/orable  response  Restrict  treatment  periods  to  one 
?ek  in  patients  over  sixty 

lications  Acute  gouty  arthritis,  rheumatoid  arthritis, 
eumatoid  spondylitis 

mtramdications  Children  1 4 years  or  less;  senile  pa- 
nts. history  or  symptoms  of  G I inflammation  or  ul- 
ration  including  severe,  recurrent  or  persistent  dys- 
psia,  history  or  presence  of  drug  allergy,  blood 
scrasias,  renal,  hepatic  or  cardiac  dysfunction,  hy- 
rtension,  thyroid  disease,  systemic  edema, 
imatitis  and  salivary  gland  enlargement  due  to  the 
ug,  polymyalgia  rheumatica  and  temporal  arteritis, 
tients  receiving  other  potent  chemotherapeutic 
ents.  or  long-term  anticoagulant  therapy 
arnings  Age,  weight,  dosage,  duration  of  therapy,  ex- 
ence  of  concomitant  diseases,  and  concurrent  potent 
emotherapy  affect  incidence  of  toxic  reactions  Care- 
ly  instruct  and  observe  the  individual  patient,  espe- 
Hy  the  aging  (forty  years  and  over)  who  have 
:reased  susceptibility  to  the  toxicity  of  the  drug  Use 
vest  effective  dosage  Weigh  initially  unpredictable 
tefits  against  potential  risk  of  severe,  even  fatal,  re- 
10ns  The  disease  condition  itself  is  unaltered  by  the 
ig  Use  with  caution  in  first  trimester  of  pregnancy 


Butazolidin  alka  Geigy 

Each  capsule  contains: 

100  mg  phenylbutazone  USP 

100  mg  dried  aluminum  hydroxide  gel  USP 

150  mg  magnesium  trisilicate  USP 

If  it  doesn’t  work  in  a week,  forget  it. 

and  in  nursing  mothers  Drug  may  appear  in  cord  blood 
and  breast  milk  Serious,  even  fatal,  blood  dyscrasias, 
including  aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest  days  or 
weeks  after  cessation  of  drug  Any  significant  change 
in  total  white  count,  relative  decrease  in  granulocytes, 
appearance  of  immature  forms,  or  fall  in  hematocrit 
should  signal  immediate  cessation  of  therapy  and  com- 
plete hematologic  investigation  Unexplained  bleeding 
involving  CNS,  adrenals,  and  G I tract  has  occurred 
The  drug  may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents  Carefully  observe  patients 
taking  these  agents  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces  iodine 
uptake  by  the  thyroid)  Blurred  vision  can  be  a sigmfi 
cant  toxic  symptom  worthy  of  a complete  ophthalmo- 
logical  examination  Swelling  of  ankles  or  face  in  patients 
under  sixty  may  be  prevented  by  reducing  dosage  If 
edema  occurs  in  patients  over  sixty,  discontinue  drug 
Precautions  The  following  should  be  accomplished  at 
regular  intervals  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of  adverse 
reactions;  complete  physical  examination  including 
check  of  patient's  weight,  complete  weekly  (especially 
for  the  aging)  or  an  every  two  week  blood  check;  perti- 
nent laboratory  studies  Caution  patients  about  partic- 
ipating in  activity  requiring  alertness  and  coordination, 
as  driving  a car,  etc  Cases  of  leukemia  have  been  re- 
ported in  patients  with  a history  of  short-  and  long  term 
therapy  The  majority  of  these  patients  were  over  forty 
Remember  that  arthritic-type  pains  can  be  the  present- 
ing symptom  of  leukemia 

Adverse  Reactions  This  is  a potent  drug,  its  misuse  can 
lead  to  serious  results  Review  detailed  information  be- 
fore beginning  therapy  Ulcerative  esophagitis,  acute 


and  reactivated  gastric  and  duodenal  ulcer  with  per- 
foration and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G I bleeding  with  anemia,  gastritis, 
epigastric  pain,  hematemesis.  dyspepsia,  nausea,  vomit 
ing  and  diarrhea,  abdominal  distention,  agranulocytosis, 
aplastic  anemia,  hemolytic  anemia,  anemia  due  to  blood 
loss  including  occult  G I bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone  marrow  de- 
pression, sodium  and  chloride  retention,  water  reten- 
tion and  edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepatitis  (choles- 
tasis may  or  may  not  be  prominent),  petechiae,  purpura 
without  thrombocytopenia,  toxic  pruritus,  erythema 
nodosum,  erythema  multiforme,  Stevens-Johnson  syn- 
drome. L yell's  syndrome  (toxic  necrotizing  epidermol- 
ysis). exfoliative  dermatitis,  serum  sickness, 
hypersensitivity  angiitis  (polyarteritis),  anaphylactic 
shock,  urticaria,  arthralgia,  fever,  rashes  (all  allergic  re- 
actions require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria,  anuria,  renal 
failure  with  azotemia,  glomerulonephritis,  acute  tubular 
necrosis,  nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug,  impaired 
renal  function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  muscle 
necrosis,  perivascular  granulomata.  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheumat- 
ica. optic  neuritis,  blurred  vision,  retinal  hemorrhage, 
toxic  amblyopia,  reiinal  detachment,  hearing  loss,  hy- 
perglycemia. thyroid  hyperplasia,  toxic  goiter,  associa- 
tion of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  confusional 
states,  lethargy,  CNS  reactions  associated  with  over- 
dosage, including  convulsions,  euphoria,  psychosis,  de- 
pression. headaches,  hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia;  ulcerative  stomatitis, 
salivary  gland  enlargement  ( B)98- 1 46-070-H(  1 0/  71 ) 

For  complete  details,  including  dosage,  please  see  full 
prescribing  information 

GEIGY  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 


BU  9337 


your  choice  of  sleep  medication 
is  wisely  based  on  more  than 
sleep-inducing  potential 


sleep  with 


Chronic  tolerance  studies  have  confirmed  the  relative  safety  of  Dalm 
■ . . r . (flurazepam  HCI);  no  depression  of  cardiac  or  respiratory  func 

T G l3Tl  VG  S3T  0 TV  was  notecl  'n  patientsadmimstered  recommended  or  higherdc 

for  as  long  as  90  consecutive  nights 
In  most  instances  when  adverse  reactions  were  reported,  they  were  mild,  infrequent  and  seldom 
quired  discontinuance  of  therapy.  Morning  “hang-over”  with  Dalmane  has  been  relatively  infrequent.  D 
ness,  drowsiness,  lightheadedness  and  the  like 
have  been  the  side  effects  noted  most  frequently, 
particularly  in  the  elderly  and  debilitated.  (An 
initial  dose  of  Dalmane  15  mg  should  be  pre- 
scribed for  these  patients.) 


sleep  for  7 to  8 hour 
without  need  to 


repeat  dosage  No  sleep  m 

cation  has  been  as  rigorously  evaluated  in  the  sleep  research  laboratory  as  Dalmane.  Insomnia  pati< 
given  one  30-mg  capsule  of  Dalmane  at  bedtime,  on  average:  fell  asleep  within  1 7 minutes,  had  fewer  ni< 
time  awakenings,  spent  less  time  awake  after  sleep  onset,  and  slept  for  7 to  8 hours  with  no  need  to  ref 
dosage  during  the  night. 


Dalmane  has  been  shown  to  be  con- 
- . . sistently  effective  even  during  con- 

^pJQ|Q^0|^QW  secutive  nights  of  administration, 

J with  no  need  to  increase  dosage. 
Dalmane  (flurazepam  HCI)  is  a distinctive  sleep  medication-a 
zodiazepine  specifically  indicated  for  insomnia.  It  is  not  a bar- 
rate  or  methaqualone,  nor  is  it  related  chemically  to  any  other 
liable  hypnotic. 

When  your  evaluation  of  insomnia  indicates  the  need  for  a sleep 
jication,  consider  Dalmane— a single  entity  nonnarcotic,  non- 
citurate  agent  proved  effective  and  relatively  safe  for  relief  of 
imnia. 


eep  with 


DALMANE 

(flurazepam  HCI) 

When  restful  sleep 
is  indicated 

One  30-mg  capsule  h.s.  —usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  —initial  dosage  for  elderly  or 
debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening:  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  and  in  acute 
or  chronic  medical  situations  requiring  restful 
sleep  Since  insomnia  is  often  transient  and 
intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants  Caution  against  hazardous  oc- 
cupations requiring  complete  mental  alertness 
(e  g , operating  machinery,  driving)  Use  in 
women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards  Not 
recommended  for  use  in  persons  under  15 
years  of  age  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage 

Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies.. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation.  Gl  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains, 
body  and  joint  pains  and  GU  complaints 
There  have  also  been  rare  occurrences  of 
sweating,  flushes,  difficulty  in  focusing 
blurred  vision,  burning  eyes,  faintness 
hypotension,  shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  anorexia  euphoria,  depression, 
slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT, 
total  and  direct  bilirubins  and  alkaline 
phosphatase  Paradoxical  reactions,  e g , 
excitement,  stimulation  and  hyperactivity, 
have  also  been  reported  in  rare  instances 

Dosage:  Individualize  for  maximum  beneficial 
effect  Adults:  30  mg  usual  dosage  15  mg  may 
suffice  in  some  patients  Elderly  or  debilitated 
patients:  15  mg  initially  until  response  is 
determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI 


ROCHE  LABORATORIES 
Div.,  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


A topical  steroid 
that  has  clinically 
succeeded 

in  study...after  study...after  study 16 
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brand  of  -g§ 

betamethasone 
valerate  (0.1%) 

Cream/Ointment 


Plus  economy  B.  id.  dosage  often  found  effective } 
Available  in  5, 15,  and  45  Gm.  tubes. 


in  contact  dermatitis 

(81  of  84  patients )l 


CLINICAL  CONSIDERATIONS: 
Description  VALISONE  products  contain 
betamethasone  valerate  (9-fluoro-i  ip  ,17,21- 
trihydroxv-i6s  -methylpregna-i,4-diene-3,20- 
dione  17-valerate).  Each  gram  of  VALISONE 
Qeamo.i%  contains  1.2  mg.  betamethasone 
valerate  (equivalent  to  1.0  mg.  betamethasone) 
in  a soft,  white,  hydrophilic  cream  of  watei; 
mineral  oil,  petrolatum,  polyethylene  glycol  1000 
monocetyl  ethei;  cetostearyl  alcohol,  monobasic 
sodium  phosphate,  and  phosphoric  acid;  4- 
chloro-m-cresol  is  present  as  a preservative.  Each 
gram  of  VALISONE  Ointment  0.1%  contains 
1.2  mg.  betamethasone  valerate  (equivalent  to 
1.0  mg.  betamethasone)  in  an  ointment  base  of 
liquid  and  white  petrolatum,  and  hydrogenated 
lanolin.  VALISONE  Cream  and  Ointment 
contain  no  parabens. 

Indications  VALI SONE  Cream  and 
Ointment  are  indicated  for  the  relief  of  the 
inflammatory  manifestations  of  corticosteroid- 
responsive  dermatoses. 

Contraindications  VALI  SONE  Cream  and 
Ointment  are  contraindicated  in  vaccinia  and 
varicella.  Topical  steroids  are  contraindicated  in 
those  patients  with  a history  of  hypersensitivity 
to  any  of  the  components  of  the  preparation. 
Precautions  I f irritation  develops  with  the 
use  of  VALISONE  Cream  or  Ointment, 
treatment  should  be  discontinued  and 
appropriate  therapy  instituted.  In  the 
presence  of  an  infection,  the  use  of  an  appro- 
priate antifungal  or  antibacterial  agent  should  be 
instituted.  If  a favorable  response  does  not 
occur  promptly,  the  corticosteroid  should  be 
discontinued  until  the  infection  has  been  ade- 
quately controlled.  If  extensive  areas  are  treated 
or  if  the  occlusive  technique  is  used,  the  pos- 
sibility exists  of  increased  systemic  absorption  of 
the  corticosteroid  and  suitable  precautions  should 
be  taken.  Although  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect  on  preg- 
nancy, the  safety  of  their  use  in  pregnant  females 
has  not  been  absolutely  established.  Therefore, 
they  should  not  be  used  extensively  in  pregnant 
patients,  in  large  amounts,  or  for  prolonged 
periods  of  time.  VALISONE  Cream  and  Oint- 
ment are  not  for  ophthalmic  use. 

Adverse  Reactions  The  following  local 
adverse  reactions  have  been  reported  with 
topical  corticosteroids:  burning,  itching, 
irritation,  dryness,  folliculitis,  hypertrichosis, 
acneform  eruptions,  and  hypopigmentation.  The 
following  may  occur  more  frequently  with 
occlusive  dressings  than  without  such  therapy: 
maceration  of  the  skin,  secondary  infection, 
skin  atrophy,  striae,  and  miliaria. 

Dosage  and  Administration  Apply  a thin 
film  of  VALISONE  Cream  or  Ointment  to  the 
affected  skin  areas  one  to  three  times  a day. 
Clinical  studies  of  VALISONE  have  indicated 
that  dosage  only  once  or  twice  a day  is  often 
feasible  and  effective.  AUGUST  1972 
For  more  complete  details,  consult  Schering 
literature  available  from  your  Schering 
Representative  or  Professional  Services 
Department,  Schering  Corporation, 
Kenilworth,  New  Jersey  07033. 

References:  ( 1)  Files  of  Headquarters  Medical  Research 
Division,  Schering  Corporation.  ( 2 ) Carter , V H.,  and 
A loojm,  R.  O .:  Curr.  Therap.  Res.  9:253,  1967.  (3)  Falk , M.  S.: 

Cutis  2:788,  1966.  (4)  Goldblum,  R.  W.:  Pennsylvania  Med. 

69:50,  1966.  (5)  Nierman,  M.  M.:J.  Indiana  M.  A.  10:1184, 

1966.  (6)  Zimmerman,  E.  H.:  Arch.  Dermal.  95:514,  1967. 
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ROCHE  announces 

new 


BACTRIM 


Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 


a new  type  of  antibacterial 
for  a two-pronged  attack 
against  chronic  urinary 
tract  infections  due  to 
susceptible  organisms 


Bactrim  is  highly  effective  in  the  treatment  of  these 
infections- primarily  pyelonephritis,  pyelitis  and  cystitis, 
when  due  to  susceptible  organisms  (usually  E.  coli, 
Klebsiella-Enterobacter,  Proteus  mirabilis,  and,  less 
frequently,  indole-positive  proteus  species).  This  efficacy 
is  related  to  the  unique  mode  of  action  against  bacteria 
(see  opposite  page),  an  action  that,  in  effect,  makes 
Bactrim  a new  type  of  antibacterial. 


Bactrim  significantly  superior 
to  constituents  in  patients  with 
obstructive  complications 


In  the  presence  of  obstructive  uropathy,  Bactrim  has  /|a 

demonstrated  efficacy  which  is  superior  to  either  sulfa-  - 

rvt  kt  nv  o I r\r  fnmnfhrinnm  i nrt  r- 1 i r*  I K I ^ 
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methoxazole  or  trimethoprim  alone  against  susceptible 
organisms.  In  addition,  in  vitro*  studies  have  shown  that 
bacterial  resistance  develops  more  slowly  with  Bactrim 
than  with  either  trimethoprim  or  sulfamethoxazole  alone. 


*Please  note  that  clinical  conclusions  cannot  be  extrapo 
lated  from  in  vitro  studies. 


iterrupts  life  cycle  of  susceptible  bacteria 

nique  mode  of  action  interrupts  the  life  cycle  at  two  important  points,  thereby  impeding 
ie  production  of  nucleic  acids  and  proteins  essential  to  these  bacteria.  These  consecutive 
terruptions  occur  because  sulfamethoxazole  and  trimethoprim  resemble  naturally  existing 
ibstrates.  By  competitive  replacement  of  these  substrates,  they  inhibit  further  synthesis. 


new 


BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

for  chronic  urinary  tract  infections 


Before  prescribing,  please  see  complete  product  information  on  last  page  of  advertisement. 


Excellent  clinical  response 
in  chronic 

urinary  tract  infections 

A multiclinic,  double-blind  study*  of  response  to  a 
ten-day  course  of  therapy  in  47 it  patients  with 
chronic  urinary  tract  infections  demonstrated  the 
superiority  of  Bactrim.  On  the  10th  day  after  initia- 
tion of  therapy,  91.7%  (of  168  patients)  showed 
significant  bacteriological  response  to  Bactrim 
compared  with  81.2%  (of  144  patients)  to  trimeth- 
oprim and  64.5%  (of  155  patients)  to  sulfameth- 
oxazole. In  patients  with  obstructive  complications, 
10th  day  response  was  94.8%  (of  97  patients)  to 
Bactrim,  72.9%  (of  85  patients)  to  trimethoprim 
and  58.5%  (of  94  patients)  to  sulfamethoxazole. 

Excellent  response 
maintained 

Bactrim  proved  equally  impressive  in  maintaining 
this  bacteriological  response.  In  the  above  study, 
after  ten-day  therapy  with  Bactrim,  68.4%  of  pa- 
tients with  chronic  urinary  tract  infections  main- 
tained response  for  up  to  42  consecutive  days, 
compared  with  59.7%  with  trimethoprim  and 
44.4%  with  sulfamethoxazole.  In  patients  with 
obstruction,  70.8%  of  those  on  Bactrim  maintained 
response  for  up  to  42  consecutive  days,  compared 


with  49.4%  on  trimethoprim  and  38.8%  on  sulfa- 
methoxazole. The  figures  are  particularly  remark- 
able in  cases  with  urinary  obstruction  — cases 
regarded  as  being  notoriously  difficult  to  treat. 

To  date,  low  incidence  of 
significant  side  effects 

Although  Bactrim  demonstrated  impressive  clinic 
results,  it  is  important  to  note  that  the  incidence  c 
clinically  significant  adverse  effects  was  low,  main 
nausea  and/or  vomiting,  rash,  leukopenia,  SGOT 
increase  and  creatinine  increase. 

Bactrim  should  be  given  with  caution  to  patients  i 
with  impaired  renal  or  hepatic  function,  possible 
folate  deficiency  and  to  those  with  severe  allergy 
bronchial  asthma.  Adequate  fluid  intake  must  be 
maintained.  Complete  blood  counts,  urinalyses  w, 
careful  microscopic  examination,  and  renal  func- 
tion tests  should  be  performed  during  therapy. 

Currently,  the  increasing  frequency  of  resistant 
organisms  is  a limitation  of  the  usefulness  of 
all  antibacterial  agents,  especially  in  the  treatmei 
of  chronic  and  recurrent  urinary  tract  infections. 

Usual  adult  dosage:  two  tablets  every  twelve  hou 
for  10  to  14  days;  no  loading  dose  required. 

* Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N.J.  07 1 1C 
1 4 patients  not  available  for  evaluation  at  day  10. 
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““BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

for  chronic  urinary  tract  infections 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley.  N J 07110 


Before  prescribing,  please  consult  complete  product  information  on  facing  page. 


Complete  Product  Information: 

Jescription:  Bactrim  is  a synthetic  antibacterial  combination  prod- 
ict,  available  in  scored  light-green  tablets,  each  containing  80  mg 
rimethoprim  and  400  mg  sulfamethoxazole. 

'rimethoprim  is  2, 4-diamino- 5-(3, 4, 5-trimethoxybenzyl)  pyrimidine, 
t is  a white  to  light-yellow,  odorless,  bitter  compound  with  a molec- 
ilar  weight  of  290.3. 

lulfamethoxazole  is  /V'-(5-methyl-3-isoxazolyl)sulfanilamide.  It  is 
n almost  white  in  color,  odorless,  tasteless  compound  with  a mo- 
dular weight  of  253.28. 

.ctions:  Microbiology:  Sulfamethoxazole  inhibits  bacterial  synthesis 
f dihydrofolic  acid  by  competing  with  para- aminobenzoic  acid, 
rimethoprim  blocks  the  production  of  tetrahydrofolic  acid  from  di- 
ydrofolic  acid  by  binding  to  and  reversibly  inhibiting  the  required 
nzyme,  dihydrofolate  reductase.  Thus,  Bactrim  blocks  two  con- 
ecutive  steps  in  the  biosynthesis  of  nucleic  acids  and  proteins 
ssential  to  many  bacteria. 

i vitro  studies  have  shown  that  bacterial  resistance  develops  more 
lowly  with  Bactrim  than  with  trimethoprim  or  sulfamethoxazole 

lone. 

i vitro  serial  dilution  tests  have  shown  that  the  spectrum  of  anti- 
acterial  activity  of  Bactrim  includes  the  common  urinary  tract 
jiathogens  with  the  exception  of  Pseudomonas  aeruginosa.  The  fol- 
ding organisms  are  usually  susceptible:  Escherichia  coli,  Kleb- 
iiella-Enterobacter,  Proteus  mirabilis  and  indole-positive  proteus 
pecies. 


Representative  Minimum  Inhibitory  Concentration  Values 
for  Bactrim-Susceptible  Organisms 

(MIC— mcg/ml) 

Trimeth- 

oprim 

Sulfameth- 

oxazole 

TMP/SMX  (1:20) 

Bacteria 

alone 

alone 

TMP 

SMX 

Escherichia 

coli 

0.05-1.5 

1.0  -245 

0.05-0.5 

0.95-  9.5 

Proteus  spp. 
indole  positive 

0.5  -5.0 

7.35  -300 

0.05-1.5 

0.95-28.5 

Proteus 

mirabilis 

0.5  -1.5 

7.35  - 30 

0.05-0.15 

0.95-  2.85 

Klebsiella- 

Enterobacter 

0.15-5.0 

0.735-245 

0.05-1.5 

0.95-28.5 

luman  Pharmacology:  Bactrim  is  rapidly  absorbed  following  oral 
dministration.  The  blood  levels  of  trimethoprim  and  sulfamethoxa- 
ole  are  similar  to  those  achieved  when  each  component  is  given 
lone.  Peak  blood  levels  for  the  individual  components  occur  one 
) four  hours  after  oral  administration.  The  half-lives  of  sulfameth- 
xazole  and  trimethoprim,  10  and  16  hours  respectively,  are  rela- 
vely  the  same  regardless  of  whether  these  compounds  are  admin- 
istered as  individual  components  or  as  Bactrim.  Detectable 
mounts  of  trimethoprim  and  sulfamethoxazole  are  present  in  the 
lood  24  hours  after  drug  administration.  Free  sulfamethoxazole 
nd  trimethoprim  blood  levels  are  proportionately  dose-dependent, 
n repeated  administration,  the  steady-state  ratio  of  trimethoprim 
i sulfamethoxazole  levels  in  the  blood  is  about  1:20. 
ulfamethoxazole  exists  in  the  blood  as  free,  conjugated  and  pro- 
sin-bound  forms;  trimethoprim  is  present  as  free,  protein-bound 
nd  metabolized  forms.  The  free  forms  are  considered  to  be  the 
lerapeutically  active  forms.  Approximately  44  percent  of  trimeth- 
prim  and  70  percent  of  sulfamethoxazole  are  protein-bound  in  the 
lood.  The  presence  of  10  mg  percent  sulfamethoxazole  in  plasma 
ecreases  the  protein  binding  of  trimethoprim  to  an  insignificant 
egree;  trimethoprim  does  not  influence  the  protein  binding  of 
ulfamethoxazole. 

xcretion  of  Bactrim  is  chiefly  by  the  kidneys  through  both  glomer- 
lar  filtration  and  tubular  secretion.  Urine  concentrations  of  both 
ulfamethoxazole  and  trimethoprim  are  considerably  higher  than 
re  the  concentrations  in  the  blood.  When  administered  together 
s in  Bactrim,  neither  sulfamethoxazole  nor  trimethoprim  affects 
le  urinary  excretion  pattern  of  the  other. 

iidications:  Chronic  urinary  tract  infections  (primarily  pyelonephri- 
s,  pyelitis  and  cystitis)  due  to  susceptible  organisms  (usually 
. coli,  Klebsiella-Enterobacter,  Proteus  mirabilis,  and,  less  fre- 
uently,  indole-positive  proteus  species). 

j-nportant  note:  Currently,  the  increasing  frequency  of  resistant  organ- 
sms  is  a limitation  of  the  usefulness  of  all  antibacterial  agents,  espe- 
ally  in  the  treatment  of  chronic  and  recurrent  urinary  tract  infections, 
ontraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides, 
regnancy  and  during  the  nursing  period  (see  Reproduction 
tudies). 

/arnings:  Deaths  associated  with  the  administration  of  sulfonamides 
ave  been  reported  from  hypersensitivity  reactions,  agranulocyto- 
is,  aplastic  anemia  and  other  blood  dyscrasias.  Experience  with 
'imethoprim  alone  is  much  more  limited,  but  it  has  been  reported 
3 interfere  with  hematopoiesis  in  occasional  patients.  In  elderly 
atients  concurrently  receiving  certain  diuretics,  primarily  thia- 
ides,  an  increased  incidence  of  thrombopenia  with  purpura  has 
een  reported. 


The  presence  of  clinical  signs  such  as  sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  indications  of  serious  blood  dis- 
orders. Complete  blood  counts  should  be  done  frequently  in  pa- 
tients receiving  Bactrim.  If  a significant  reduction  in  the  count  of 
any  formed  blood  element  is  noted,  Bactrim  should  be  discontinued. 
At  the  present  time,  there  is  insufficient  clinical  information  on  the 
use  of  Bactrim  in  infants  and  children  under  12  years  of  age  to 
recommend  its  use. 

Precautions:  Bactrim  should  be  given  with  caution  to  patients  with 
impaired  renal  or  hepatic  function,  to  those  with  possible  folate 
deficiency  and  to  those  with  severe  allergy  or  bronchial  asthma.  In 
glucose-6-phosphate  dehydrogenase-deficient  individuals,  hemoly- 
sis may  occur.  This  reaction  is  frequently  dose-related.  Adequate 
fluid  intake  must  be  maintained  in  order  to  prevent  crystalluria  and 
stone  formation.  Urinalyses  with  careful  microscopic  examination 
and  renal  function  tests  should  be  performed  during  therapy,  par- 
ticularly for  those  patients  with  impaired  renal  function. 

Adverse  Reactions:  For  completeness,  all  major  reactions  to  sul- 
fonamides and  to  trimethoprim  are  included  below,  even  though 
they  may  not  have  been  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblastic 
anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia. 

Allergic  reactions:  Erythema  multiforme,  Stevens-Johnson  syn- 
drome, generalized  skin  eruptions,  epidermal  necrolysis,  urticaria, 
serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  re- 
actions, periorbital  edema,  conjunctival  and  scleral  injection,  pho- 
tosensitization, arthralgia  and  allergic  myocarditis. 

Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis. 

C.A/.S.  reactions:  Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insomnia,  ap- 
athy, fatigue,  muscle  weakness  and  nervousness. 

Miscellaneous  reactions:  Drug  fever,  chills,  and  toxic  nephrosis  with 
oliguria  and  anuria.  Periarteritis  nodosa  and  L.  E.  phenomenon 
have  occurred. 

The  sulfonamides  bear  certain  chemical  similarities  to  some  goitro- 
gens,  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypogly- 
cemic agents.  Goiter  production,  diuresis  and  hypoglycemia  have 
occurred  rarely  in  patients  receiving  sulfonamides.  Cross-sensitivity 
may  exist  with  these  agents.  Rats  appear  to  be  especially  suscepti- 
ble to  the  goitrogenic  effects  of  sulfonamides,  and  long-term  ad- 
ministration has  produced  thyroid  malignancies  in  the  species. 
Dosage  and  Administration:  Not  recommended  for  use  in  children 
under  12  years  of  age. 

The  usual  adult  dosage  is  two  tablets  every  12  hours  for  10  to  14 
days. 


For  patients  with  renal  impairment: 


Creatinine  Clearance 
(ml/min) 

Recommended  Dosage 
Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

How  Supplied:  Tablets,  containing  80  mg  trimethoprim  and  400  mg 
sulfamethoxazole— bottles  of  100  and  500;  Tel-E-Dose®  packages 
of  1000;  Prescription  Paks  of  40,  available  singly  and  in  trays  of  10. 
Imprint  on  tablets:  ROCHE  50. 

Reproduction  Studies:  In  rats,  doses  of  533  mg/ kg  sulfamethoxazole 
or  200  mg/ kg  trimethoprim  produced  teratological  effects  mani- 
fested mainly  as  cleft  palates.  The  highest  dose  which  did  not  cause 
cleft  palates  in  rats  was  512  mg/kg  sulfamethoxazole  or  192  mg/kg 
trimethoprim  when  administered  separately.  In  two  studies  in  rats, 
no  teratology  was  observed  when  512  mg/ kg  of  sulfamethoxazole 
was  used  in  combination  with  128  mg/ kg  of  trimethoprim.  How- 
ever, in  one  study,  cleft  palates  were  observed  in  one  litter  out  of 
9 when  355  mg/ kg  of  sulfamethoxazole  was  used  in  combination 
with  88  mg/kg  of  trimethoprim. 

In  rabbits,  trimethoprim  administered  by  intubation  from  days  8 to 
16  of  pregnancy  at  dosages  up  to  500  mg/ kg  resulted  in  higher 
incidences  of  dead  and  resorbed  fetuses,  particularly  at  500  mg/ kg. 
However,  there  were  no  significant  drug-related  teratological  effects. 

BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc 
Nutley.  N J 07110 
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newsfronts 


Board  of  Trustees  endorses  auto  leasing  plan 


Another  PMS  membership  benefit 
has  been  added  to  the  growing  list  for 
those  members  who  now  lease,  or  are 
interested  in  leasing,  an  automobile. 

The  Board  of  Trustees  has  approved 


Secretary  of  Health  J.  Finton 
Speller,  M.D.,  has  announced  public 
hearings  this  month  to  receive  reac- 
tions to  the  proposed  regulations  of  the 
Clinical  Laboratory  Act  as  published 
in  the  Pennsylvania  Bulletin  on  June 
30, 1973. 

Hearings  are  scheduled  for  Sep- 
tember 17,  18,  and  19,  in  Hearing 
Room  3 of  the  North  Office  Building. 

"Any  person  who  wishes  to  present 
his  views  on  the  type  of  regulations 
which  will  best  enable  the  Department 
of  Health  to  implement  the  mandate  of 
the  Clinical  Laboratory  Act  is  invited 
to  testify,”  Dr.  Speller  said,  "as  it  is 
clearly  not  the  intent  of  the  Act  to 
disrupt  activities  of  existing  labora- 
tories or  to  disenfranchise  any  person 
or  groups  of  persons.” 

An  announcement  in  the  August  4 
Pennsylvania  Bulletin  indicated  that 
just  such  a series  of  hearings  would  be 
scheduled  because  of  the  numerous 
comments  on  the  regulations  which 
had  been  received. 

Among  those  comments  was  one 
from  the  State  Society’s  president, 
Robert  S.  Sanford,  M.D.,  questioning 
the  applicability  of  the  statute  to 


a recommendation  from  the  Council  on 
Public  Service  endorsing  a low  cost 
auto  leasing  program  for  State  Society 
members. 

After  long  study  by  the  council,  the 


laboratories  operated  in  the  offices  of 
private  physicians  for  routine  testing. 
A response  from  Dr.  Speller  said  that 
an  opinion  of  the  Attorney  General’s 
Office  made  it  clear  that  the  statute 
does  apply  to  private  physicians’  of- 
fices. 

Further  comment  on  the  proposed 
regulations  as  they  would  apply  to 
laboratories  in  offices  of  physicians  in 
private  practice  can  be  expected  at  the 
scheduled  public  hearings. 

AMA  plans  group  tour 

A group  tour  which  will  include  the 
International  Conference  on  Environ- 
mental Health  in  Yugoslavia  has  been 
arranged  by  the  American  Medical  As- 
sociation departing  October  20  and  re- 
turning November  6.  The  round  trip 
fare  from  Chicago  is  $412,  from  New 
York  City,  $345.  Following  the  confer- 
ence, packaged  or  independent  tours 
can  be  arranged.  The  return  flight  will 
depart  from  Geneva,  Switzerland. 

For  further  information,  contact 
Mrs.  Lucille  E.  Morrisey,  American 
Medical  Association,  535  N.  Dearborn 
St.,  Chicago,  Illinois  60610. 


Lease-A-PIan  of  New  York  program 
was  selected.  Features  of  this  new  mem- 
bership benefit  include  the  option  to 
buy  at  a predetermined  and  below 
wholesale  price  at  the  end  of  the  lease 
period;  no  security  deposit;  local  serv- 
ice; additional  cash  discounts  as  the 
number  of  participants  increases;  and 
auto  equipment  and  service  discounts 
of  up  to  40  percent. 

Further  details  will  be  sent  to 
members  by  mail,  and  reports  of  the 
plan  will  be  published  in  forthcoming 
issues  of  Pennsylvania  Medicine- 

The  Council  on  Public  Service  can 
answer  questions  on  the  program. 

Part  time  residency 
program  study  funded 

Part-time  residencies  for  women 
physicians  will  be  the  subject  of  a four- 
year,  $505,000  study  to  be  undertaken 
at  Medical  College  of  Pennsylvania 
under  a contract  from  the  National  In- 
stitutes of  Health’s  Bureau  of  Man- 
power. 

Beginning  July  1,  1974,  part-time 
residencies  in  medicine,  pediatrics,  gy- 
necology, anesthesiology,  and  radio- 
logy will  be  offered  to  eight  women 
physicians.  They  will  form  the  basis  of 
a pilot  study  for  investigating  the  feasi- 
bility of  part-time  residency  training 
designed  to  allow  women  to  further 
their  medical  study  while  fulfilling 
family  roles. 

Women  physicians  who  have  com- 
pleted one  year  of  internship  in  an 
approved  program  will  be  eligible  for 
the  residencies.  Ethel  Weinberg,  M.D., 
associate  dean  of  the  college,  will  serve 
as  project  director. 

AMA-DE  now  available 

The  second  edition  of  AMA-DRUG 
EVALUATIONS  is  now  available  for 
sale  by  the  publisher  to  all  AMA 
members  for  $ 1 6.50  per  copy. 

Checks  should  be  made  payable  to 
Publishing  Sciences  Group,  Inc.  and 
orders  directed  to  411  Massachusetts 
Avenue,  Acton,  Massachusetts  01720. 


Laboratory  Act  hearings  scheduled 
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Membership  drive  receives  Board  endorsement 


The  Board  of  Trustees  of  the  Penn- 
sylvania Medical  Society  approved  rec- 
ommendations of  the  Ad  Hoc  Com- 
mittee on  AM  A membership  designed 
to  increase  AM  A and  PMS  mem- 
bership at  its  August  meeting. 

Approval  was  given  to  a recommen- 
dation to  enlarge  the  committee  by  two 
medical  residents,  one  from  the 
Philadelphia  area  and  one  from  the 
Pittsburgh  area,  in  an  attempt  to  plan 
programs  to  attract  interns  and  resi- 
dents into  joining  organized  medicine. 

The  committee  recommendation 
that  the  PMS  Constitution  and  Bylaws 
be  changed  to  include  a unified  mem- 
bership provision  and  to  eliminate 
delinquent  dues  requirement  was 
approved.  Unified  membership  in 
county  society.  State  Society,  and  the 
American  Medical  Association  has  suc- 
cessfully increased  physician  mem- 
bership in  Illinois  and  California. 

Approval  was  given  for  the  mailing 
of  a membership  letter  over  the  signa- 
ture of  the  Pennsylvania  Medical  Soci- 
ety president  informing  prospective 
members  of  the  availability  of  an  open 

Jefferson  screening 
to  test  thermography 

Thermography  as  a method  of  early 
detection  of  breast  cancer  will  be 
tested  in  a screening  program  designed 
to  include  20,000  women  at  Thomas 
Jefferson  University  under  a $3.4 
million  contract  with  the  National 
Cancer  Institute. 

Beginning  this  Fall,  women  between 
the  ages  of  forty-five  and  sixty-four 
will  receive  thorough  physical  exami- 
nations of  the  breasts,  an  evaluation  by 
means  of  standard  x-ray,  and  ther- 
mography free  of  charge. 

Based  on  the  principle  that  a cancer- 
ous mass  emits  more  heat  than  normal 
tissue,  the  technique  enables  a visual 
print  of  heat  waves  radiating  from  the 
skin  surface.  The  recording  can  be  ex- 
amined for  an  indication  of  possible 
early  cancer.  Trials  on  smaller  groups, 
both  in  England  and  at  Jefferson,  have 
indicated  the  value  of  this  approach. 
This  study  is  designed  to  determine 
whether  it  can  be  applied  to  large  pop- 
ulations without  loss  of  reliability. 


enrollment  plan  whereby  AM  A mem- 
bership for  $55  could  be  obtained,  since 
the  end  of  the  current  year  is 
approaching. 

A comprehensive  recruitment  pro- 
gram for  1974  was  submitted  and 
approved  which  will  be  based  upon  an 
appeal  from  Pennsylvania’s  Russell  B. 
Roth.  M.D.,  AMA  president. 


Can  you  get  a doctor  in  Pittsburgh? 
The  answer  appears  to  be  "yes.” 

The  Allegheny  Medical  Society  has 
released  the  results  of  a survey  of  708  of 
its  primary  care  physician  members 
which  was  made  to  determine  the  avail- 
ability of  physician  care  in  the  area. 
Results  were  more  positive  than  even 
the  physicians  themselves  expected,  ac- 
cording to  a report  released  by 
Lawrence  D.  Ellis,  M.D.,  chief  engi- 
neer of  the  study  and  chairman  of  the 
society’s  Public  Relations  Committee. 

A questionnaire  was  sent  to  general 
and  family  practitioners,  internists,  and 
pediatricians  to  determine  whether  they 
are  accepting  new  patients,  accepting 
medicaid  patients,  making  house  calls, 
and  experiencing  long  delays  in  seeing 
patients. 

Of  the  respondents,  75  percent 


An  important  means  of  increasing 
Society  membership  was  the  approval 
of  the  reimbursement  to  county  medi- 
cal societies  of  one-half  the  AMA  dues 
collected  from  a new  member  during 
the  first  year  of  his  membership  or  from 
a member  who  isjoining  the  AM  A after 
a lapse  of  more  than  twenty-four 
months. 


reported  that  they  are  still  accepting 
new  patients,  and  43  percent  indicated 
that  they  are  accepting  medicaid  pa- 
tients. More  than  one-third  (38  percent) 
make  house  calls  when  necessary. 
Regarding  the  length  of  time  a patient 
must  wait  for  an  appointment, 
responses  ranged  from  the  “same  day” 
to  three  months.  Every  physician  who 
reported  a delay  of  more  than  a day  or 
two  qualified  his  response  by  adding 
“immediately  in  urgent  cases.”  The 
average  number  of  visits  per  month 
were  400  in  addition  to  hospital  rounds, 
although  some  physicians  reported  as 
many  as  1 ,000. 

Results  of  the  survey  indicate  that  in 
general  physician  care  is  available  in 
the  area  regardless  of  the  method  of 
payment,  although  a geographic  break- 
down shows  that  some  areas  are  short  in 
one  or  more  specialties. 


ELI  P.  BERNZWEIG,  J.D.,  new  vice  president  in  charge  of  professional  liability 
programs  for  hospital  and  medical  associations  for  Argonaut  Insurance  Co.,  un- 
derwriter of  the  State  Society  sponsored  professional  liability  program,  met 
recently  with  society  officials.  Shown  above  are  (left  to  right)  Richard  Lynch,  Ar- 
gonaut vice  president;  A.  John  Smither,  vice  president  of  Parker  and  Co.  of  Penn- 
sylvania, administrator  of  the  program;  Mr.  Bernzweig;  and  John  F.  Rineman,  ex- 
ecutive vice  president  of  the  State  Society.  Mr.  Bernzweig  joined  Argonaut  after 
serving  for  two  years  as  executive  director  of  the  Commission  on  Medical  Mal- 
practice in  the  Department  of  Health,  Education,  and  Welfare,  and  directing  a na- 
tionwide study  of  the  medical  malpractice  problem. 
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Yes,  you  can  get  a doctor  in  Pittsburgh 


SEPTEMBER  1973 


Chiropractic  in  federal  programs  criticized 


The  inclusion  of  chiropractic  under 
the  medicare  law  places  “in  jeopardy 
the  integrity  of  the  entire  medicare- 
medicaid  program."  This  claim  was 
contained  in  a statement  made  by  H. 
Thomas  Ballantine,  M.D.,  Boston  neur- 
osurgeon and  chairman  of  the  Ameri- 
can Medical  Association  Committee  on 
Quackery,  at  a recent  meeting  of  the 
Northeast  Regional  Conference  on 
Health-Quackery-Chiropractic. 

Although  stressing  the  limited 
inclusion  of  chiropractic  in  medicare  as 
adopted  by  Congress  last  Fall,  Dr. 
Ballantine  called  the  amendment  to  the 
Social  Security  law  a "serious  threat"  to 
the  high  quality  of  care  called  for  in  the 
legislation. 

He  raised  a number  of  questions 


Corporation  names 
subject  to  new  rules 

New  rules  clarifying  regulations  on 
professional  incorporation  have  been 
received  recently  from  the  Pennsyl- 
vania Department  of  State. 

The  new  regulations  pertain  to  pro- 
fessional corporations  and  include 
those  limiting  their  corporate  names  to 
the  name  or  names  of  the  shareholding 
physicians. 

A physician  may  (but  need  not)  place 
after  his  own  name:  ( 1 ) the  word  “and" 
or  any  symbol  or  substitute  therefor,  (2) 
the  word  “Associates,”  or  (3)  both  of 
the  preceding. 

Examples  of  the  application  of  the 
rule  follow. 

Permitted 

John  Doe,  M.D. 

Doe  and  Roe 
Doe  & Roe 

Doe  and  Roe  Associates 
Doe  & Roe  Associates 
Roe  Medical  Associates,  Inc. 

Medical  Service,  Inc. 

Not  Permitted 

Doe  and  Roe,  P.C. 

Doe  & Roe,  P.A. 

Roe  Medical  Associates 
Medical  Service 
Medical  Service  Associates 
Medical  Service  Associates,  P.A. 
Medical  Service  Associates,  P.C. 


regarding  qualifications  and  accredita- 
tion of  chiropractors,  the  definition  of 
subluxation,  diagnostic  standards  in 
identifying  subluxation  from  current  x- 
ray  techniques,  scientific  evidence  that 
manual  manipulation  of  the  spine  can 
favorably  influence  a disease  process, 
and  the  determination  of  the  appropri- 
ateness of  such  treatment  in  individual 


cases. 

Finally,  he  questioned  the  legality  of 
chiropractic  payments  under  the  sec- 
tion of  the  medicare  law  that  prohibits 
payments  for  items  or  services  “which 
are  not  reasonable  and  necessary  for  the 
diagnosis  and  treatment  of  illness  or  in- 
jury or  to  improve  the  function  of  the 
malformed  body.” 


Results  surprising  in  Coatesville  experiment 


An  experimental  treatment  program 
for  alcoholics  conducted  at  the  Coates- 
ville VA  Hospital  in  which  the  patients 
were  permitted  to  decide  for  themselves 
whether  to  drink  or  abstain  has  turned 
up  some  surprising  results. 

A report  of  the  experiment  has  been 
published  in  an  article  in  the  Spring 
1973  issue  of  Alcohol  Health  and 
Research  World  by  Edward  Gottheil, 
M.D.  He  is  professor  of  psychiatry  at 
Jefferson  Medical  College,  Thomas 
Jefferson  University,  and  associate 
director  of  drug  and  alcoholism  serv- 
ices for  the  Jefferson  Community 
Mental  Health  Center. 

A series  of  six-week  sessions  were 
conducted  in  a closed  ward  where  pa- 
tients were  permitted  to  choose  up  to 
two  ounces  of  80  proof  ethanol  every 
hour  on  the  hour  from  9 a.m.  to  9 p.m. 
each  weekday.  A conscious  decision 
had  to  be  made  each  hour  since  ob- 
taining the  drink  was  possible  only  on 
a fixed  schedule. 

Intensive  therapy  in  the  form  of  in- 
dividual psychotherapy,  group  and  oc- 
cupational therapy,  visits  from  Alco- 
holics Anonymous,  and  physicial  rec- 


reation was  instituted  during  the  ini- 
tial week,  during  which  time  no 
alcohol  was  available. 

• 45  percent  of  the  nearly  100  pa- 
tients treated  never  took  a drink 
during  the  program. 

• 20  percent  started  drinking,  but 
stopped  before  completion  of  treat- 
ment. 

• 33  percent  drank  throughout  treat- 
ment, but  only  one-half  of  these  con- 
sumed to  extremes. 

Further — sixty-five  of  seventy-eight 
patients  were  evaluated  six  months 
after  treatment.  Of  these,  only  twenty- 
one  had  been  drinking  more  than 
twice  a week  and  had  gotten  drunk 
more  than  once  a month. 

According  to  Dr.  Gottheil,  allowing 
the  patient  to  decide  for  himself  is  ap- 
parently the  critical  issue.  He  said, 
“When  the  opportunity  for  decision- 
making is  present  . . . the  patient  is 
better  able  to  examine  just  why  it  is 
that  the  problem  exists.” 

Floyd  S.  Cornelison,  Jr.,  M.D., 
chairman  of  the  department  of  psychi- 
atry, was  among  the  researchers  who 
helped  in  the  study. 
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Board  approves  family  physician  definition 


Recommendations  of  the  Special 
Committee  on  Family  Medicine  con- 
cerning family  practice  departments, 
programs,  and  residencies  in  medical 
schools  and  affiliated  community  hos- 
pitals were  approved  at  the  August 
meeting  of  the  Pennsylvania  Medical 
Society  Board  of  Trustees. 

Action  was  taken  to  prevent  token 
family  practice  programs  which  exist 
primarily  on  paper  that  have  developed 
when  state  governments  have  required 
medical  schools  to  have  family  practice 
departments  as  a precondition  for 
funding.  The  committee  recommended 
that  continued  state  funding  should 
depend  on  the  number  of  students  in  the 
program  and  eventually  on  the  number 
of  former  students  practicing  family 
medicine. 

The  committee  also  recommended 
and  the  Board  approved  that  medical 
schools  be  encouraged  to  have  at  least 
one  family  physician  on  each  admis- 
sions committee. 

A third  approved  recommendation 
recognizes  the  advantages  of  situating 
family  practice  residencies  in  local 
communities  across  the  state.  It  recom- 
mends that  such  community  hospitals 
should  be  affiliated  with  medical 
schools  and  that  family  practice 
residencies  should  be  open  without  dis- 


HUP  slates  seminar 

A seminar  for  hospital  medical  staffs 
will  be  held  in  Pittsburgh  on  October  4, 
1973.  It  is  the  first  of  a series  planned 
by  the  Hospital  Utilization  Project  in 
cooperation  with  the  University  of 
Pittsburgh  School  of  Medicine  empha- 
sizing medical  care  evaluation  tech- 
niques to  meet  peer  review  and  quality 
assurance  standards  of  the  American 
Medical  Association,  the  Joint  Com- 
mittee on  Accreditation  of  Hospitals, 
and  the  American  Hospital  Associa- 
tion. 

These  seminars  are  acceptable  for 
four  credit  hours  in  Category  I for  the 
AMA  Physician's  Recognition  Award 
and  for  the  PMS  membership 
requirement.  For  further  information, 
contact  Judith  Andrews,  Hospital 
Utilization  Project,  400  Penn  Center 
Blvd.,  Pittsburgh,  Pa.  15235. 


tinction  to  allopathic  and  osteopathic 
students. 

Because  of  the  ambiguity  of  the  term 
primary  care  physician,  the  committee 
recommended  adoption  of  a clarified 
definition  of  the  term  "family 
physician.”  The  following  definition 
was  approved  in  principle  by  the  Board. 

“The  family  physician  serves  the 
public  as  the  physician  of  first  contact 
and  means  of  entry  into  the  health  care 
system;  evaluates  his  patient’s  total 
health  needs,  providing  personal  medi- 
cal care  within  one  or  more  fields  of 
medicine,  and  referring  patients  when 


The  first  two  atomic  heart  pace- 
makers used  in  the  Philadelphia  area 
have  been  implanted  by  a team  of  Hah- 
nemann Medical  College  and  Hospital 
physicians. 

The  implantation  team  consisted  of 
William  M.  Lemmon,  M.D.,  assistant 
professor  of  thoracic  surgery;  Thomas 
McGary,  M.D.,  clinical  senior  in- 
structor in  medicine;  Daniel  Mason, 
M.D.,  clinical  professor  of  medicine; 
Stanley  Spitzer,  M.D.,  clinical  associate 
professor  of  medicine;  and  Richard 
Vasallo,  senior  instructor  of  medicine. 
Drs.  McGary,  Mason,  Spitzer,  and 
Vasallo  are  all  cardiologists. 

Dr.  Lemmon  was  the  first  physician 

Pediatricians  to  meet 

The  American  Academy  of  Pediat- 
rics will  hold  its  annual  meeting  Octo- 
ber 20-24  at  the  Palmer  House  Hotel 
in  Chicago. 

Seminars  will  concentrate  on  such 
topics  as  immunology,  behavioral 
problems,  growth  disorders,  renal 
disease,  and  adolescence.  Open  section 
meetings  will  include  programs  by  the 
sections  on  urology,  surgery,  diseases 
of  the  chest,  military  pediatrics,  com- 
munity pediatrics,  child  development, 
pediatric  cardiology,  allergy,  and  anes- 
thesiology. 

For  further  information,  contact; 
John  P.  Lynch,  American  Academy  of 
Pediatrics,  1801  Hinman  Ave.,  Evan- 
ston, Illinois  60204. 


indicated  to  appropriate  sources  of  care 
while  preserving  the  continuity  of  his 
own  care;  develops  a responsibility  for 
his  patient’s  comprehensive  and  contin- 
uous health  care  and  acts  as  a coor- 
dinator of  his  patient's  health  services, 
accepting  responsibility  for  his  patient’s 
total  health  care,  including  the  use  of 
consultants,  within  the  context  of  the 
patient’s  environment.  . . By  intent,  the 
family  physician  does  not  attempt  to 
fragment  his  delivery  of  health  care  ac- 
cording to  age,  sex,  disease  process, 
system  of  the  body,  or  mechanical 
procedure.” 


to  receive  licensure  to  use  atomic  pace- 
makers in  Pennsylvania.  The  implanta- 
tions were  done  on  two  male  patients 
suffering  from  complete  heart  block. 

A statement  from  Hahnemann  says 
that  the  biggest  advantage  of  the  atomic 
demand  pacemaker  is  that  the  life  ex- 
pectancy of  the  pacemaker  is  about  ten 
years,  as  opposed  to  some  thirty-six 
months  for  the  commonly  used  battery 
operated  pacemakers.  Due  to  a ti- 
tanium housing,  radiation  exposure  per 
year  is  limited  to  no  more  than  that  of 
one  diagnostic  chest  x-ray. 


NIH  seeks  patients 

Physicians  who  have  patients  with 
multiple  (a  dozen  or  more)  basal  cell 
carcinomas  are  asked  to  refer  these  pa- 
tients for  therapeutic  trials  being  con- 
ducted by  the  National  Cancer  Insti- 
tute’s dermatology  branch  at  the 
Clinical  Center,  National  Institutes  of 
Health. 

Patients  with  basal  cell  nevus 
syndrome  are  included  in  the  study. 
Upon  completion  of  the  studies,  pa- 
tients will  be  returned  to  the  care  of  the 
referring  physician  who  will  receive  a 
summary  of  findings. 

Physicians  interested  in  having  their 
patients  considered  for  admission  may 
call  collect  or  write  to:  William  R. 
Levis,  M.D.,  Clinical  Center,  Room 
ION-254,  National  Institutes  of  Health, 
Bethesda.  Maryland  20014. 


Hahnemann’s  atomic  pacemaker  implants 
mark  first  in  Philadelphia  area 
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State  Society  approves  eight  Category  I programs 


Eight  Pennsylvania  Hospitals  have 
been  added  to  the  list  of  institutions  au- 
thorized to  give  Category  I credit 
toward  the  AMA  Physician's  Recogni- 
tion Award  and  the  PMS  education 
requirement  for  maintaining  mem- 
bership. The  continuing  medical  educa- 
tion authorizations  have  been  granted 
by  the  PMS  Commission  on  Medical 
Education  and  Accreditation  as  a result 
of  evaluation  of  survey  team  visits  to 
the  hospitals  which  were  reported  at  a 
meeting  of  the  review  committee  in 
July. 

Applications  have  been  approved 
and  accreditation  granted  to  the  Veter- 
ans Administration  Hospital,  Lebanon; 
St.  Margaret  Memorial  Hospital,  Pitts- 
burgh; Robert  Packer  Hospital,  Sayre; 
Washington  Hospital;  Mercy  Hospital, 
Pittsburgh;  Reading  Hospital;  Chestnut 
Hill  Hospital,  Philadelphia;  and  Paoli 
Memorial  Hospital. 

Institutions  previously  granted  ac- 
creditation are:  Lehigh  Valley  Health 
Education  Center  (Allentown,  Beth- 
lehem, Easton);  Veterans  Administra- 
tion Hospital  (Coatesville);  Delaware 
County  Memorial  Hospital  (Drexel 
Hill);  Elwyn  Institute  (Elwyn);  Harris- 
burg Hospital;  Pennsylvania  Academy 
of  Family  Physicians  (Harrisburg); 
Conemaugh  Valley  Memorial  Hospital 


(Johnstown);  Norristown  State  Hospi- 
tal (Norristown);  Albert  Einstein  Medi- 
cal Center;  American  College  of 
Physicians;  Hahnemann  Medical  Col- 
lege; Institute  of  the  Pennsylvania  Hos- 
pital; Jefferson  Medical  College,  Uni- 
versity of  Pennsylvania  School  of  Med- 


icine; Temple  University  Health 
Sciences  Center  (Philadelphia);  Uni- 
versity of  Pittsburgh  School  of  Medi- 
cine; Western  Pennsylvania  Hospital 
(Pittsburgh);  Pennsylvania  Academy  of 
Ophthalmology  and  Otolaryngology 
(Reading);  and  York  Hospital. 


Hershey  MEDEX  program  names  preceptors 


The  first  fifteen  students  in  the 
MEDEX  Pennsylvania  Program  at  the 
Milton  S.  Hershey  Medical  Center  of 
the  Pennsylvania  State  University  have 
begun  the  final  twelve  months  of  their 
training  with  physician  preceptors 
throughout  the  state.  They  have 
completed  three  months  of  classroom 
and  clinical  training  to  become 
physicians’  assistants  at  the  center  and 
at  nearby  hospitals. 

Physician  preceptors  are  providing 
further  training  practice  in  eleven 
counties  in  the  Commonwealth.  They 
are:  Jack  M.  Silvers,  M.D.,  Croydon 
John  E.  Maketa,  M.D.,  Fairless  Hills 
Richard  A.  Press,  M.D.,  Fairless  Hills 
John  H.  Light,  M.D.,  State  College 
Frank  Bryan,  M.D.,  Carlisle;  Derwood 
L.  Stetson,  M.D.,  Shippensburg; 
Manuel  Olives,  M.D.,  Harrisburg; 
James  D.  Hileman,  M.D.,  Corry; 


Phillip  E.  Reilly,  M.D.,  Uniontown; 
William  G.  Ridgway,  M.D.,  Akron; 
Lynn  G.  Guiser,  M.D.,  Mifflintown; 
Charles  R.  Almond,  M.D.,  Sunbury; 
Louis  H.  Caster,  M.D.,  Philadelphia; 
Leon  Weiner,  M.D.,  Philadelphia; 


and  Donald  Withers,  M.D.,  Hanover. 


Richard  D.  Hasz,  M.D.,  assistant 
professor  of  family  and  community 
medicine  and  co-medical  director  of  the 
Hershey  program  said,  “The  doctors 
who  are  serving  as  preceptors  for 
teaching  and  eventually  as  employers 
are  an  impressive  group  concerned 
about  improved  care  for  their  patients 
and  are  providing  a real  service  to  their 
patients  as  well  as  to  the  general  im- 
provement and  delivery  of  medical  care 
throughout  the  state.  We  deeply  appre- 
ciate their  willingness  to  provide  fur- 
ther training  to  these  students.” 


: 


AMA  adds  to  list  of  institutions  giving  Category  One  credit 


The  AMA  Council  on  Medical  Education  recently 
approved  accreditation  of  the  following  institutions  and,  as  a 
result,  any  of  their  continuing  medical  education  programs 
may  be  reported  in  Category  1 for  the  Physician’s  Recogni- 
tion Award: 

Medical  Schools 

Bowman  Gray  School  of  Medicine  of  Wake  Forest  Univer- 
sity - Winston  Salem,  N.C. 

Medical  College  of  Pennsylvania  - Philadelphia,  Pa. 

New  York  Medical  College,  Department  of  Psychiatry 
New  York,  N.Y. 

Tulane  University  School  of  Medicine  - New  Orleans,  La. 

Specialty  Societies 

American  Rhinologic  Society  - Kansas  City,  Mo. 

American  Society  of  Abdominal  Surgeons  - Melrose,  Mass. 
Industrial  Medical  Association  - Chicago,  III. 

International  Anesthesia  Research  Society  - Cleveland,  Ohio 
New  Jersey  State  Society  of  Anesthesiologists,  Inc.  - Pat- 
terson, N.J. 

Puget  Sound  Academy  of  Ophthalmology  - Seattle,  Wash. 


Hospitals 

Bristol  Memorial  Hospital  - Bristol,  Tenn. 

Brooklyn  Eye  & Ear  Hospital  - Brooklyn,  N.Y. 

Gill  Memorial  Hospital  Foundation,  Inc.  - Roanoke,  Va. 
Greenwich  Hospital  - Greenwich,  Conn. 

Jackson-Madison  County  General  Hospital  7 Jackson, 
Tenn. 

Maricopa  County  General  Hospital  - Phoenix,  Ariz. 

Others 

American  Medical  Association  Department  of  Mental 
Health  and  Council  on  Mental  Health  - AMA,  Chicago, 

III. 

Bureau  of  Medicine  & Surgery,  Navy  Department  - Wash- 
ington, D.C. 

Menninger  Foundation,  Division  of  Industrial  Mental 
Health  - Topeka,  Kans. 

Previously  accredited  institutions  were  listed  in  the 
December  issue  of  Pennsylvania  Medicine,  beginning  on 
page  26.  The  listing  is  available  from  the  Council  on  Educa- 
tion and  Science  of  the  State  Society. 
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Medical  students 


exposed  to  primary  care  delivery 


Preceptor  programs  designed  to  help 
overcome  primary  care  physician 
shortages  by  exposing  medical  students 
to  family  practice  at  the  community 
level  this  summer  have  involved  125 
medical  students  in  sixty-eight  hospitals 
located  in  fifty-nine  different  Pennsyl- 
vania communities. 

Fifty-two  medical  students  in  central 
and  eastern  Pennsylvania  are  working 
through  the  MECO  program,  a pro- 
gram of  the  Student  American  Medical 
Association.  Seventy-three  students  in 
western  Pennsylvania  are  participating 
in  a similar  program  developed  by  the 
University  of  Pittsburgh  School  of 
Medicine. 

The  programs  are  sponsored  in  part 
by  the  Pennsylvania  Medical  Society 
which  has  acted  as  a liaison  between  the 
students,  the  community  hospitals,  and 
the  physicians.  All  but  one  of  the  hospi- 
tals that  participated  in  the  program 
last  year  are  continuing  this  year,  the 
one  exception  being  Mercy  Hospital  in 


MEDICAL  students  participating  in  the 
MECO  summer  preceptorship  pro- 
gram are  shown  above  with  D.  Ernest 
Witt,  M.D.,  of  Bloomsburg,  chairman  of 
the  Society's  Council  on  Medical  Serv- 
ice. Dr.  Witt  flew  to  Harrisburg  for  the 
August  meeting  of  the  Board  of  Trus- 
tees, and  brought  the  two  students  as 
his  passengers  to  introduce  to  them 
the  functions  of  the  State  Society. 
They  are  Frances  Rosenblum  and 
Gloria  Weinstein,  both  of  the  Medical 
College  of  Pennsylvania. 


Wilkes-Barre  which  suffered  heavy  eight-week  period.  The  experience  in 
flood  damage.  turn  enables  the  medical  student  to 

The  physicians  serve  as  preceptors,  better  plan  his  remaining  medical  edu- 
acquainting  the  students  with  other  cation  and  to  evaluate  the  advantages  of 
physicians,  hospital  personnel,  and  family  practice  through  first-hand  ex- 
community health  personnel  during  an  perience. 


State  medical  hoard  adopts  acupuncture  position 


The  State  Board  of  Medical  Educa- 
tion and  Licensure  of  the  Common- 
wealth of  Pennsylvania  has  adopted  the 
position  that  acupuncture  is  considered 
to  be  medical  practice  under  the  present 
Medical  Practice  Act. 

The  Board’s  statement  follows:  "In 
Pennsylvania  this  procedure  has  not 
been  researched  nor  proven  beneficial. 


It  is  the  Board's  opinion  that  patients 
who  have  been  properly  examined, 
diagnosed,  and  considered  for  acu- 
puncture therapy  could  receive  same 
after  referral  by  a physician  to  a 
research  setting  in  a medical  school 
under  the  guidance  of  a duly  licensed 
and  registered  physician  in  this  Com- 
monwealth.” 


MCP  authorized  to  give  Category  I credit 


The  Medical  College  of  Pennsyl- 
vania was  among  a group  of  institutions 
most  recently  authorized  to  offer  Cate- 
gory One  credit  for  all  of  its  educational 
activities  by  the  AMA  Council  on  Med- 
ical Education,  Bernard  Sigel,  M.D., 
dean  and  acting  president,  has  an- 
nounced. The  continuing  medical  edu- 
cation program  of  the  college  is 
directed  by  Associate  Dean  Gerald  H. 
Escovitz,  M.D. 

This  means  that  the  educational  ac- 
tivities offered  by  the  college  will 
provide  to  participants  Category  One 
credit  toward  the  AMA  Physician's 
Recognition  Award  as  well  as  the  edu- 
cation requirement  for  continued  mem- 

Rural  health 

A new  medical  education  planning 
program  is  being  established  at  Thomas 
Jefferson  University  to  recruit,  train, 
and  place  physicians  and  allied  health 
professionals  in  rural  Pennsylvania 
counties  and  in  certain  sections  of 
Philadelphia  where  health  care  is  cur- 
rently inadequate.  The  program, 
designed  to  alleviate  physician  short- 
ages. is  being  made  possible  through  a 
$650,000  grant  from  the  Robert  Wood 
Johnson  Foundation. 

The  course  of  study  will  be  oriented 
to  interest  beginning  medical  students 
and  to  provide  direct,  clinical  exposure 
to  family  practice  in  the  third  and 


bership  in  the  Pennsylvania  Medical 
Society. 

The  continuing  education  program 
of  the  college  offers  activities  in  four 
areas:  Community  hospital  programs; 
preceptorship  programs  for  practicing 
physicians;  retraining  of  inactive 
physicians;  and  patient-care  evaluation 
and  its  relationship  to  continuing  edu- 
cation. 

A full  list  of  institutions  most 
recently  authorized  to  offer  Category 
One  credit  by  the  AMA  appears  else- 
where in  this  issue,  along  with  a list  of 
those  granting  Category  One  credit 
because  of  action  by  the  Pennsylvania 
Medical  Society. 


fourth  years  of  study.  The  planning  of- 
fice will  conduct  a systematic  assess- 
ment of  unmet  health  care  needs  and 
will  coordinate  present  family  medicine 
programs  into  the  over-all  program. 

Stephen  B.  Langfeld,  M.D.,  former 
assistant  professor  of  community  medi- 
cine, will  direct  the  program.  He  said 
that  a plan  is  under  evaluation  to  give 
students  from  underserved  areas  selec- 
tive consideration  for  admission  to 
medical  school,  making  loans  available. 
The  amount  to  be  repaid  would  be 
reduced  by  an  increasing  percentage 
each  year  the  graduate  practiced  in  an 
area  of  severe  need. 


care  concern  of  new  program 
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PROFESSIONAL  LIABILITY 
INSURANCE 

PENNSYLVANIA  MEDICAL  SOCIETY 
(Sponsor) 


ARGONAUT  INSURANCE 
COMPANY 

(Underwriter) 


PARKER  & COMPANY  INC. 
OF  PENNSYLVANIA 

(Administrator) 


A long-term,  physician-oriented  insurance  partnership.. .designed  for  today  with 

tomorrow  in  mind! 

Check  the  Program’s  key  features — each  of  significant  value  to  you... 

★ No  member’s  application  can  be  rejected  without  the  applicant  having  the  right  to  request 
the  State  Society’s  review  and  concurrence... 

★ Five  year  coverage  cannot  be  canceled  or  non-renewed  (except  for  non-payment  of 
premium)  without  consent  of  the  State  Society  following  the  insured’s  appeal  for  review... 

★ State  Society  “peer  review’’  of  individual  claim  or  suit  settlement  disputes... 

★ Primary  coverage  available  up  to  and  including  limits  of  $1 ,000,000... 

★ Physicians  previously  insured  under  Lloyds’  “claims  made”  policy  have  the  option  of 
purchasing  retroactive  “drop-back”  coverage  ... 

★ Extensive  involvement  by  State  Society  in  underwriting,  claims,  classification  statistics  and 
rate-making  developments... 

★ Planned  program  of  continuing  education  in  malpractice  claims  avoidance  and  preven- 
tion... 

Plan  now  on  participating...  with  the  State  Society  acting  as  the  physician’s  “Ombudsman,” 
it’s  like  having  your  own  insurance  company...  only  better! 

Use  this  coupon  to  secure  an  application 

Name  

Office  Address  

City  

Telephone  

Medical  Specialty  

Date  your  professional  liability 
insurance  expires  


Mail  to: 

Parker  & Company  Inc.  of  Pennsylvania 
1616  Walnut  Street,  Philadelphia,  Pa.  19103 
Attention:  A.  John  Smither,  Vice-President 

□ I am  interested  in  participating  in  the  PMS  Lia- 
bility Insurance  Program.  Please  send  me  an 
application. 

Present  Carrier 
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Administering  pension — outside  or  inside  job? 

LEIF  C.  BECK,  LL.B. 


While  investment  performance  is  obviously  important  in 
deciding  where  a professional  corporation's  retirement  plan 
funds  should  be  placed,  there  is  another  important  aspect. 
The  is  the  administration  of  the  funds  and  of  the  partici- 
pating employees'  interests.  Here  again,  as  with  investment 
considerations,  1 strongly  favor  making  a bank  the  retire- 
ment plan  trustee. 

The  alternatives  as  to  who  should  actually  serve  as  plan 
trustee  are  really  quite  limited.  Initially,  the  choice  is  be- 
tween “insiders”  and  “outsiders.” 

Self-Trusteeship 

The  “insiders"  would,  of  course,  be  one  or  more  of  the 
doctor-owners  of  the  professional  corporation.  This  has 
been  a rather  normal  and  perhaps  reflex  choice  of  a great 
many  attorneys  and  accountants,  and  quite  a few  of  my  own 
clients  have  made  it.  Such  “self-trusteeship”  has  the  appar- 
ent advantages  of  maximum  flexibility  and  minimum  cost, 
although  I question  whether  either  advantage  truly  exists. 

The  idea  that  a doctor  is  self-trusteeing  his  plan  permit- 
ting him  maximum  flexibility  in  investing  the  funds,  runs 
directly  counter  to  my  general  belief  that  he  should  stay  out 
of  the  investment  business.  This  was  discussed  last  month. 
If,  as  I there  recommended,  the  funds  are  invested  most 
favorably  with  a bank  or  trust  company,  it  follows  that  self- 
trusteeship to  permit  individual  investment  decisions  is  un- 
necessary. Even  with  a bank  as  trustee  the  doctor  would,  by 
his  corporation's  power  to  change  trustees,  continue  to  have 
ultimate  control  over  investment  success  even  if  the  chosen 
bank  fails  to  produce.  He  can  remove  that  bank  and  replace 
it  with  another  one  (or  with  individuals  including  himself) 
at  any  time. 

The  other  supposed  advantage  of  self-trusteeship  may  be 
even  more  fallacious.  It  is  that  the  doctor  or  doctors  can  as 
their  own  trustees  avoid  the  annual  fees  charged  by  com- 
mercial trust  administrators.  I believe  the  fees  charged  by 
most  banks  and  similar  administrative  organizations  are 
quite  fair  for  the  duties  and  responsibilities  assumed.  They 
are  generally  in  the  area  of  one-half  percent  of  the  amount 
of  the  fund,  decreasing  as  the  fund  reaches  large  sizes,  with 
a minimum  fee  of  perhaps  $250.  The  record-keeping  and 
additional  tax  form  filings  may  alone  justify  that  fee,  and 
any  accountant  might  charge  as  much  or  more  for  those 
functions.  In  addition,  the  fee  is  the  only  charge  for  invest- 
ment decisions  made  by  the  banks,  yet  it  may  be  no  more 
than  that  charged  by  investment  counsellors  or  mutual  fund 
managers. 

Solo  Trustee  of  Solo  Corporate  Plan 

If  a solo  professional  corporation  is  involved,  self-trus- 
teeship would  normally  call  for  the  doctor  being  the  sole 


trustee  of  his  corporate  fund.  I routinely  urge  my  clients  to 
avoid  this  situation  for  a number  of  compelling  reasons. 
First,  the  IRS  has  threatened  to  disqualify  such  solo 
trusteed  plans  if  the  doctor-trustee  should  be  or  become  the 
only  employee  covered  by  the  plan.  This  threat  has  been 
based  on  the  trust  law  doctrine  of  “merger” — that  a trust 
ceases  to  exist  if  the  sole  trustee  is  also  the  only  beneficiary. 
While  many  legal  experts  dispute  this  doctrine's  application. 
1 believe  that  discretion  calls  for  avoiding  the  problem  al- 
together. 

A second  reason  is  my  concern  that  the  IRS  may  tax  the 
retirement  fund  accumulation  directly  to  the  doctor  when 
he  reaches  retirement  age,  whether  or  not  he  then  wants  to 
take  his  fund  in  an  immediate  lump  sum.  The  theory  here  is 
one  of  “constructive  receipt,”  in  that  the  doctor  has  power 
as  trustee  to  decide  if  he  should  receive  the  funds  in  a lump 
sum — and  that  a power  to  select  immediate  receipt  is  equiv- 
alent to  such  receipt  even  if  that  choice  is  not  made.  This 
theory  can  be  thrown  at  a variety  of  other  retirement  plan 
situations,  and  hence  I prefer  to  have  my  clients  avoid  the 
possible  arguments. 

Thirdly,  IRS  officials  have  recently  stated  their  concern 
that  retirement  plans  trusteed  by  the  corporate  owners  are 
most  likely  to  be  mismanaged.  Many  examples  of  self- 
dealing, involving  diversion  of  retirement  funds  away  from 
the  exclusive  benefit  of  the  covered  employees,  have  been 
recited.  As  a result,  rumors  have  developed  that  the  IRS 
will  attack  this  problem  by  having  special  reviews  of  self- 
trusteed  plans.  Whether  the  stories  are  true  or  not,  I feel 
that  a plan  trusteed  by  unrelated  persons  or  institutions  cer- 
tainly has  less  to  fear  from  any  IRS  inquiry. 

As  an  absolute  minimum,  therefore,  I urge  solo  corporate 
clients  wishing  to  self-trustee  their  plans  to  engage  co- 
trustees. Even  choosing  the  doctor’s  wife  as  co-trustee  is 
better  than  none  at  all,  but  wherever  possible  the  person 
chosen  should  be  unrelated  to  the  doctor.  Only  a few  clients 
have  located  such  unrelated  persons,  however,  for  few  indi- 
viduals are  willing  to  accept  legal  responsibility  as  trustees 
of  someone  else’s  funds.  1 don’t  blame  them  in  this  respect. 

Self-Trusteeship  of  Multi-Doctor  Plans 

If  there  are  several  doctors  in  the  corporation,  then  a 
common  arrangement  is  for  two  or  more  of  them  to  serve  as 
plan  co-trustees.  This  is  considerably  better  than  the  solo 
situation  discussed  above,  but  it  is  nevertheless  “self-trus- 
teeship" with  many  of  the  same  possibilities  of  abuse.  From 
a legal  and  tax  standpoint,  therefore,  the  co-trusteeship  is 
not  an  ideal  solution. 

Mr.  Beck  is  president  of  Management  Consulting  for 

Professionals,  Inc.,  Bala  Cynwyd,  Pennsylvania. 
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What  is  more,  I feel  that  several  doctors  participating  in 
investment  decisions  for  the  single  trust  can  be  disastrous.  It 
is  often  difficult  enough  for  doctors  to  agree  on  basic  cor- 
poration matters,  and  deciding  on  purchase  or  sale  of 
securities  may  result  in  complete  paralysis.  Doctors 
realizing  this  and  hence  delegating  the  investment  function 
to  those  in  the  investment  business  would  thus  be  well 
served  to  get  out  of  the  trusteeship  at  the  same  time. 

Independent  Trusteeship 

With  so  many  disadvantages  to  self-trusteeship,  selection 
of  an  “outsider"  becomes  desirable.  The  logical  outsider  is  a 
bank  or  commercial  trust  company,  for  few  if  any  other  in- 
dividuals or  companies  will  actually  serve  as  a trustee  of 
small  plans. 

Selection  of  a bank  or  trust  company  as  trustee  has  anoth- 
er advantage.  It  enables  the  doctor-owner  to  build  the  re- 
tirement plan  as  a true  vehicle  for  each  employee’s 
benefit — not  just  as  a tax  gimmick  for  himself.  Tax  regula- 
tions and  good  employee  relations  demand  that  the  plan  and 
trust  be  described  to  the  employees  involved,  and  the  em- 
ployee “acceptance"  factor  will  be  far  greater  if  the  moneys 
are  handled  by  a disinterested  solid  financial  institution. 

In  the  same  respect,  a doctor  should  prefer  to  have  no  ap- 
parent control  over  the  fund's  investment.  The  types  of 
plans  1 have  previously  recommended  (money  purchase 
pension  plans  and  profit  sharing  plans)  require  periodic  no- 
tice to  each  employee  as  to  his  or  her  fund  standing.  No 
doctor  will  enjoy  showing  his  aides  that  the  fund  he  is  han- 
dling as  trustee  actually  has  shrunk  in  value,  yet  that  situa- 
tion is  common  in  our  present  stock  market  conditions. 
Disgruntled  employees  could  even  file  lawsuits  for  gross 
mismanagement.  The  far  better  situation  is  for  a doctor  to 
be  able  to  tell  his  aides  that  he  (his  corporation)  is  con- 
tributing to  the  bank  as  trustee  for  their  benefit — and  that 
all  investment  decisions  are  made  by  the  bank. 

Record-Keeping  Functions 

The  administration  of  even  a small  corporate  retirement 
plan  is  no  longer  a simple  matter.  A separate  account  must 
normally  be  kept  for  each  participating  employee,  and  each 
year’s  contributions,  income  or  loss,  capital  appreciation  or 
shrinkage  and  forfeitures  must  be  allocated  among  these  ac- 
counts according  to  the  plan’s  terms.  Some  employees  (par- 
ticularly the  doctors)  may  have  made  “voluntary  contribu- 
tions” to  the  plan,  and  these  require  entirely  separate  ac- 
counts. Some  allocations  would  thereafter  include  these  vol- 
untary accounts  while  others  would  not.  Statements  should 
be  given  to  each  employee  at  the  end  of  each  plan  year 
telling  him  or  her  the  changes  in  his  or  her  account  since 
the  previous  year. 

Tax  reporting  is  similarly  demanding.  An  annual  infor- 
mational return  (Form  990-P)  must  be  filed  by  the  trustee 
showing  receipts  and  disbursements  for  each  year  and  set- 
ting forth  a trust  balance  sheet.  The  professional  corpora- 
tion must  also  file  information  returns  with  its  regular  tax 
returns,  and  much  of  this  information  must  come  from  the 
trust  records.  Indeed,  one  of  those  forms  (Form  4849)  may 
instead  be  filed  by  the  trustee.  For  larger  corporations,  ex- 
tensive forms  must  also  be  filed  with  the  Labor  Department. 


Even  a solo  incorporated  doctor  with  one  aide  can 
become  a complicated  accounting  problem  if  the  records 
have  not  been  kept  carefully.  My  office  is  presently  trying 
to  reconstruct  the  accounts  of  two  solo  corporations,  the 
need  having  arisen  when  aides  left  the  employ  entitled  to 
the  vested  portion  of  their  plan  accounts.  The  problem 
becomes  even  worse  if  the  doctor  has  self-trusteed  the  plan 
and  has  failed  to  run  all  transactions  through  a single  check- 
book. “Lost”  transactions  are  not  then  uncommon. 

While  all  the  tasks  described  above  should  involve  simple 
accounting  and  bookkeeping  functions,  a great  many  com- 
petent accountants  prefer  not  to  handle  pension  trust  ad- 
ministration for  self-trusteed  plans.  Hence  they  also  tend  to 
urge  clients  towards  bank  trusteeship  or  other  formalized 
pension  administration. 

Pension  Administrators 

One  other  choice  is  available.  The  doctor  or  doctors 
could  act  as  trustee  or  trustees  of  the  retirement  plan  but 
could  delegate  all  administrative  duties  either  to  a bank's 
pension  department  or  to  an  independent  pension  adminis- 
trative organization.  While  this  may  have  some  appeal  as  a 
middle  ground,  1 believe  the  choice  of  an  actual  independ- 
ent trustee  is  far  better. 

Some  organizations  will  serve  as  pension  trust  adminis- 
trator on  an  annual  fee  basis.  They  will  maintain  all  ac- 
counts, prepare  all  tax  forms  and  provide  all  other  record 
keeping  functions,  usually  by  setting  up  a uniform  system  so 
all  transactions  will  pass  through  their  offices  to  assure 
complete  information.  Some  of  these  organizations  will 
provide  the  services  as  an  adjunct  to  their  own  sales  of  life 
insurance  or  other  investments,  a factor  which  may  tend  to 
divide  their  loyalties.  A very  few  others  are  entering  the 
field  without  any  overriding  sales  interest,  a trend  which 
many  advisors  have  anticipated  for  years  but  which  seems 
fraught  with  pitfalls. 

While  these  independent  administrators  can  handle  the 
record-keeping  problems,  they  generally  leave  all  invest- 
ment decisions  to  the  doctor-trustee.  Hence,  the  doctor  is 
left  with  a matter  I feel  he  should  avoid,  or  else  he  must  pay 
additional  fees  to  investment  advisors.  In  my  view,  the 
doctor  is  better  served  by  leaving  both  record-keeping  and 
investment  functions  at  one  place,  and  the  one  single  place 
tends  to  be  a bank. 

Most  banks  will  permit  the  doctor  or  doctors  to  remain 
as  trustee  or  co-trustees,  naming  a bank  as  “agent”  or  “sub- 
trustee." Under  these  circumstances,  the  bank  will  provide 
all  services  that  it  would  provide  as  actual  trustee  at  the 
same  fee.  While  this  may  appeal  to  some  as  permitting  the 
continued  power  as  trustee,  I believe  that  a bank  providing 
all  the  services  might  as  well  be  trustee  in  name. 

Conclusion 

Regardless  of  the  identity  of  the  trustee,  it  is  vital  that  a 
retirement  plan  be  handled  conscientiously  and  thoroughly. 
Proposed  pension  law  reforms  are  stressing  these  duties  to 
the  point  that  increased  federal  regulation  is  quite  likely.  In 
view  of  these  circumstances,  each  incorporated  doctor 
should  seriously  question  whether  he  wants  any  part  of  plan 
trusteeship  or  whether  a bank  may  not  give  him  better  pro- 
tection. 
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(erythromycin,  Upjohn) 

Available  in  250  mg  tablets 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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Recommendations1  on 
Combination  Live  Virus  Vaccines 


American  Academy 
of  Pediatrics 


United  States 
Public  Health  Service 


Committee  on 
Infectious  Diseases 

In  the  September  15,  1971  AAP  News- 
letter sent  to  Academy  members,  the  Com- 
mittee on  Infectious  Diseases  of  the 
American  Academy  of  Pediatrics  stated 
its  recommendations  on  the  use  of  com- 
bination live  virus  vaccines.  After  a care- 
ful review  of  available  data,  the  committee 
concluded  that: 

• “This  information  indicates  that  the 
products  are  both  safe  and  effective  when 
used  as  directed.” 

• The  vaccine  “...can,  therefore,  be  rec- 
ommended with  the  obvious  advan- 
tages of  reduction  in  the  number 
of  injections  for  any  given 
child  and  a concomitant  de- 
crease in  the  required 
visits  to  a physician’s  of- 
fice or  clinic.” 

^For  complete  text  of  both 
recommendations  see  your 
MSD  representative  or  write 
to  Professional  Service  Dept., 

Merck  Sharp  & Dohme, 

West  Point,  Pa.  19486. 


Advisory  Committee  on 
Immunization  Practices 

In  the  April  24,  1971  issue  of  Morbidity 
and  Mortality  Weekly  Report,  the  Advis- 
ory Committee  on  Immunization  Prac- 
tices of  the  United  States  Public  Health 
Service  presented  recommendations  on 
the  use  of  combination  live  virus  vaccines. 
The  committee  stated  that: 

• “Data  indicate  that  antibody  response 
to  each  component  of  these  combination 
vaccines  is  comparable  with  antibody  re- 
sponse to  the  individual  vaccines  given 
separately. 

There  is  no  evidence  that  ad- 
verse reactions  to  the  combined 
products  occur  more  fre- 
quently or  are  more  severe 
than  known  reactions  to  the 
individual  vaccines  (see  per- 
tinent ACIP  recommenda- 
tions). 

• “The  obvious  convenience 
of  giving  already  selected 
antigens  in  combined  form 
should  encourage  considera- 
tion of  using  these  products 


(MEASLES,  MUMPS  AND  RUBELLA 
VIRUS  VACCINE,  LIVE  I MSD) 

Single-dose  vials 


M-M-R,  given  in  a single  injection,  fits  easily  into 
your  routine  immunization  program  for  well  babies. 

Given  at  age  12  months,  M-M-R  provides  for  vaccina- 
tion early  in  life  against  measles,  mumps,  and  rubella. 


MSD  suggested  immunization  schedule  for  well  babies 

Age 

Vaccine(s) 

2 months 

DPT  (diphtheria-pertussis-tetanus) 
Oral  poliomyelitis  vaccine  (triple) 

3 months 

DPT1 

4 months 

DPT 

Oral  poliomyelitis  vaccine  (triple) 

6 months 

Oral  poliomyelitis  vaccine  (triple) 

12  MONTHS 

M-M-R  (MEASLES,  MUMPS  AND 
RUBELLA  VIRUS  VACCINE,  LIVE,  MSD) 

1.  This  vaccination  may  be  given  at  3 months.  5 months,  or  at  6 months,  depending  on  your  preference  or  on  the  condition 
of  the  child. 

Since  vaccination  with  a live  virus  vaccine  may  depress  the  results  of  a tuberculin  test  for  four  weeks  or  longer,  the  test  and 
the  vaccine  should  not  be  given  during  the  same  office  visit. 

■TVademark  of  Merck  & Co..  Inc. 


For  a brief  summary  of  prescribing  information,  please  see  following  page. 


(MEASLES,  MUMPS  AND 
VIRUS  VACCINE,  LIVE 

Single-dose  vials 


RUBELLA 

MSD) 


No  untoward  reactions  peculiar  to  the  combination 
vaccine  (M-M-R)  have  been  reported. 

Moderate  fever  (101-102.9  F)  occurs  occasionally.  High 
fever  (over  103  F)  occurs  less  commonly.  On  rare  occa- 
sions. children  who  develop  fever  may  exhibit  febrile 
convulsions.  Rash  (usually  minimal  and  without  gen- 
eralized distribution)  may  occur  infrequently. 

Since  clinical  experience  with  measles,  mumps,  and 
rubella  virus  vaccines  given  individually  indicates 
that  very  rarely  encephalitis  and  other  nervous  system 
reactions  have  occurred,  such  reactions  may  also  occur 
with  M-M-R.  A cause  and  effect  relationship,  however, 


has  not  been  established. 

Excretion  of  the  live  attenuated  rubella  virus  from  the 
throat  has  occurred  in  the  majority  of  susceptible  in- 
dividuals administered  the  rubella  vaccine.  There  is  no 
definitive  evidence  to  indicate  that  such  virus  is  con- 
tagious to  susceptible  persons  who  are  in  contact  with 
the  vaccinated  individuals.  Consequently,  transmission, 
while  accepted  as  a theoretical  possibility,  has  not  been 
regarded  as  a significant  risk. 

Must  not  be  given  to  women  who  are  pregnant  or 
who  might  become  pregnant  within  three  months 
following  vaccination. 


Contraindications:  Pregnancy  or  possibility  of  preg- 
nancy within  three  months  following  vaccination;  in- 
fants less  than  one  year  old;  sensitivity  to  chicken  or 
duck,  chicken  or  duck  eggs  or  feathers,  or  neomycin; 
any  febrile  respiratory  illness  or  other  active  febrile 
infection;  active  untreated  tuberculosis;  therapy  with 
ACTH,  corticosteroids,  irradiation,  alkylating  agents, 
or  antimetabolites;  blood  dyscrasias,  leukemia,  lym- 
phomas of  any  type,  or  other  malignant  neoplasms 
affecting  the  bone  marrow  or  lymphatic  systems; 
gamma  globulin  deficiency,  i.e.,  agammaglobulinemia, 
hypogammaglobulinemia,  and  dysgammaglobulinemia. 
Precautions:  Administer  subcutaneously;  do  not  give 
intravenously.  Epinephrine  should  be  available  for 
immediate  use  should  an  anaphylactoid  reaction  occur. 
Should  not  be  given  less  than  one  month  before  or 
after  immunization  with  other  live  virus  vaccines; 
vaccination  should  be  deferred  for  at  least  six  weeks 
following  blood  transfusions  or  administration  of  more 
than  0.02  cc  immune  serum  globulin  (human)  per 
pound  of  body  weight,  or  human  plasma. 

Due  caution  should  be  employed  in  children  with  a 
history  of  febrile  convulsions,  cerebral  injury,  or  any 
other  condition  in  which  stress  due  to  fever  should  be 
avoided.  The  physician  should  be  alert  to  the  tempera- 
ture elevation  which  may  occur  after  vaccination. 
Excretion  of  the  live  attenuated  rubella  virus  from 
the  throat  has  occurred  in  the  majority  of  susceptible 
individuals  administered  the  rubella  vaccine.  There 
is  no  definitive  evidence  to  indicate  that  such  virus  is 
contagious  to  susceptible  persons  who  are  in  contact 
with  the  vaccinated  individuals.  Consequently,  trans- 
mission, while  accepted  as  a theoretical  possibility, 
has  not  been  regarded  as  a significant  risk. 
Attenuated  live  virus  measles  and  mumps  vaccines, 
given  separately,  may  temporarily  depress  tuberculin 
skin  sensitivity;  therefore,  if  a tuberculin  test  is  to  be 
done,  it  should  be  scheduled  before  vaccination,  to 
avoid  the  possibility  of  a false  negative  response. 
Before  reconstitution,  refrigerate  vaccine  at  2-8  C 
(35.6-46.4  F)  and  protect  from  light.  Use  only  diluent 
supplied  to  reconstitute  vaccine.  If  not  used  immedi- 
ately, return  reconstituted  vaccine  to  refrigerator  at 
2-8  C (35.6-46.4  F),  and  discard  after  eight  hours. 


Adverse  Reactions:  Fever,  rash;  mild  local  reactions 
such  as  erythema,  induration,  tenderness,  regional 
lymphadenopathy;  parotitis;  thrombocytopenia  and 
purpura;  allergic  reactions  such  as  urticaria;  arthritis, 
arthralgia,  and  polyneuritis. 

Occasionally,  moderate  fever  (101-102.9  F);  less  com- 
monly, high  fever  (above  103  F);  rarely,  febrile  con- 
vulsions. 

Encephalitis  and  other  nervous  system  reactions  that 
have  occurred  very  rarely  with  the  individual  vaccines 
may  also  occur  with  the  combined  vaccine. 

Transient  arthritis,  arthralgia,  and  polyneuritis  are 
features  of  natural  rubella  and  vary  in  frequency  and 
severity  with  age  and  sex,  being  greatest  in  adult  fe- 
males and  least  in  prepubertal  children.  Such  reac- 
tions have  been  reported  with  live  attenuated  rubella 
virus  vaccines.  Symptoms  relating  to  joints  (pain, 
swelling,  stiffness,  etc.)  and  to  peripheral  nerves  (pain, 
numbness,  tingling,  etc.)  occurring  within  approxi- 
mately two  months  after  immunization  should  be  con- 
sidered as  possibly  vaccine  related.  Symptoms  have 
generally  been  mild  and  of  no  more  than  three  days’ 
duration.  The  incidence  in  prepubertal  children  would 
appear  to  be  less  than  1%  for  reactions  that  would 
interfere  with  normal  activity  or  necessitate  medical 
attention. 

How  Supplied:  Single-dose  vials  of  lyophilized  vac- 
cine, containing  when  reconstituted  not  less  than 
1,000  TCIDso  (tissue  culture  infectious  doses)  of 
measles  virus  vaccine,  live,  attenuated,  5,000  TCID*,  of 
mumps  virus  vaccine,  live,  and  1,000  TCIDso  of  rubella 
virus  vaccine,  live,  expressed  in  terms  of  the  assigned 
titer  of  the  NIH  Reference  Measles,  Mumps,  and  Ru- 
bella Viruses,  and  approximately  25  meg  neomycin, 
with  a disposable  syringe  containing  diluent  and  fitted 
with  a 25-gauge,  s/a"  needle.  Also  in  boxes  of  10  single- 
dose vials  nested  in  a pop-out  tray 
with  a separate  box  of  10  diluent- 
containing  syringes. 

For  more  detailed  information,  con- 
sult your  MSD  representative  or  see 
full  prescribing  information.  Merck 
Sharp  &■  Doh me,  Division  of  Merck 
& Co.,  Inc.,  West  Point,  Pa.  19486 


MSD 

MERCK 

SHARRs, 

DOHME 


1.  Are  your  primary  limits  of  liability 
high  enough  to  protect  you  ? 

2.  Are  you  protected  for  risks  not  covered  in  standard 
primary  personal  liability  policies  ? 

3.  Does  your  Professional  and  Personal  Liability  Insurance  Program 
give  you  all  the  coverage  you  need  ? 

4.  Are  you  sure  you  don’t  have  too  little  protection  for  some 
risks  and  too  much  for  others? 

If  your  answer  is  no  to  any  one  of  the  above  questions . . 
you  need  $1,000,000  worth  of  protection  with  a 
Personal/Professional  Umbrella  Liability 
Insurance  Policy. 


This  Excess  Liability  Insurance 
Program  does  not  affect  your  present 
primary  liability  coverage  xvith  your 
Agent /Broker  or  Insurance  Company. 


THE  PERSONAL 
PROFESSIONAL 
UMBRELLA  LIABILITY 
INSURANCE  PROGRAM  HAS 
BEEN  ENDORSED 
BY  THE  PENNSYLVANIA 
MEDICAL  SOCIETY 


Office  Address. 


Please  send  me  an  application  for 
the  $1,000,000  Personal/Profes- 
sional Umbrella  Liability  Policy. 


ADMINISTRATOR 

MEXKNDER 
KGENCY  NC. 

INSURANCE  WORLD-WIDE  SINCE  1853 
Union  Bank  Building,  Pittsburgh,  PA.  15222 


City- 


State. 


Telephone- 


Mail  to:  ALEXANDER  AGENCY,  INC. 

Union  Bank  Building,  Pittsburgh,  PA.  15222 


Quadrilateral  Approach  to  Foot  Surgery 

presented  by 

Pennsylvania  Podiatry  Association 


November  9,  10,  11,  1973 


New  Host  Inn,  Harrisburg,  Pa. 


Open  Closed  Office  Hospital 

Surgical  Techniques  by  Recognized  Authorities  from  All 

Sections  of  the  Country 

New  Methods  • New  Approaches  • New  Techniques 

PROGRAM  FACULTY 

Murray  R.  Davidson,  D.P.M.  - Arizona  • Henri  L.  DuVries,  M.D.  - California  • J.  Barry  Johnson,  D.P.M.  - North  Carolina  • 
Orlando  A.  Mercado,  D.P.M.  - Illinois  • Tilden  A.  Sokoloff,  D.P.M.  - California  - moderator 

Post  Doctorate  Seminar  Certificates  Awarded  (Pennsylvania  License  Accreditation  Applied  For) 


AMBULATORY  SURGICAL 
PROCEDURES 

USE  OF  POWER  EQUIPMENT  AND 
MANUAL  TECHNIQUES 

- Digital  Surgery 

- Hammertoes 

- Osteoclasis 

IMPROVED  TECHNIQUES  FOR  IPK 

- Closed  and  Open 

- Complications  of  Metatarsal  Surgery 
OSTEOTOMY  TECHNIQUES 

- Bases,  Shafts,  Heads 


PROGRAM  HIGHLIGHTS 

OSTEOTRIPSY  FOR  SUPERFICIAL 
KERATOSES 

SURGICAL  MANAGEMENT  OF 
HEEL  PAIN 

- Closed  and  Open  Techniques 
EMERGENCIES  AND 
COMPLICATIONS 
IN  THE  HOSPITAL  AND  OFFICE 

PANEL  DISCUSSIONS 


TENDON  TRANSPLANTS  FOR 
DIGITAL,  METATARSAL  AND 
REARFOOT  DEFORMITIES 
SOFT  TISSUE  PROCEDURES 

- Nails,  Verruca,  Cysts,  Capsulotomy, 
Ganglion,  Neuroma  and  Tumors 

HALLUX  VALGUS  TECHNIQUES 

- Open  and  Closed 

MANAGEMENT  OF  FOOT  FRACTURES 
TABLETOP  CLINICS  AND  WORKSHOPS 
(Chance  to  interact  with  faculty 
panel  members) 


REGISTRATION  - SURGICAL  SEMINAR 
November  9,  10,  11,  1973  - Host  Inn,  Rte.  441  and  1-283,  Harrisburg,  Penna. 

Registration  Begins  1 1 :00  A.M.,  Friday,  November  9th 

Program  Begins  1 :00  P.M.,  Friday,  November  9th  and  Ends  1 :00  P.M.,  Sunday,  November  11th 

P.P.A.  Members  - Advance  Registration  $100  (at  door  registration  $125) 

A.P.A.,  A.M.A.,  A.O.A.  Members  - Advance  Registration  $150  (at  door  registration  $175) 

Non-A.P.A.  Members  - Advance  Registration  $200  (at  door  registration  $225) 

(Podiatry,  Medical,  and  Osteopathic  Residents,  Interns,  and  Students:  $50.00  Advance  or  $75.00  At  Door) 


Room  and  Meal  Package  Available! 

( NOT  included  in  Registration  Fee) 

$83.00  Single  Occupancy  Per  Person 


(Includes  a room  - Two  Nights: 

Friday  and  Saturday:  plus  two  Gourmet 

Dinners,  Cocktail  Party,  a Luncheon,  and  two  Breakfasts) 

$69.00  Double  Occupancy  Per  Person 


(Give  Name  and  Addresses  of  both  occupants;  send  checks  to  cover  both) 

(If  no  indication  of  double  names,  a “partner”  will  be  assigned) 

- As  a limited  number  of  Package  Plans  are  available,  the  Deadline  is  October  25,  1973  - 
(Those  not  choosing  “Package  Plan”  offered  must  make  own  accommodations) 

Make  Checks  Payable  To:  PENNSYLVANIA  PODIATRY  ASSOCIATION 

MAIL  IMMEDIATELY  TO:  Pennsylvania  Podiatry  Association,  “Surgical  Seminar” 

1103  North  Front  Street,  Harrisburg,  Penna.  1 7102 


Registration  $ Single  Occupancy  $ Double  Occupancy  $ 


TOTAL: 

$ 

My  check  for  $ 

is  enclosed. 

Name 

Address 

State 

ZiD 

Name 

— 1 K 

Address 

State 

Zip 

- Registrations  Limited  - Don’t  Delay!  - 


If  you’re  ordering 
outside  cultures  for 

bacteriuria 

throat  strep 

gonorrhea 

Candida  (Monilia) 

Staph  aureus 

Pseudomonas 

aeruginosa 

you  can  reduce 
errors  caused  by 
delayed  incubation 
by  switching  to 
Clinicult 

SKD’s  convenient,  economical 
office  culturing  system 

With  outside  culturing, 

unless  each  specimen  is  suitably  handled  during  the  interval 
between  collection  in  your  office  and  culturing  in  an  outside  laboratory, 
contaminants  can  multiply  rapidly  and  delicate  organisms  may  die. 

With  Clinicult™ office  culture  tests 

■ compact  incubator  permits  culturing  in  your  office  immediately  after 
specimen  collection 


■ built-in  streaking  tines  reduce  handling. . .save  time 

■ airtight  culture  tube  keeps  contaminants  out. . and  moisture 
in.  to  foster  growth  and  extend  organism  life 


In  selected  tests 

■ modified  media  maximize  growth  of  target  organisms. . .minimize 
contamination 

■ color  reactions  simplify  interpretation 


Swab...  Incubate...  Read  Results... 


TO  ORDER. ..OR  FOR  MORE  INFORMATION... 
MAIL  COUPON  . OR  CALL  (215)  LO  4-2400 


H* 


SMITH  KLINE  DIAGNOSTICS  SJG-PM  9/73 

Division  of  Smith  Kline  Corporation 
1 5C0  Spring  Garden  St.,  Phila. , Pa  19101 
Dept  E42 
Please  send  me: 

dozen  'Clinicult'  culture  tests  for 


N.  gonorrhoeae  $28.20  per  dozen;  all  others 
$23.40  per  dozen 

'Clinicult'  incubator,  $25  each;  8-test  capacity; 

fully  guaranteed 

more  information  on  Clinicult' 

□ Check  enclosed  □ Please  bill  me 


Name 


Address 


L 


City 


State 


Zip 
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the  smooth  road 
to  thyroid  replacement 

therapy 

Synthroid  is  T4. 

It  provides  your  patients  with 
what  is  needed  for  eomplete 
thyroid  replacement  therapy. 


from  Flint  Professional 
Services  Department. 


Indications:  SYNTHROID  (sodium  levothyroxine) 
is  specific  replacement  therapy  for  diminished 
or  absent  thyroid  function  resulting  from  pri- 
mary or  secondary  atrophy  of  the  gland,  con- 
genital defect,  surgery,  excessive  radiation,  or 
antithyroid  drugs.  Indications  for  SYNTHROID 
(sodium  levothyroxine)  Tablets  include  myxe- 
dema, hypothyroidism  without  myxedema,  hypo- 
thyroidism in  pregnancy,  pediatric  and  geriatric 
hypothyroidism,  hypopituitary  hypothyroidism, 
simple  (nontoxic)  goiter,  and  reproductive  dis- 
orders associated  with  hypothyroidism.  SYN- 
THROID (sodium  levothyroxine)  for  Injection  is 
indicated  for  intravenous  use  in  myxedematous 
coma  and  other  thyroid  dysfunctions  where 
rapid  replacement  of  the  hormone  is  required. 
The  injection  is  also  indicated  for  intramuscular 
use  in  cases  where  the  oral  route  is  suspect  or 
contraindicated  due  to  existing  conditions  or  to 
absorption  defects,  and  when  a rapid  onset  of 
effect  is  not  desired. 


Precautions:  As  with  other  thyroid  preparations, 
an  overdosage  of  SYNTHROID  (sodium  levothy- 
roxine) may  cause  diarrhea  or  cramps,  nervous- 
ness, tremors,  tachycardia,  vomiting  and 
continued  weight  loss.  These  effects  may  begin 
after  four  or  five  days  or  may  not  become  appar- 
ent for  one  to  three  weeks.  Patients  receiving 
the  drug  should  be  observed  closely  for  signs  of 
thyrotoxicosis.  If  indications  of  overdosage  ap- 
pear, discontinue  medication  for  2-6  days,  then 
resume  at  a lower  dosage  level.  In  patients  with 
diabetes  mellitus,  careful  observations  should 
be  made  for  changes  in  insulin  or  other  antidia- 
betic drug  dosage  requirements.  If  hypothyroid- 
ism is  accompanied  by  adrenal  insufficiency, 
such  as  Addison’s  Disease  (chronic  adrenocor- 
tical insufficiency),  Simmonds's  Disease  (pan- 
hypopituitarism) or  Cushing’s  syndrome 
(hyperadrenalism),  these  dysfunctions  must  be 
corrected  prior  to  and  during  SYNTHROID  (so- 
dium levothyroxine)  administration.  The  drug 


should  be  administered  with  caution  to  patie 
with  cardiovascular  disease;  development 
chest  pains  or  other  aggravations  of  cardiov 
cular  disease  requires  a reduction  in  dosage. 


Contraindications:  Thyrotoxicosis,  acute  myoc. 
dial  infarction.  Side  effects:  The  effects  of  S’! 
THROID  (sodium  levothyroxine)  therapy  are  si 
in  being  manifested.  Side  effects,  when  they 
occur,  are  secondary  to  increased  rates  of  bci 
metabolism;  sweating,  heart  palpitations  wH 
or  without  pain,  leg  cramps,  and  weight  lo j 
Diarrhea,  vomiting,  and  nervousness  have  ai: 
been  observed.  Myxedematous  patients  w 
heart  disease  have  died  from  abrupt  increat 
in  dosage  of  thyroid  drugs.  Careful  observati 
of  the  patient  during  the  beginning  of  any  ti 
roid  therapy  will  alert  the  physician  to  any  t 
toward  effects. 


It  has  been  shown  that  Synthroid  (T4) 
converts  to  T3  at  the  cellular  level 
to  supply  metabolic  needs.  t»2 


1 Synthroid  is  T4. 


**  Because  T4  converts  to  T3  at  the  cellular 
level,  it  provides  full  thyroid  replacement 
at  maintenance  doses.12 

3t4  hormone  content  is  controlled 
by  chemical  assay. 


In  most  cases  with  side  effects,  a reduction  of 
sage  followed  by  a more  gradual  adjustment 
ward  will  result  in  a more  accurate  indication 
the  patient’s  dosage  requirements  without  the 
pearance  of  side  effects. 


sage  and  Administration:  The  activity  of 
).l  mg.  SYNTHROID  (sodium  levothyroxine) 
BLET  is  equivalent  to  approximately  one  grain 
roid,  U.S.P.  Administer  SYNTHROID  tablets 
a single  daily  dose.  In  hypothyroidism  with- 
: myxedema,  the  usual  initial  adult  dose  is 
mg.  daily,  and  may  be  increased  by  0.1  mg. 
try  30  days  until  proper  metabolic  balance  is 
ained.  Clinical  evaluation  should  be  made 
nthly  and  PBI  measurements  about  every  90 
rs.  Final  maintenance  dosage  will  usually 
ge  from  0.2-0. 4 mg.  daily.  In  adult  myxedema, 
rting  dose  should  be  0.025  mg.  daily.  The 


4 Synthroid  is  assayed  chemically; 
no  biologic  test  is  necessary  to 
measure  potency. 


%J  Synthroid  provides  predictable 
results  when  used  with  current 
thyroid  function  tests. 

6  Synthroid  is  the  most  prescribed 
brand  name  of  thyroid  in  the  U.  S. 
and  Canada. 

7  Sodium  levothyroxine  in  Synthroid 
tablets  is  chemically  pure.  It  does  not 
contain  any  animal  gland  parts. 


8  When  stored  properly,  Synthroid  has  a 
longer  shelf  life  than  desiccated  thyroids. 

9  On  a daily  basis,  Synthroid  is  cost 
competitive  with  other  thyroid 
products. 


The  smooth  road  to 
thyroid  replacement  therapy. 


Synthroid 

(sodium  levothyroxine) 


dose  may  be  increased  to  0.05  mg.  after  two 
weeks  and  to  0.1  mg.  at  the  end  of  a second  two 
weeks.  The  daily  dose  may  be  further  increased 
at  two-month  intervals  by  0.1  mg.  until  the  opti- 
mum maintenance  dose  is  reached  (0.1-1.0  mg. 
daily). 


Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg., 
0.15  mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and 
color-coded,  in  bottles  of  100,  500,  and  1000.  In- 
jection: 500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  U.S.P.,  in  10  ml.  single- 
dose vial,  with  5 ml.  vial  of  Sodium  Chloride  In- 
jection, U.S.P.,  as  a diluent.  SYNTHROID 
(sodium  levothyroxine)  for  Injection  may  be  ad- 
ministered intravenously  utilizing  200-400  meg. 
of  a solution  containing  100  meg.  per  ml.  If  sig- 
nificant improvement  is  not  shown  the  following 
day,  a repeat  injection  of  100-200  meg.  may  be 
given. 


1.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and  Sterling, 
K.:  Conversion  of  Thyroxine  (T4)  to  Triiodothyro- 
nine (T3)  in  Athyreotic  Human  Subjects,  J.  Clin. 
Invest.  49:855-64,  1970. 

2.  Surks,  M.  I.,  Schadlow,  A.  R.,  and  Oppen- 
heimer,  J.  H.:  A New  Radioimmunoassay  for 
Plasma  L-Triiodothyronine:  Measurements  in 
Thyroid  Disease  and  in  Patients  Maintained  on 
Hormonal  Replacement.  J.  Clin.  Invest.  51:3104- 
13,  1972. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 
Deerfield,  Illinois  60015 


The  treatment  of 


\ 


impotence 


new 


due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 


physician’s  psychological  support  is  confirmed 


as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits 


Fertility  and  Sterility,  January  1970 


Official  Journal  of  the 


American  Fertility  Society 


Android 

(thyroid-androgen)  tablets 


wm 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen1 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


i 

Choice  of  4 strengths: 


Android 

Each  yellow  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  (1/6  gr.)  .10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


Android-HP 

HIGH  POTENCY 

Each  red  tablet  contains: 


Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext.  (Va  gr.)  . . 30  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 


Dose : 1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


Android-X 

EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 

Methyl  Testosterone  .12.5  mg. 


Thyroid  Ext.  (1  gr.)  64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 


Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 


Android-Plus 

WITH  HIGH  POTENCY 
B COMPLEX  AN0  VITAMIN  C 

Each  white  tablet  contains: 


Methyl  Testosterone  ..2. 5 mg. 
Thyroid  Ext.  ('/a  gr.)  .15  mg. 

Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  . 10  mg. 

Vitamin  8-12  2.5  meg. 

Riboflavin  5 mg. 


Dose:  2 tablets  daily. 
Available:  Bottles  of  60,  500. 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal  I 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional  1 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos-  I 
terone.  Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia.  nausea,  vomiting  abdominal  pain,  diarrhea,  headache.  I 
dizziness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart  1 
failure  and  mammary  carcinoma  in  males. 


Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration 


Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 

Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued  l 


as  soon  as  hypercalcemia  is  detected 


References:  1.  Montesano.  P and  Evangelista.  I.  Methyltestosterone-thyroid  treatment  of  sekual  | 
impotence  Clin  Med  12  69,  1966  2 Dublin,  M.  F.  Treatment  of  impotence  with  methyltestosterone'  , 
thyroid  compound  West  Med  5 67,  1964  3.  Titeff,  A.  S.  Methyltestosterone-thyroid  in  treating  impotence.  ; 
Gen  Prac  25  6,  1962  4 Heilman.  L..  Bradlow,  H.  1.,  Zumoff.  B . Fukushima,  0 K.,  and  Gallagher,  T F. 

, °$en.!n,errelat,oni  and  ,he  hyPOcholesteremic  effect  of  androsterone.  J Clin  Endocr  19  936,  I 
1959  5.  Farris,  E.  J.,  and  Colton,  S.  W.  Effects  of  l-thyroxine  and  liothyronine  on  spermatogenesis.  I 

— — ‘ — lolnrv  / oA  I inning  ntt  Dh.li  * 


J Uro!  79  863,  1958  6.  Osol,  A , and  Farrar,  G E.  United  States  Dispensatory  (ed.  25).  Lippincott,  Phila-  | 
r.,°  955,  p 1432  7 Wershub-  1 P-  Sexual  Impotence  in  the  Male  Thomas,  Springfield, 

III.,  1959,  pp.  79-99.  ' 


Write  lor  literature  and  samples:  ( BWOIVlTa  THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  Street,  Los  Angeles,  California  90057 


Just  what  do  you  get  for 
your  AMA  dues? 


You  get  a package  of  personal  and  professional 
services  and  benefits  you’ve  probably  never 
been  fully  aware  of. 

You  get  insurance  programs  at  a cost  consider- 
ably lower  than  those  purchased  on  an  individ- 
ual basis.  A $250,000  Excess  Major  Medical 
Policy.  Group  Life.  Disability  Income  Insurance. 
Professional  Liability  Insurance  (in  co-sponsor- 
ship with  your  state  society.)  Then  there’s  the 
AMA  Members  Retirement  Fund. 

You  get  a comprehensive  medical  library  to 
help  you  do  your  research.  An  editing  service 
for  your  articles.  Information  and  reports  on 


medical  and  health  subjects  from  any  AMA 
department. 

You  get  publications  to  keep  you  abreast  of 
medical  and  health  developments.  JAMA. 
American  Medical  News.  And  Prism,  the  new 
socioeconomic  journal. 

You  get  the  Physician’s  Placement  Service  to 
help  you  find  a place  to  practice  or  locate  an 
associate.  And  if  you’re  a resident  winding  up 
your  training,  there’s  a special  workshop  to  help 
prepare  you  for  setting  up  your  practice. 

All  these  are  just  a few  of  a broad  spectrum  of 
benefits  and  services  you  get  for  your  dues.  But 
even  more  important,  you  get  a strong  and  effec- 
tive national  spokesman  to  represent  you,  your 
interests  and  your  views. 

Join  us. 

We  can  do  much  more  together. 

American  Medical  Association 
535  N.  Dearborn  St./Chicago,  III.  60610 


Advertisement 


"Prescription 
drugs  - 
who  should 
determine  the 
maker?" 


Clifton  J.  Latiolais 
President 
American 
Pharmaceutical 
Association 


Maker  of 
Medicine 


C.  Joseph  Stetler 
President 
Pharmaceutical 
Manufacturers 
Association 


‘‘Too  many  doctors  are  indiffe 
ent  to  the  economic  consequences 
their  decisions.”  So  stated  a recent 
issue  of  Medical  News  Report  (De- 
cember 4,  1972),  an  independent 
weekly  newsletter  published  byforr 
AMA  Chief  Executive  F.  J.  L.  Blasin 
game,  M.D. 


Doctor,  are  you  indifferent . . . ? 

In  discussing  an  anticipated 
crease  in  Blue  Shield  rates,  Dr.  Bla 
ingame’s  newsletter  had  this  to  say. 

“In  general,  it  can  be  said,  ME 
have  given  the  impression  they  arej 
not  particularly  concerned  with  the 
increase  in  cost  of  health  care  to  th 
patients. . . 

“True,  an  MD’s  training  is  pri- 
marily scientific,  but  in  the  real  wo 
of  practice,  all  of  his  scientific  deci 
sions  have  a price  tag,  or  an  econoi; 
impact.  The  economics  of  health  c. 
beckon  the  practitioner’s  attention 
Concern  for  economics  of  medicim 


When  the  pharmacist  recom-' 
mends  that  a drug  product  other  ti- 
the one  ordered  be  dispensed,  the  | 
prescriber  invariably  permits  the 
change  when  he  feels  the  best  inte1 
ests  of  the  patient  will  be  served. 


Shortcomings  of  Pro-Substitution 
Argument 

The  fact  remains  that  it  is  nec 
sary  for  the  prescriber  to  know  tha 
the  change  is  being  contemplated, 
and  to  be  in  a position  to  consent  o 
demur.  Without  that  opportunity,  tl 
unilateral  decision  of  the  pharmaci 
made  in  the  absence  of  clinical  knc 
edge  of  the  patient,  could  expose  h 
to  needless  risks,  and  in  addition, 
jeopardize  the  relationship  betwee 
the  professions  of  Pharmacy  and 
Medicine.  In  my  view,  there  is  noth  ^ 
in  the  pro-substitution  argument  th 
offsets  these  risks. 


The  Issue  of  Drug  Knowledge 

Substitution  advocates  claim  !| 
that  the  primary  justification  for 
changing  the  rules  is  the  desire  to  1 
better  utilize  pharmacists’  knowlec  ? 
about  drugs.  Yet  the  pharmacist’s  1 
task  to  keep  current  on  the  entire 
field  of  drug  therapy,  to  some  degr 
puts  him  at  a disadvantage.  Most 
often,  a practicing  physician  will  n(  J<! 
expert  knowledge  of  no  more  than  : > < 


jiould  be  an  obligation  of  medical 
ractice... 

“Medical  societies  ought  to  con- 
, uct  continuing  campaigns  to  point 
ut  the  substantial  savings  that  could 
e realized  thru  deductible  insurance 
nd  protection  for  catastrophic  ill- 
ess.  At  the  very  least,  they  should,  in 
ie  patients’  interest,  question  the 
actics  of  any  insurance  organization 
iat  raises  health  care  costs  by  forc- 
lg  policyholders  to  buy  insurance 
aey  may  not  need  or  want  and  prob- 
bly  won’t  ever  use. 

“Too  many  doctors  are  indiffer- 
nt  to  the  economic  consequences  of 
leir  decisions.  Too  many,  for  ex- 
mple,  habitually  hospitalize  patients 
or  the  convenience  of  the  MD.  It’s 
onsense  to  deny  such  habits  exist . . . 

“Doctors,  thru  their  medical  so- 
'ieties,  have  unhesitatingly  appealed 
a their  patients  for  support  in  the 
ght  against  government  interference 
;'ith  the  private  practice  of  medicine, 
nd  the  public  in  the  past  has  re- 
ponded. It’s  time  the  American  Med- 
:al  Association  and  state  and  local 
ledical  societies  paid  off  the  debt  by 
ecisive  action  to  hold  down  the  cost 
f medical  care.” 

ost  of  Drugs 

Insurance  rates  and  hospital 
harges  are  only  two  factors  in  health 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation's  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. "Drug  product  selection”  simply 
means  that  the  pharmacist  functions 
in  the  patient’s  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

(For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  "White 
Paper  on  the  Pharmacist's  Role  in 
Product  Selection"  from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


r 30  drugs  that  he  selects  to  treat  the 
majority  of  conditions  encountered  in 
is  practice.  Moreover,  the  physi- 
ian’s  choice  of  a specific  brand  is 
<ased  on  his  knowledge  of  the  pa- 
ent’s  medical  history  and  current 
ondition,  and  his  experiences  with 
ne  particular  manufacturer’s 
Product. 

Some  substitution  proponents 
ave  argued  that  the  dispensing  of  a 
prescription  is  a simple  two-party 
ransaction  between  the  pharmacist 
• nd  the  patient,  and  that  a substitut- 
hg  pharmacist  may  avoid  even  a 
technical  breach  of  contract  by  simply 
otifying  the  patient  that  he  is  making 
ne  substitution.  I would  judge  that 
•ew  courts  would  be  sympathetic 
oward  a pharmacist  who  substituted 
/ithout  physician  approval  and  who 
undertook  a legal  defense  that  seeks 
o make  the  patient  responsible  for 
he  pharmacist’s  actions, 
educed  Prescription  Prices? 

Substitution  advocates  are 
uggesting  to  the  consumer,  and  par- 
jcularly  the  consumer  activist,  that 
educed  prescription  prices  could 
ollow  legalization  of  substitution. 

Ve  have  seen  absolutely  no  evidence 
p justify  this  claim.  To  the  contrary, 
.ixperience  in  Alberta,  Canada,  where 
•ubstitution  is  authorized,  suggests 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands  — of,  say,  ampicillin 
or  tetracycline  — or  how  long  they 
keep  “slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  "corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


cates as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

(1)  that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  thev  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  tor  our  booklet,  "The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?" 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.  W. 
Washington,  D.C.  20005 
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PROLOID®  (thyroglobulin) 

Caution:  Federal  law  prohibits  dispensing  without 

prescription. 

Description.  Proloid  (thyroglobulin)  is  obtained 
from  a purified  extract  of  frozen  hog  thyroid. 
It  contains  the  known  calorigenically  active 
components,  Sodium  Levothyroxine  (T<)  and 
Sodium  Liothyronine  (T3).  Proloid  (thyroglobu- 
lin) conforms  to  the  primary  USP  specifications 
for  desiccated  thyroid— for  iodine  based  on 
chemical  assay— and  is  also  biologically  as- 
sayed and  standardized  in  animals. 

Chromatographic  analysis  to  standardize  the 
Sodium  Levothyroxine  and  Sodium  Liothyro- 
nine content  of  Proloid  (thyroglobulin)  is  rou- 
tinely employed. 

The  ratio  of  T4  and  T3  in  Proloid  (thyroglob- 
ulin is  approximately  2.5  to  1 . 

Proloid  (thyroglobulin)  is  stable  when  stored 
at  usual  room  temperature. 

Indications.  Proloid  (thyroglobulin)  is  thyroid 
replacement  therapy  for  conditions  of  inade- 
quate endogenous  thyroid  production:  eg., 
cretinism  and  myxedema.  Replacement  therapy 
will  be  effective  only  in  manifestations  of  hypo- 
thyroidism. 

In  simple  (nontoxic)  goiter,  Proloid  (thyro- 
globulm)  may  be  tried  therapeutically,  in  non- 
emergency situations,  in  an  attempt  to  reduce 
the  size  of  such  goiters. 

Contraindication.  Thyroid  preparations  are 
contraindicated  in  the  presence  of  uncorrected 
adrenal  insufficiency. 

Warnings.  Thyroglobulin  should  not  be  used 
in  the  presence  of  cardiovascular  disease  un- 
less thyroid-replacement  therapy  is  clearly  in- 
dicated. If  the  latter  exists,  low  doses  should 
be  instituted  beginning  at  0.5  to  1.0  grain  (32 
to  64  mg)  and  Increased  by  the  same  amount 
in  increments  at  two-week  intervals.  This  de- 
mands careful  clinical  judgment. 

Morphologic  hypogonadism  and  nephroses 
should  be  ruled  out  before  the  drug  is  admin- 
istered. If  hypopituitarism  is  present,  the  adre- 
nal deficiency  must  be  corrected  prior  to 
starting  the  drug. 

Myxedematous  patients  are  very  sensitive  to 
thyroid  and  dosage  should  be  started  at  a very 
low  level  and  increased  gradually. 

Precaution.  As  with  all  thyroid  preparations 
this  drug  will  alter  results  of  thyroid  function 
tests. 


Adverse  Reactions.  Overdosage  or  too  rapid 
increase  in  dosage  may  result  in  signs  and 
symptoms  of  hyperthyroidism,  such  as  men- 
strual irregularities,  nervousness,  cardiac  ar- 
rhythmias, and  angina  pectoris. 

Dosage  and  Administration.  Optimal  dosage 
is  usually  determined  by  the  patient’s  clinical 
response.  Confirmatory  tests  include  BMR,  T3 
,3,l  resin  sponge  uptake,  T3  ,3,l  red  cell  up- 
take, Thyro  Binding  Index  (TBI),  and  Achilles 
Tendon  Reflex  Test.  Clinical  experience  has 
shown  that  a normal  PBI  (3.5-8  mcg/100  ml) 
will  be  obtained  in  patients  made  clinically 
euthyroid  when  the  content  of  T<  and  T3  is 
adequate.  Dosage  should  be  started  in  small 
amounts  and  increased  gradually  with  incre- 
ments at  intervals  of  one  to  two  weeks.  Usual 
maintenance  dose  is  0.5  to  3.0  grains  (32  to 
190  mg)  daily. 

Overdosage  Symptoms.  Headache,  instability, 
nervousness,  sweating,  tachycardia,  with  un- 
usual bowel  motility.  Angina  pectoris  or  con- 
gestive heart  failure  may  be  induced  or 
aggravated.  Shock  may  develop.  Massive  over- 
dosage may  result  in  symptoms  resembling 
thyroid  storm.  Chronic  excessive  dosage  will 
produce  the  signs  and  symptoms  of  hyperthy- 
roidism. 

(Treatment:  In  shock,  supportive  measures 
should  be  utilized.  Treatment  of  unrecognized 
adrenal  insufficiency  should  be  considered.) 
How  Supplied.  V*  grain;  V2  grain;  scored  1 
grain;  IV2  grain;  scored  2 grain;  3 grain;  and 
scored  5 grain  tablets,  in  bottles  of  100  and 
1000. 

Full  information  available  on  request. 


WARNER/CHILCOTT 

Division,  Warner-Lambert  Company 
Morris  Plains,  New  Jersey  07950 
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IN  NATURALTHYROID  THERAPY: 

AH  MUMS 
SETTIIK  TIE  POTENCY 
YSS  PRESCRIBE? 


•a* 


' ' I " 


Unlike  U.S.P. 
desiccated  thyroid, 
Proloid®  (thyn> 
globulin)  offers 
the  assurance  of 


constant  potency. 

To  begin  with, 

Proloid  is  uniquely 
purified.  The 

thyroglobulin  extracted  from  hog  thyroid  is  devoid  of  any  glandular  debris. 

Then,  Proloid  is  chemically  and  biologically  assayed  to  assure  consistent 
metabolic  activity  from  batch  to  batch.  The  T4  and  T3  content  of  every  dose  is 
blended  for  optimal  thyroid  replacement. 

Important,  too,  is  the  fact  that  Proloid  is  invariably  “fresh”  when  your  patients 
take  it.  Under  proper  storage  conditions,  its  potency  will  not  diminish  for  at  least 
four  years. 

All  of  which  adds  up  to  this:  the  potency  of  Proloid  is  constant...  for  more 
consistent  results. 


(thyroglobulin) 


natural  thyroid  therapy 
that  leaves 
nothing  to  chance 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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M.D.s  in  the  news 


ALFRED  GELLHORN,  M.D..  has 
resigned  as  dean  of  the  University  of 
Pennsylvania  School  of  Medicine.  He 
will  remain  as  professor  of  medicine 
on  the  faculty  and  will  devote  more 
time  to  medical,  cancer,  and  phar- 
macological research.  He  will  continue 
to  serve  until  a new  dean  can  be 
selected. 


DR.  GELLHORN  DR.  SBARBARO 


JOHN  L.  SBARBARO.  JR.,  M.D., 
has  been  appointed  professor  and  head 
of  the  section  of  orthopedic  surgery  at 
the  Medical  College  of  Pennsylvania. 
He  has  an  appointment  to  the  National 
Advisory  Board  for  Biomechanical 
Research  at  Clemson  University  and  is 
vice  president  of  the  American 
Rheumatism  Association.  He  was  for- 
merly assistant  professor  in  orthopedic 
surgery  at  the  University  of  Pennsyl- 
vania School  of  Medicine,  attending  or- 
thopedic surgeon  at  the  Hospital  of  the 
University  of  Pennsylvania,  and  con- 
sultant to  the  hospital's  arthritis  service. 

ALMA  DEA  MORANI,  M.D., 
Philadelphia,  president  of  the  Medical 
Women's  International  Association, 
has  announced  that  a grant  has  been 
given  to  the  association  by  the  Family 
Planning  International  Assistance 
which  will  be  used  for  a family  planning 
conference  for  Asian  women  physi- 
cians in  Manila,  the  Phillipines, 
January  6-11,  1974.  The  Phillipine 
Medical  Women's  Association  will  or- 
ganize and  conduct  the  conference  and 
will  welcome  interested  observers. 

EDWARD  N.  PETERSON,  M.D., 
has  been  promoted  to  associate 
professor  of  obstetrics  and  gynecology 
at  the  University  of  Pittsburgh  School 
of  Medicine.  He  is  a diplomate  of  the 
American  Board  of  Obstetrics  and  Gy- 
necology and  is  a member  of  the  Ameri- 
can College  of  Obstetricians  and  Gyne- 
cologists and  the  Society  for  Gyneco- 
logic Investigation. 


The  Christian  R.  and  Mary  F.  Lind- 
back  Award  for  distinguished  teaching 
was  presented  to  WARREN  P. 
GOLDBURGH,  M.D.,  at  Thomas  Jef- 
ferson University's  annual  Class  Day 
exercises.  Dr.  Goldburgh,  a car- 
diologist, is  clinical  associate  professor 
of  medicine  at  Jefferson  Medical 
College. 


DR.  GOLDBURGH  DR.  SPAETH 


PHILLIP  SPAETH,  M.D.,  surgeon 
of  ophthalmology,  has  been  appointed 
attending  surgeon  at  Wills  Eye  Hospi- 
tal, Philadelphia.  His  brother, 
GEORGE  L.  SPAETH,  M.D.,  heads 
the  glaucoma  service  at  Wills  Eye  Hos- 
pital. 

ROBERT  M.  STOTE,  M.D.,  has 
been  appointed  director  of  clinical 
research,  pharmaceutical  products,  of 
Smith,  Kline  and  French  Laboratories. 
He  is  also  assistant  chief  of  the  renal 
section  at  the  Presbyterian-University 
of  Pennsylvania  Medical  Center. 


DR.  STOTE  DR.  WOODSIDE 

The  Medical  College  of  Pennsyl- 
vania has  established  a new  Center  for 
Women  in  Medicine  designed  to 
recruit  women  into  the  field  of  medi- 
cine and  to  deal  with  their  problems  in 
the  profession.  NINA  B.  WOOD- 
SIDE,  M.D.,  has  been  selected  as  the 
center's  first  director.  She  has  been  an 
associate  clinical  professor  in  the 
department  of  health  administration  at 
George  Washington  University,  Wash- 
ington, D C.  and  is  a diplomate  in  the 
American  Board  of  Preventive  Medi- 
cine. 


MARGARET  CORSON.  M.D., 
Harrisburg  Hospital  pathologist,  has 
received  board  certification  as  a spe- 
cialist in  nuclear  medicine. 

SAMUEL  BAER,  M.D.,  Elkins 
Park,  has  been  named  clinical  professor 
of  medicine  by  the  Temple  University 
School  of  Medicine.  He  is  senior  at- 
tending physician  in  the  department  of 
internal  medicine  at  the  Northern 
Division,  Albert  Einstein  Medical 
Center,  Philadelphia. 

The  Golden  Apple  Award  of  the 
University  of  Pittsburgh  School  of 
Medicine  has  been  given  to  MARVIN 
C.  RULIN,  M.D.,  associate  professor 
of  clinical  obstetrics  and  gynecology, 
for  his  contributions  to  medical  educa- 
tion. During  the  past  academic  year, 
Dr.  Rulin  was  director  of  three  post- 
graduate courses  at  the  medical  school's 
division  of  continuing  education. 

JEROME  M.  COTLER.  M.D.,  has 
been  appointed  clinical  professor  of  or- 
thopedic surgery  at  Jefferson  Medical 
College,  Thomas  Jefferson  University, 
and  director  of  the  hospital's  residency 
program  in  orthopedics.  He  was  for- 
merly chief  of  surgery  at  the  Pennsyl- 
vania State  Hospital  for  Crippled 
Children  at  Elizabethtown  and  is  cur- 
rently co-chief  of  that  hospital's  hip 
service. 


DR.  COTLER  DR.  HOLLIS 


The  Hahnemann  Medical  College 
and  Hospital  Corporation  Medal  was 
awarded  to  CHARLES  B.  HOLLIS, 
M.D.,  in  recognition  of  his  outstanding 
service  as  a teacher,  surgeon,  and 
public  servant.  Dr.  Hollis  is  professor 
emeritus  in  otolaryngology  at  Hah- 
nemann. He  was  chairman  of  the  Penn- 
sylvania Board  of  Medical  Education 
and  Licensure  for  seven  years.  He  is  a 
fellow  in  the  Philadelphia  College  of 
Surgeons  and  is  a member  of  the  Cor- 
porate Board  of  Trustees  of  Hah- 
nemann. 
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m.d.'s  in  the  news 


WILBUR  W.  OAKS,  M.D.,  Phila- 
delphia, has  been  named  chairman  of 
the  department  of  medicine  at  Hah- 
nemann Medical  College  and  Hospital. 
He  had  been  acting  chairman. 

HOWARD  J.  BERMAN,  M.D., 
Pittsburgh,  has  been  promoted  to 
clinical  associate  professor  of  patholo- 
gy at  the  University  of  Pittsburgh 
School  of  Medicine.  He  is  a diplomate 
of  the  American  Board  of  Pathology,  a 
fellow  of  the  College  of  American 
Pathologists  and  of  the  American  Soci- 
ety of  Clinical  Pathologists. 

MARTIN  A.  MURCEK,  M.D., 
Greensburg,  has  been  named  clinical 
assistant  professor  in  the  department  of 
pediatrics  at  the  University  of  Pitts- 
burgh School  of  Medicine.  He  is  a 
diplomate  of  the  American  Board  of 


Pediatrics  and  the  American  Board  of 
Allergy  and  Immunology  and  is  a past 
president  of  the  Pennsylvania  Allergy 
Association. 

An  exhibit  on  hormonal  therapy  for 
breast  engorgement  following  child 
delivery  was  presented  at  the  recent 
American  Medical  Association  annual 
meeting  in  New  York  City  by 
CHARLES  K.  FETTERHOFF,  M.D., 
chairman  of  the  department  of  obstet- 
rics and  gynecology  at  Harrisburg  Hos- 
pital. The  exhibit  is  the  result  of  a 
research  project  into  the  prolonged  ef- 
fects of  hormone  therapy  undertaken 
by  the  hospital’s  department  of  obstet- 
rics and  gynecology. 

ROBERT  POOLE.  M.D.,  president 
of  the  Chester  County  Medical  Society, 
introduced  a program  sponsored  by  the 


American  Medical  Association  depart- 
ment of  medicine  and  religion  in  New 
York  City  recently  on  “The  Primary 
Community — State  or  Family?” 

Three  members  of  the  Montgomery 
County  Medical  Society  received  the 
Fifty-Year  Awards  of  the  Pennsylvania 
Medical  Society  recently.  They  are 
W.  S.  COLGAN,  M.D.,  Pottstown; 

E.  D.  ATLEE,  M.D.,  Ardmore;  and 
R.  D.  PORTER.  M.D.,  Miami, 
Florida. 

WILLIAM  Y.  RIAL,  M.D.,  speaker 
of  the  PMS  House  of  Delegates,  spoke 
at  a recent  meeting  of  the  State  Officers’ 
Conference  of  the  American  Academy 
of  Family  Physicians  in  Kansas  City, 
urging  cooperation  with  the  impending 
implementation  of  Professional  Stand- 
ards Review  Organizations. 

1973  Mead  Johnson  Awards  in  grad- 
uate training  for  family  practice  have 
been  granted  to  three  Pennsylvania 
graduates.  They  are:  D.  E.  BLEY,  I 
M.D..  Milton  S.  Hershey  Medical  d 
Center;  and  CYNTHIA  HARRISON,  I 
M.D.,  and  D.  W.  KISTLER,  M.D.,  I 
both  of  Lancaster  General  Hospital.  In  n 
each  case,  the  recipients  have  chosen  to  I 
continue  their  training  at  their  present  n 
hospitals. 

Officers  elected  to  the  Pittsburgh  9 
Regional  Council  of  Child  Psychiatry  I 
are  ELSIE  BROUSSARD,  M.D.,  presi-  I 
dent;  NAOMI  RAGINS,  M.D..  presi- 
dent elect;  FRANK  DONOVAN,  I 
M.D.,  secretary;  and  MARIAN 
HARTNER,  M.D.,  treasurer. 


“SUPERVISING  the  x-raying  of  a mummy  is  not  normally  one  of  the  duties  that 
make  up  a doctor's  typical  day,"  GEORGE  MATTHEWS,  M.D.,  chief  radiologist  at 
the  Reading  Hospital,  said.  However,  that  was  his  task  recently  when  he  deter- 
mined by  medical  x-ray  film  of  the  pelvis  that  the  2,300  year-old  Egyptian  mummy 
at  the  Reading  Public  Museum  and  Art  Gallery  was  a female,  contrary  to  previous 
assumption.  Arrangements  for  the  x-ray  were  made  by  the  GAF  Corporation. 


Philadelphia  physicians  appear  on  Susskind  Show 


In  a recent  television  presenta- 
tion. the  David  Susskind  Show  fea- 
tured four  prominent  physicians  in  a 
discussion  on  peptic  ulcer.  JAMES 
L.  A.  ROTH,  M.D.,  Wynnewood 
gastroenterologist,  and  LEO 
MADOW,  M.D..  Philadelphia  psy- 
chiatrist. were  the  two  Pennsyl- 
vanians represented. 

The  discussion  included  explana- 
tion of  the  nature  of  ulcers,  genetic 
and  personality  predispositions, 
methods  of  treatment  and  recur- 
rence probabilities.  The  discussion 


included  explanation  of  the  nature 
of  ulcers.  X-rays  were  shown,  sever- 
al types  of  diets,  and  various  surgical 
possibilities  were  discussed. 

The  physicians  were  agreed  on  the 
dangers  of  aspirin,  and  they 
especially  stressed  the  fact  that 
aspirin  is  often  hidden  in  other  drugs 
the  patient  may  be  taking.  Dr.  Roth 
made  the  statement  that  some  people 
lose  a teaspoon  of  blood  every  time 
they  take  two  aspirin  tablets. 

Dr.  Roth  is  director  of  the  Insti- 
tute of  Gastroenterology  at  Presby- 


terian-University  of  Pennsylvania 
Medical  Center  and  professor  of 
clinical  medicine  at  the  University 
of  Pennsylvania  School  of  Medicine. 
He  is  also  president  of  the  Bockus 
International  Society  of  Gastroen- 
terology. 

Dr.  Madow  is  chairman  of  the 
department  of  psychiatry  at  the 
Medical  College  of  Pennsylvania 
and  senior  attending  on  the  medical 
staff  of  the  Institute  of  the  Pennsyl- 
vania Hospital.  He  is  the  author  of  a 
recently  published  book  entitled 
"Anger.” 
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The  Rx  that  says 

“Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect: 
minor  dosage  adjustments  are  usually  all  that’s  needed  to 
produce  the  desired  degree  of  sedation.  (With  3 dosage  forms 
and  4 strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non- 
cumulative  action:  begins  to  work  within  30  minutes... yet, 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a ‘roller-coaster”  nor  a "hangover”  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated: 
a 30-year  safety  record  assures  you  that  there  is  little  likelihood 
of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 

sedative  tranquilizers* 

These  are  four  good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  set 
just  a little  slower.  Its  gentle  daytime  sedative  action  is  often 
all  that's  needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress. 

’Based  on  surveys  of  average  daily  prescription  costs. 


Butisol  SODIUM 

(SODIUM  BUTABARBITAL) 


Contraindications:  Porphyria,  sensitivity  to  barbiturates,  or  susceptibility  to 
dependence  on  sedative-hypnotics.  Warning:  May  be  habit  forming. 
Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease; 
withdrawal  in  drug  dependence  or  the  taking  of  excessive  doses  over  a long 
period,  to  avoid  withdrawal  symptoms;  elderly  or  debilitated  patients,  to  avoid 
possible  marked  excitement  or  depression;  use  with  alcohol  or  other  CNS 
depressants,  because  of  combined  effects  Adverse  Reactions:  Drowsiness  at 
daytime  sedative  dose  levels,  skin  rashes,  "hangover''  and  gastrointestinal 
disturbances  are  seldom  seen.  Usual  Adult  Dosage:  For  daytime  sedation, 

15  mg.  to  30  mg.  t.i.d.  or  q.i.d.  For  hypnosis,  50  mg.  to  100  mg.  Available  as: 
Tablets,  15  mg.,  30  mg..  50  mg.,  100  mg.;  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 
BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital))  15  mg.,  30  mg., 
50  mg.,  100  mg. 


McNEIL  I McNeil  Laboratories.  Inc.,  Fort  Washington,  Pa.  19034 
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Our  vitality,  activity,  and  intellectual  state 


"The  Pennsylvania  Medical  Journal  comes  before  the  pro- 
fession under  the  most  favorable  and  auspicious  circum- 
stances. It  comes  with  clean  hands  and  with  a promise  to  keep 
them  clean.  It  comes  as  the  official  publication  of  the  most 
powerful  State  Society  in  the  country.  It  comes  as  the 
accredited  representative  of  a body  that  contains  among  its 
members  many  of  the  most  eminent  medical  men  in  the 
world.  It  is  a monthly  journal  of  forty-eight  reading  pages, 
which  will  be  mailed  free  of  charge  to  every  member  in  good 
standing  of  every  county  society  in  the  state.  To  others  the 
subscription  price  is  two  dollars  a year.  Besides  publishing 
the  Transactions,  both  business  and  scientific,  of  the  State 
Society,  and  acting  as  the  means  of  communication  among 
the  members,  it  will  be  in  every  respect  an  active,  progressive 
and  aggressive  medical  periodical ” 

Since  the  first  issue,  which  contained  the  above  quote, 
Pennsylvania  Medicine  has  expanded,  but,  has  adhered 
closely  to  the  original  guidelines  set  for  the  journal  in  June 
of  1897.  Still  the  official  publication  of  the  Pennsylvania 
Medical  Society,  it  currently  has  a circulation  of  13,800.  Of 
these,  12,600  are  physicians.  There  are  approximately  fifty 
foreign  subscriptions — forty-three  European,  and  seven  Ca- 
nadian. The  journal  receives  about  sixty  scientific  papers 
per  year  for  publication  as  well  as  papers  on  the  medico- 
legal and  socioeconomic  aspects  of  medicine. 

Volume  One,  Number  One  of  the  Pennsylvania  Medical 
Journal  contained  much  of  interest  to  the  physician.  Two 
original  scientific  articles,  “Chronic  Suppurative  Otitis 
Media”  and  "The  Umbilical  Cord”  were  included.  The  text 
of  the  acceptance  speech  of  the  president  of  the  Pennsyl- 
vania Medical  Society,  E.E.  Montgomery,  M.D.,  was 
reproduced  as  well  as  the  minutes  of  the  Forty-Seventh  An- 


nual Session  of  the  Medical  Society  of  the  State  of  Pennsyl- 
vania. Lists  of  members  of  medical  examining  boards  of 
Pennsylvania  were  given  with  a summary  of  the  material  to 
be  covered  and  times  and  places  of  examination.  Also 
included  were  editorial  notes  and  book  reviews.  There  were 
several  interesting  fillers,  one  of  which  was  a report  of  "the 
Mental  Condition  of  the  German  Emperor”  which  was 
quoted  extensively  from  the  London  Medical  Times. 

Today  Pennsylvania  Medicine  contains  topics  of  current 
interest  to  Pennsylvania  physicians  and  covers  much  of  the 
same  ground  that  the  first  issue  did.  Additions  are  con- 
tinuing education  course  information  and  state  news  on  leg- 
islation, Blue  Shield,  and  medical  assistance.  The  journal 
has  fulfilled  the  initial  aim  as  a means  of  communication 
among  physicians  as  evidenced  by  the  recent  letter  on  the 
Polk  State  Hospital  controversy  (June  1973).  It  is  the  forum 
for  an  active  and  progressive  State  Society,  expounding  on 
the  need  for  continuing  medical  education  and  peer  review. 
Scientific  articles  such  as  “Angiocardiographic  Assessment 
for  Coronary  Artery  Surgery"  (May  1973)  are  of  current 
clinical  interest  and  value. 

In  the  words  of  Sir  Robert  Hutchinson,  "The  amount  of 
writings  of  a profession  is  a measure  of  its  vitality  and  activ- 
ity, whilst  their  quality  is  a rough  indication  of  its  intellec- 
tual state.  Medical  literature  ...  is  the  currency  or  medium 
of  exchange  by  which  a man  contributes  to  or  borrows  from 
the  common  stock  of  knowledge  and  experience,  and  the 
volume  of  this  currency  and  the  character  of  its  metal  are  of 
greatest  importance  to  us  all.” 

David  A.  Smith,  M.D. 

Medical  Editor 


Plan  to  Attend 

The  26th  Annual  State  Dinner 


Friday  evening  • October  19,  1973  • Philadelphia  Marriott  Motor  Hotel 

Reception 

(Compliments  of  Parker  & Co.,  Inc.,  of  Pennsylvania  and  Argonaut  Insurance  Co.) 

Dinner  Dancing  and  Entertainment 

• Installation  of  Ralph  C.  Wilde,  M.D.,  as  the  124th  President  of  the  Pennsylvania  Medical  Society. 

• Presentation  of  the  Past-Presidents’  Medallion  to  Robert  S.  Sanford,  M.D.,  123rd  President. 

• Presentation  of  State  Benjamin  Rush  Awards. 

Please  reserve tickets  at  $14.00  per  person  for  the  Annual  State  Dinner  Banquet. 

Name  (Please  print) 

Address 

City 

County  Society 

(Please  make  check  payable  to  Pennsylvania  Medical  Society.) 
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Health  Department  Report 

Influenza  vaccine  recommendations  offered 


Influenza  occurs  to  some  extent  in 
the  United  States  every  year,  but  its  in- 
cidence and  the  areas  affected  are  quite 
variable.  Periodically,  influenza  ap- 
pears in  epidemic  form.  This  seems  to 
occur  when  the  antigens  of  prevalent 
influenza  viruses  change  sufficiently  to 
render  the  population  susceptible.  Type 
A and  type  B influenza  viruses  both  un- 
dergo changes  in  their  antigens.  Such 
changes  usually  occur  gradually,  but 
they  can  be  rapid  and  abrupt.  Epidem- 
ics caused  by  type  A influenza  viruses 
are  more  frequent  and  are  generally 
more  severe  than  those  caused  by  type 
B. 

Inactivated  influenza  vaccines*  have 
not  been  uniformly  effective  in  the  past, 
and  whatever  protection  they  afforded 
was  relatively  shortlived.  Current  vac- 
cines contain  more  antigen  than  prod- 
ucts available  before  1972  and  should 
provide  good  protection  against  influ- 
enza when  the  prevalent  viruses  are 
identical  or  similar  to  those  in  the  vac- 
cine. 

Influenza  vaccine  should  be  given  to 
chronically  ill  patients  and  to  older 
persons  in  general.  These  two  groups 
appear  to  be  at  greatest  risk  of 
becoming  severely  ill  with  influenza. 
Because  some  influenza  occurs  every 
year,  annual  vaccination  of  “high-risk" 
patients  is  indicated  as  a routine 
procedure  regardless  of  the  amount  of 
influenza  expected  in  any  specific  geo- 
graphic area. 

Influenza  Virus  Vaccines 

Bivalent  Vaccine — The  Bureau  of 
Biologies,  Food  and  Drug  Administra- 
tion, reviews  influenza  vaccine  formu- 
lation regularly  and  recommends 
reformulation  with  contemporary  an- 
tigens when  indicated.  Bivalent  influen- 
za vaccine  this  year  will  contain  a new 
type  A influenza  virus  representative  of 
currently  prevalent  “England"  strains. 
Each  adult  dose  of  the  1973-74  vaccine 
will  contain  not  less  than  1,000  chick 
cell  agglutinating  (CCA)  units  of  an- 
tigen in  the  following  proportion:  700 
CCA  units  of  a type  A strain  compara- 
ble to  the  prototype,  A/Eng- 

*Official  name:  Influenza  Virus  Vac- 
cine. Bivalent 


land/42/72(H3N2),**  and  300  CCA 
units  of  a type  B strain,  B/Mas- 
sachusetts/1/7 1 . Vaccines  from  all  pro- 
ducers are  highly  purified  and  should 
be  relatively  free  from  adverse  reac- 
tions. 

Monovalent  Type  B Vaccine — Since 
late  1972,  new  strains  of  type  B influen- 
za virus  have  been  identified  as  the 
cause  of  characteristic  influenza  illness. 
They  appeared  first  in  Hong  Kong  in 
December  1972  and  have  since  been 
recovered  from  influenza  cases  in 
Australia  and  England.  It  is  too  early  to 
judge  whether  these  strains  will  general- 
ly supplant  currently  prevalent  type  B 
viruses  in  the  United  States  in  the  1973- 
74  influenza  season.  However,  it  is  rea- 
sonable to  expect  that  they  may  become 
widely  disseminated. 

Since  these  type  B antigens  differ 
considerably  from  prior  strains,  little 
natural  immunity  to  them  can  be  ex- 
pected to  exist  in  the  general  popula- 
tion. Likewise,  the  available  bivalent 
influenza  vaccine  cannot  be  expected  to 
give  optimal  protection  against  them. 

Anticipating  the  possibility  that 
these  type  B influenza  viruses  will 
become  widely  prevalent  in  the  United 
States,  the  Bureau  of  Biologies 
prepared  guidelines  for  production  of  a 
monovalent  type  B influenza  vaccine 
containing  an  antigen  representative  of 
the  new  strains.  This  monovalent  vac- 
cine is  expected  to  be  commercially 
available  prior  to  the  1973-74  influenza 
season.  It  should  be  used  as  a supple- 
mental vaccine  for  optimal  protection 
of  persons  at  high  risk  who  are  already 
recommended  to  receive  bivalent  vac- 
cine. 

Vaccine  Usage 

General  Recommendations — Annual 
vaccination  is  recommended  for 
persons  of  all  ages  who  have  such 
chronic  conditions  as  (1)  heart  disease 
of  any  etiology,  particularly  with  mitral 

**The  World  Health  Organization  has 
recommended  a revised  system  of 
nomenclature  for  type  A influenza 
viruses  which  includes  their  strain 
designation  and  a description  of  the 
two  surface  antigens,  hemagglutinin 
(H)  and  neuraminidase  (N). 


stenosis  or  cardiac  insufficiency;  (2) 
chronic  bronchopulmonary  diseases, 
such  as  asthma,  chronic  bronchitis, 
bronchiectasis,  and  emphysema;  and 
(3)  diabetes  mellitus  and  other  chronic 
metabolic  disorders. 

Annual  vaccination  is  recommended 
for  older  persons  because  influenza 
outbreaks  are  commonly  associated 
with  excess  mortality  in  older  age 
groups. 

Vaccinating  persons  who  provide  es- 
sential community  services  may  also  be 
considered  if  local  priorities  justify. 
However,  before  undertaking  such  pro- 
grams, those  responsible  should  take 
into  account  a number  of  reasonable 
constraints:  difficulties  inherent  in 

predicting  influenza  epidemics,  variabi- 
lity in  vaccine  effectiveness,  cost,  avail- 
ability of  vaccine,  and  the  chance  that 
vaccine  will  be  diverted  from  persons 
with  chronic  illnesses  who  are  at  partic- 
ular risk. 

Schedule — The  primary  series  of 
bivalent  influenza  vaccine  has  tradi- 
tionally been  two  doses.  Preliminary 
data  indicate  that  with  the  more  potent 
influenza  vaccines  available  in  recent 
years,  the  second  dose  provides  little 
additional  benefit.  It  is  therefore  rea- 
sonable to  give  a single  dose  of  vaccine 
for  either  primary  or  annual  booster 
vaccination.  (Dose  volumes  for  adults 
and  children  and  the  recommended 
route  of  administration  are  specified  in 
the  manufacturers’  package  labeling.) 

A single  dose  of  the  supplemental 
monovalent  type  B influenza  vaccine 
should  follow  and  not  be  given  simulta- 
neously with  bivalent  vaccine.  This  is 
because  the  additional  amount  of  an- 
tigen in  the  monovalent  product  might 
increase  the  chance  of  adverse  reaction. 
Furthermore,  separating  the  vaccines 
by  two  weeks  or  more  might  enhance 
an  overall  type  B antibody  response. 

Influenza  vaccination  should  be 
scheduled  for  completion  by  mid- 
November. 

Precautions — Influenza  vaccines  are 
prepared  from  viruses  grown  in 
embryonated  eggs  and  ordinarily 
should  not  be  administered  to  persons 
clearly  hypersensitive  to  egg  protein, 
ingested  or  injected. 
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Treatment  advice  offered 

Be  aggressive  in  VD  fight,  physicians  urged 


The  AMA  Council  on  Environmental,  Occupational,  and  Public  Health  is  urging  all 
physicians  to  be  aggressive  in  the  battle  against  venereal  diseases,  epidemic  in  nature  and 
still  on  the  increase,  especially  in  the  15  to  24  age  group.  The  latest  treatment  recommen- 
dations, prepared  by  the  Pennsylvania  Department  of  Health,  are  offered  below.  Both  AMA 
and  the  Health  Department’s  Division  of  Communicable  Diseases,  directed  by  William  D. 
Schrack,  M.D.,  urge  physicians  to  report  all  cases  which  come  to  their  attention. 

SYPHILIS 

Diagnosis 

Treatment 

Follow-up 

Primary  Syphilis 

2.4  million  units 

STS*  30  days, 

Secondary  Syphilis 

benzathine  penicillin  G 

3,  6,  and  12 

I.M.,  half  in  each 

months  post- 

buttock,  single  session 

treatment 

Latent  Syphilis  (both 

If  no  spinal  fluid 

Early  and  Late) 

examination: 

Total:  6.0  - 9.0  million 
units  benzathine  peni- 
cillin G. 

Initial:  2.4  million 
units,  then  2.4  million 
units  in  one  week,  then 

1.2  million  units  in 

As  for  primary  or 

1 week. 

secondary,  then 
STS  every  six 

If  spinal  fluid  exami- 

months  for  a 

nation  is  non-reactive: 

Total  2.4  million  units 
in  a single  session. 

second  year. 

Late  Manifest  Syphilis 

Total:  9.6  million  units 

STS  every  3 months 

Cardiovascular 

benzathine  penicillin  G. 

for  first  year, 

Neurosyphilis 

Initial:  2.4  million  units, 

then  every  6 months 

Late  Benign 

then  2.4  million  units 
every  seven  days  times  3 

for  second  year. 

Early  Congenital  Syphilis 

Benzathine  penicillin  G- 

Same  as  Primary 

(under  2 years) 

50,000  u/kg.  of  body  weight 
at  one  clinic  visit, 
or:  Aqueous  procaine  peni- 
cillin G - 100,000  u/kg. 
of  body  weight  divided  into 
daily  dosage  over  10-day 
period. 

or  Secondary 

Late  Congenital  Syphilis  (over  2 years) 
Under  12  years: 

weight  70  lbs.  or  less 

Benzathine  penicillin  G - 

Same  as  primary 

50,000  u/kg.  of  body  weight 

or  secondary  plus 

at  one  clinic  visit. 

every  6 months 

or:  Aqueous  procaine  peni- 
cillin G - 100,000  u/kg. 
of  body  weight  divided  into 
daily  dosage  over  10-day 
period. 

for  2 years. 

12  years  or  older 

Total:  6.0  - 9.0  million 

As  for  primary  or 

and  weight  more  than 

units  benzathine  peni- 

secondary,  then 

70  lbs.  (late  latent) 

cillin  G. 

STS  every  six 

Initial:  2.4  million 

months  for  a 

units,  then  2.4  million 
units  in  one  week,  then 
1.2  million  units  in 
1 week. 

second  year. 

* All  follow-up  serologic  tests  for  syphilis  must  be  quantitated. 
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NOTES: 


1.  Patients  for  whom  Tetracycline*  or  Same  as  for 

penicillin  is  Erythromycin  (llotycin):  corresponding 

contraindicated  500  mg.  qid  for  stage  (follow-up 

20  days  is  most  important) 

Contraindicated  during  pregnancy  and  in  children  less  than  nine  years  of  age  because  of  the  possibility  of  mottling  of  teeth. 
For  patients  who  are  pregnant  and  sensitive  to  penicillin  - Cephaloridine  presently  on  the  basis  of  preliminary  studies  ap- 
pears to  be  the  drug  of  choice;  dosage,  1.0  gram  daily  for  10  days. 

Quantitative  VDRL  or  RPR  serologic  tests  must  be  part  of  the  periodic  follow-up  examination  of  all  patients,  particularly  in 
cases  of  pregnancy. 

2.  Contacts  of  infect-  2.4  million  units  STS  at  time  of 

ious  syphilis  Benzathine  Penicillin  G treatment 

(Clinically  negative  contacts  of  infectious  syphilis  should  be  treated  immediately.  The  informed  consent  of  the  patient  must 
be  obtained.  Do  not  wait  for  laboratory  results.) 


GONORRHEA 

Diagnosis  Treatment 


Gonorrhea  (Male  and  Female) 
Uncomplicated  urethral, 
cervical,  pharyngeal, 
or  rectal 

Note: 

In  the  male,  a positive  urethral  smear  is 
diagnostic.  Smears  from  the  female 
genital  tract  and  from  the  anal  canal  of 
both  males  and  females  are  of  no  value; 
only  a positive  culture  can  be 
considered  diagnostic  in  this  latter 
situation. 


4.8  million  units 
Aqueous  Procaine 
Penicillin  G,  IM 
with  1 gram 
probenecid  by  mouth 
given  30  minutes 
prior  to  injection 


Follow-up 


STS  at  time  of 
treatment 

for  females: 
repeat  cervical 
and  rectal  cultures 
7-14  days  post 
treatment 


NOTES: 

1.  For  patients  in  whom 

1st  Choice 

Same  as  for 

penicillin  or  probenicid 

Spectinomycin 

penicillin  schedule 

is  contraindicated  or 

2.0  grams  IM  in  males 

except  follow 

for  whom  penicillin  has 

4.0  grams  IM  in  females 

serologically  at 

been  ineffective. 

2nd  Choice 

30,  60,  and  90  days 

Tetracycline  HCI* 

post-treatment 

2.  Contacts  of  gonorrhea. 

1.5  grams  by  mouth  stat, 

Persons  with  known  expo- 

then  0.5  grams  qid  X4  days 

sure  to  diagnosed 

(total  9.5  grams) 

gonorrhea  should  receive 

the  same  treatment  as 

3rd  Choice 

those  known  to  have 

Doxycycline* 

gonorrhea. 

100  mg.  bid  X5  (total  1 gram) 

' Contraindicated  during  pregnancy  and  in  children  less  than  nine  years  of  age  because  of  the  possibility  of  mottling  of  te< 

Diagnosis 

OTHER  VENEREAL  DISEASES 

Treatment 

Follow-up 

Chancroid 

Tetracycline  HCI 

STS  stat, 

500  mg.  qid  X2 

then  monthly 

weeks  or  Sulfadiazine 
1.0  gm  qid  X 7 days. 

(Further  treatment 
depends  on  clinical  activity.) 

X3. 

Lymphogranuloma 

Initially: 

STS  stat, 

Venereum 

Tetracycline  HCI 

then  monthly 

500  mg.  qid  X2  wks. 

(Further  treatment 
depends  on  clinical  activity.) 

X3. 

Granuloma  Inguinale 

Initially: 

STS  stat, 

Tetracycline  HCI 

then  monthly 

500  mg.  qid  X2  wks. 

(Further  treatment 
depends  on  clinical  activity.) 

X3. 
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New  Children’s  Hospital  nears  completion 

Its  business— healthy 


children! 


FROM  the  inception  of  study  for 
the  plans  of  the  new  Children’s 
Hospital  and  Child  Guidance  Center 
to  the  anticipated  date  of  completion 
in  early  1974,  some  fifteen  years  of 
planning  will  have  gone  into  the  proj- 
ect. 

The  hospital  will  have  262  beds, 
slightly  over  100  more  than  the 
present  building,  and  the  age  of 
children  accepted  will  be  extended 
through  nineteen  years  following  the 
move.  Provision  for  research  will 


A HIGH-RISK  infant  receives  specialized 
care  at  Children’s  Hospital  regional  infant 
intensive  care  center.  James  Mayhew, 
M.D.,  and  Mary  Jo  Urbitis,  R.N.,  are  in  at- 
tendance The  emergency  transportation 
system  connected  with  the  center 
transfers  an  average  of  twenty-five  babies 
a month  from  a 60-mile  radius. 


WARREN  C.  FALBERG,  M.S. 
Philadelphia 


increase  100  percent  and  for  medical 
education  75  percent.  Outpatient  serv- 
ices, now  totalling  100,000.  are  ex- 
pected to  reach  140,000  during  the 
first  year  of  operation. 

The  hospital  will  assume  responsi- 
bility for  all  pediatric  patients  now 
cared  for  by  the  Hospital  of  the  Uni- 
versity of  Pennsylvania,  as  well  as  a 
large  number  from  Philadelphia  Gen- 
eral Hospital  and  the  West  Philadel- 
phia community. 

With  parking  accommodations  for 
400  automobiles,  the  structure  has 
three  stories  below  ground,  and  rises 
nine  stories  above  ground.  It  embraces 
one  million  square  feet  of  space,  with 
built-in  provision  for  expansion.  The 
court-yard,  measuring  100  feet  on  a 
side,  will  serve  to  improve  circulation; 
orient  the  visitor;  and,  by  acting  as  a 
return  air  plenum,  enhance  the  ef- 
ficiency of  the  unusual  energy  reclaim 
system  which  heats  and  cools  the 
building. 

The  ground  floor  will  have  a chapel, 
branch  bank,  post  office,  gift  shop, 
dining  facilities,  and  an  auditorium 
seating  335.  Emergency  and  general 

Mr.  Falberg  is  executive  director  of 
The  Children’s  Hospital  of  Philadel- 
phia. 


A RECENT  PHOTO  shows  The 
Children’s  Hospital  and  Child 
Guidance  Center  currently  under 
construction  in  University  City. 
Skylights  indicate  all  entrances 
to  the  new  $75  million,  262-bed 
facility. 


outpatient  services  are  at  this  level, 
with  medical  and  surgical  outpatient 
clinics  rising  through  the  second  and 
third  floors.  Patient  care  areas  occupy 
the  fourth  through  the  sixth  floors. 
The  hospital  will  have  eight  operating 
rooms,  with  provision  for  two  more.  A 
division  of  nuclear  medicine  will 
strengthen  the  radiology  department. 
Research  areas  extend  from  the  sev- 
enth through  the  ninth  floors,  with  an 
unusual  mechanical  corridor  rising 
through  these  three  floors  to  provide 


REHABILITATION  work  begins  early  at 
Children’s  Hospital  with  children  suffer- 
ing from  mongolism. 


42 


PENNSYLVANIA  MEDICINE 


The  Children’s  Hospital  of  Philadelphia,  old- 
est pediatric  institution  in  the  United  States, 
offers  complete  inpatient  and  outpatient  facili- 
ties for  youngsters  under  twenty  years  of  age.  It 
operates  some  thirty-five  general  and  specialty 
clinics,  including  well-baby  care,  rehabilitation, 
acute  care,  dental,  and  allergy,  among  others. 
Clinics  are  open  from  8:30  a.m.  to  4:30  p.m. 
every  weekday,  by  appointment.  The  emergency 
room  offers  twenty-four  hour  service. 

Free  sickle  cell  anemia  tests  are  offered 
every  Monday,  Wednesday,  and  Friday.  Free 
cystic  fibrosis  tests  are  given  when  required. 

The  hospital  offers  service  on  a regional 
basis  for  infant  emergency  transportation  from 


other  area  hospitals  and  mental  retardation  and 
learning  disability  evaluation  upon  referral  from 
area  physicians. 

The  hospital  maintains  a telephone  consulta- 
tion service  for  physicians  on  a twenty-four- 
hour  basis.  Unless  physicians  have  previously 
established  channels  of  communication,  their 
calls  are  directed  to  a central  receiver  who  at- 
tempts to  contact  the  appropriate  consultant  im- 
mediately. After  5 p.m.  the  chief  resident  ac- 
cepts physicians’  calls. 

Children’s  Hospital  is  the  pediatric  teaching 
resource  of  the  University  of  Pennsylvania 
School  of  Medicine.  It  is  autonomous  medically, 
administratively,  and  financially. 


electricity,  air,  and  rare  gases.  It  will 
also  drain  off  waste  products. 

New  or  enlarged  services  will  be 
available  in  areas  such  as  ambulatory 
pediatrics,  community  medicine,  and 
the  broad  spectrum  of  physical  and 
mental  disorders  having  their  origin  in 
social,  environmental,  and  familial 
factors. 

Other  changes  are  under  way.  The 
geographic  extension  last  year  of  the 
intensive  care  units,  for  example, 
through  experimental  inception  of  an 
emergency  surface  transportation 
system  has  significantly  enhanced  sur- 
vival prospects  in  high  risk  infants  and 
children.  It  offers  a provocative  ex- 
ample of  the  implications  of  some  new 
trends  in  hospital  care.  Further,  it  sug- 
gests three  factors  which  are  emerging 
to  answer  some  of  the  dilemmas  of  the 
urban  teaching  hospital. 

These  are  (1)  the  further  expansion 
of  regional  services;  (2)  growing 
responsiveness  to  the  needs  of 
physicians  throughout  the  region;  and 
(3)  the  establishment  of  a more 
productive  relationship  between  pri- 
mary and  tertiary  care  resources  to 
their  common  advantage.  These 
factors  number  among  the  most 
pressing  preoccupations  of  Children's 
Hospital.  They  arise  from  the  need  for 
new  techniques  to  bring  established 
advances  in  health  care  speedily  to  the 
many  children  requiring  them;  the 


need  to  strengthen  communications 
between  the  community  physician 
whose  patient  requires  specialized  fa- 
cilities and  the  tertiary  care  institution 
which  has  too  long  remained  relatively 
inaccessible  to  these  primary  care 
resources;  and  the  need  to  mobilize 
highly  specialized  medical  resources  to 
the  maximum  of  their  capacity  in  the 
interests  of  better  care  for  greater 
numbers  of  children.  This  latter  con- 
sideration calls  for  constant  reinforce- 


ment of  the  expertise  on  which  these 
specialized  facilities  depend;  and,  by 
eliciting  a greater  volume  of  acute  care 
cases,  achieves  regional  economies  in 
expertise,  skilled  personnel,  and  expen- 
sive equipment. 

Exemplifying  these  considerations  is 
the  regional  intensive  care  program. 
Children's  Hospital  initiated  the  first 
infant  intensive  care  unit  in  the  nation, 
which  from  the  outset  materially  cut 
mortality  in  critically  ill  infants  and 


LAST  YEAR  students  and  staff  watched  Dr.  Paul  Tessier  of  Hospital  Foch,  Paris,  when 
he  demonstrated  techniques  for  correcting  gross  craniofacial  anomalies. 
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children.  In  March  of  1972,  by  inau- 
gurating the  emergency  transport 
system,  it  has  literally  extended  the 
hospital's  intensive  care  facilities  out 
into  the  community.  With  a medical 
and  nursing  team  in  the  ambulance  and 
sophisticated  diagnostic,  monitoring, 
and  therapeutic  equipment,  the  infant 
or  child  is  managed  within  a carefully 
controlled  environment  like  that  of  the 
intensive  care  unit  itself  until  he  arrives 
at  the  unit.  Demonstrating  the  life- 
saving potential  of  specialized  care,  it  is 
estimated  that  75  percent  of  the  infants 
and  children  brought  in  through  this 
system  are  salvaged.  Without  it,  proba- 
bly only  about  20  percent  would  have 
survived. 

The  system  has  been  still  further  de- 
veloped with  several  community  hospi- 
tals entering  into  a teaching  rela- 
tionship with  Children’s  Hospital 
under  which  their  staffs  will  be  trained 
in  the  application  of  intensive  care 
principles  to  high  risk  children  within 
the  community.  Training  will  include 
stabilization  techniques  for  those 
children  who  need  transfer  to 
Children's  Hospital  for  more  special- 
ized procedures.  In  Philadelphia.  St. 
Christopher's  Hospital  for  Children 
has  opted  to  share  in  the  emergency- 
transport  system,  with  both  hospitals 
operating  their  respective  intensive 
care  units  for  their  own  patients. 
Children's  Hospital,  in  slightly  more 
than  one  year  of  testing  the  usefulness 
of  the  service,  has  transported  more 


than  twenty-five  high-risk  infants 
every  month,  and  a smaller  number  of 
older  children,  to  the  intensive  care 
units.  It  is  now  in  position  to  meet  any 
newborn  emergency  in  the  tri-state 
area.  Originally  covering  eight 
counties  in  Pennsylvania  and  New 
Jersey,  it  now  transports  children  from 
other  counties  upon  request. 

The  future  looks  even  more  gratify- 
ing. As  plans  go  forward  for  relocation 
of  Children's  Hospital  adjacent  to  the 
University  of  Pennsylvania  campus 
early  next  year,  a helicopter  transport 
service  has  already  been  activated,  and 
a helipad  on  the  new  hospital's  roof  will 
be  utilized  following  relocation.  This 
will  not  only  materially  increase  the 
geographic  area  of  coverage,  but  the 
service  will  be  available  to  other  hospi- 
tals in  the  vicinity,  further  enhancing 
the  hospital's  regional  usefulness. 

This  system  originated  both  because 
of  the  hospital's  long  experience  with 
the  critically  ill  newborn  and  because 
of  the  close  relationship  with  commu- 
nity physicians,  who  expressed  strong 
desires  for  such  a service.  With  greatly 
improved  communications  with  these 
physicians,  the  progress  of  the  child's 
care  is  fully  and  continuously  reported 
to  the  referring  physician  from  time  of 
admission  to  discharge,  and  he  is  re- 
turned to  his  community  as  soon  as  he 
has  passed  the  acute  phase  of  his 
problem.  Reduced  to  its  simplest 
terms,  this  delineates  the  respective 
roles  of  the  primary  care  and  the  ter- 


tiary care  physician:  the  former  sees  a 
problem  beyond  the  capacity  of  his 
community  resources;  he  transfers  the 
responsibility  to  the  specialized  facili- 
ty; the  latter  returns  the  child, 
hopefully  cured  (if  this  is  possible)  to 
his  family  physician  for  followup  care. 

There  would  be  no  validity  in 
duplication  of  such  a facility  in  the 
community  hospital,  where  such  a 
complex  system  would  atrophy  both 
medically  and  financially  from  insuf- 
ficient usage. 

The  cases  sent  to  Children's  Hospital 
are  varied.  The  largest  group  is  new- 
borns with  severe  respiratory  distress. 
Those  with  congenital  heart  disease 
are  next  in  volume.  A number  of  in- 
fants have  surgically  correctable  con- 
genital anomalies,  significant  trauma, 
severe  asphyxia,  or  erythroblastosis. 
Among  premature  and  newborn 
babies,  60  percent  of  all  deaths  occur 
during  the  first  year  of  life,  most  of 
them  during  the  first  week.  Hours 
count,  and  so  does  the  value  of  emer- 
gency transport. 

Following  the  move  to  the  new 
physical  plant,  opportunities  for  highly 
centralized  expertise  in  patient  care, 
teaching,  and  research  in  services  of 
special  importance  to  the  tri-state  area 
will  be  greatly  facilitated. 

The  intensive  care  units  with  their 
transport  system  constitute  a further 
step  in  the  progressive  regionalization 
of  services.  These  now  embrace  the  ex- 
panded cancer  center,  the  genetics 
center,  the  respiratory  disease  pro- 
gram, and  the  program  for  blood 
disorders  of  childhood.  Also,  a 
growing  service  in  psychosomatic 
medicine;  one  of  the  nation's  most 
comprehensive  pediatric  rehabilitation 
programs;  the  medical  management  of 
cardiac  disease  with  a cardiovascular 
surgical  service;  and  the  neonatal  pro- 
gram for  surgically  correctable  congen- 
ital malformations. 

In  all  these  areas,  the  hospital  sees 
its  present  and  future  role  as  that  of 
providing  a sophisticated  evaluative 
and  consultative  regional  resource  to 
primary  care  hospitals  and  community 
physicians.  It  lays  down  the  diagnosis  : 
and  the  long-term  therapeutic  regimen, 
where  required,  to  be  followed  by  the 
family  physician  with  the  child  at  ease 
within  his  family  and  community  envi- 
ronment. This,  we  feel,  is  the  way  in 
which  a regional  institution  can  best 
serve  its  region's  children.  □ 


A YOUNG  PATIENT  is  being  prepared  for  rehabilitation  treatment. 
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Multidisciplinary  care 


The  child  with  congenital  anomalies 
of  the  central  nervous  system 

LUIS  SCHUT,  M.D. 

Philadelphia 


The  advantages  of  a large  pediatric  medical  center  in  the  care  of  the  child  with 
multiple  congenital  anomalies  of  the  central  nervous  system  are  best  ex- 
emplified by  the  programs  for  the  infants  born  with  major  spinal  dysraphisms, 
such  as  myelomeningocele,  and  in  the  care  of  the  child  with  craniofacial  dysos- 
tosis. 


Myelomeningocele 

Clinic 

FOR  THE  past  ten  years.  The 
Children's  Hospital  of  Philadel- 
phia has  operated  a myelomeningocele 
clinic,  with  the  intention  of  es- 
tablishing a rational  protocol  (a  one- 
stop  care  center  for  these  very 
complicated  problems). 

On  admission  to  the  hospital,  prefer- 
ably within  twenty-four  hours  of  birth, 
the  infant  is  admitted  under  the  care  of 
the  neurosurgical  service;  but  immedi- 
ately upon  admission,  the  pediatric 
service,  rehabilitation  service,  and  the 
nurse  coordinator  are  also  notified. 
Shortly  thereafter,  repair  of  the  myelo- 
meningocele is  accomplished;  and.  if 
hydrocephalus  develops,  a shunt  is  in- 
serted usually  within  a week  from  the 
time  of  birth.  From  the  time  of  admis- 
sion. the  pediatrician  oversees  the 
child's  general  health,  and  particular  at- 
tention is  paid  to  the  genito-urinary 


system.  An  intravenous  urogram  is  ob- 
tained within  two  weeks  of  birth,  and 
the  other  professionals  in  the  case  are 
called  into  consultation. 

The  social  workers  contact  the  fami- 
ly, and  with  the  help  of  the  public 
health  nurse  and  nurse  coordinator, 
they  instruct  the  family  in  the  proper 
care  of  the  baby  before  discharge.  The 
physical  therapist  develops  programs 
for  correction  of  muscle  impairments 
and  deformities  of  the  lower  ex- 
tremities, and  eventually  orthopedic 
and  urological  consultations  are  also 
obtained.  At  a later  time,  psychologists, 
developmental  evaluation  experts, 
speech  therapists,  and  rehabilitation  ex- 
perts are  also  included  in  the  team 
approach. 

After  discharge,  the  public  health 
nurse  in  the  child's  district  is  contacted 
as  well  as  the  pediatrician  selected  by 
the  family  to  take  care  of  the  child 
locally.  The  child  is  seen  in  the 
myelomeningocele  clinic  monthly  for 
six  months,  every  two  months  for  the 

Dr.  Schut  is  chief  neurosurgeon  at 
The  Children  Hospital  of  Philadel- 
phia and  associate  professor  of  neur- 
osurgery at  the  University  of  Penn- 
sylvania School  of  Medicine.  This 
paper  was  prepared  by  The 
Children's  Hospital  of  Philadelphia 
and  the  department  of  pediatric  sur- 
gery at  the  University  of  Pennsyl- 
vania School  of  Medicine. 


next  half  a year,  every  four  months  for 
the  second  year,  and  every  six  months 
thereafter.  On  each  clinic  visit,  the 
child  is  seen  by  the  neurosurgeon,  pedi- 
atrician, social  worker,  nurse,  and 
physical  therapist.  There  is  evaluation 
for  growth  and  development,  general 
health  and  nutrition,  urinary  tract  in- 
fection, and  status  of  muscles  and 
joints.  Special  problems  are  taken  care 
of  by  the  urologist  and  orthopedic  sur- 
geons who  also  attend  the  clinic.  At  the 
present  time,  more  than  300  children 
are  enrolled  in  this  clinic,  and  the  first 
group  that  has  at  least  a five  year 
follow-up  was  recently  reported  by 
Mary  D.  Ames,  M.  D.,  and  the  depart- 
ment of  neurosurgery  in  Pediatrics 
1972.  Of  that  group,  the  overall  mortal- 
ity was  19.4  percent.  Two-thirds  of  the 
cases  who  survived  required  shunts.  Of 
the  79  patients  with  shunts,  48  percent 
had  a developmental  quotient  of  80  or 
better,  and  out  of  36  patients  without 
shunts,  90  percent  had  an  I.Q.  of  80  or 
better.  While  only  seven  of  the  cases 
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Figure  1 


Figure  2 


Figure  3 


had  normal  sphincter  control,  68  per- 
cent of  the  cases  are  able  to  function 
without  a major  urinary  diversion,  with 
a total  of  83  percent  of  the  cases  main- 
taining normal  urinary  tracts. 

We  feel  that  this  program  allows  us 
to  determine  the  child's  potential,  and 
every  effort  is  made  to  obtain  an 
ambulatory,  functioning  individual. 
We  feel  that  without  this  type  of  total 
approach  program,  the  care  of  one  of 
these  children  would  be  a far  more  dif- 
ficult task. 

Craniofacial  Dysostosis 

The  Children's  Hospital  of  Philadel- 
phia is,  at  the  present  time,  embarking 
on  an  ambitious  program  for  total  care 
of  the  children  with  major  craniofacial 
anomalies.  This  comprises  a group  of 
disorders  such  as  Crouzon’s  disease, 
Apert's  syndrome,  Treacher-Collins 
syndrome.  orbital  dystopia,  en- 
cephaloceles,  facial  cleft  syndrome, 
maxillary  hypoplasia,  and  hyperte- 
lorism. We  were  fortunate  at  the 
beginning  of  the  program  to  have  the 


collaboration  of  the  group  from  the 
Foch  Hospital  in  Paris,  headed  by  Dr. 
Paul  Tessier,  who  has  been  invaluable 
on  the  setting  of  these  programs.  At 
the  present  time  more  than  ten  cases 
were  already  operated  upon,  and  more 
than  twenty  cases  are  awaiting  surgery 
in  the  near  future. 

A facial  reconstruction  clinic  has 
been  set  up  under  the  primary  direc- 
tion of  the  plastic  service,  with  the  ac- 
tive cooperation  of  the  neurosurgical 
group.  This  also  involves  a team  com- 
posed of  general  surgery,  anesthesi- 
ology, otolaryngology,  ophthalmology, 
radiology,  rehabilitation  therapy,  den- 
tistry, speech  therapy,  cephalometry, 
psychiatry,  psychology,  and  nursing. 

Upon  acceptance  of  a case  for  the 
program,  the  child  is  carefully 
evaluated  by  each  one  of  the  above- 
mentioned  specialties.  Anthropological 
measurements  are  obtained,  and  sur- 
gery is  preplanned  several  weeks  in  ad- 
vance. 

Allowance  has  to  be  made  because 
of  the  extensive  preparations,  both  in 


time  and  material  which  are  required, 
and  also  because  the  larger  cases 
require  a tracheostomy  prior  to  sur-  | 
gery. 

Case  Report 

P.  G.  was  admitted  to  The  Chil-  I 
dren's  Hospital  of  Philadelphia  in 
November  1970  at  the  age  of  two 
days,  with  a rather  obvious  naso-eth- 
moidal  encephalocele  (Fig.  1).  Shortly 
after,  a bifrontal  craniotomy  and  an 
extradural-intradural  approach  to  the 
encephalocele  was  performed.  The 
cribiform  plate  was  found  to  be  absent,  j 
and  a bone  defect  measuring  3 cm 
across  was  seen.  The  defect  was  !j 
repaired  with  methylmethacrylate  and 
tantalum  mesh.  At  a later  stage  a large 
portion  of  tissue  protruding  between 
the  eyes  was  also  removed.  The  patient 
had  an  uneventful  postoperative  1 
period;  and  one  year  later,  there  was 
evidence  of  separation  of  the  nasal 
bone  and  hypertelorism  (Fig.  2).  Her  i 
psychological  and  developmental  eval- 
uations were  within  normal  limits.  Fi- 
nally, intracranial  and  extracranial 
surgery  for  correction  of  the  hyperte- 
lorism was  performed  (Fig.  3).  At  the 
present  time,  the  child  is  in  the  process  i 
of  being  adopted  by  a family  who  finds  ! 
her  appearance  extremely  acceptable. 

Conclusion 

We  feel  that  one  of  the  functions  of 
the  medical  center,  such  as  the  new 
Children's  Hospital,  is  to  provide  the 
community  with  a centralized,  ef- 
ficient and  economically  feasible  loca- 
tion for  the  treatment  of  these  very 
complicated  problems  which  require 
extensive  technical  and  professional 
help.  □ 
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He  won’t  resist 
Feeling  better  with 

Mylanta 

Because  the  taste  is  good. 

□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 

□ non-constipating 


aluminum  and  magnesium  hydroxides  with  simethicone 


STUART  PHARMACEUTICALS  | Dms,0„  of  ICI  America  Inc.  | Wilmington,  Del.  19899  | Pasadena,  Calif.  91109 


“Antiacid”  action 

for  ulcer  patients... 


one  of  the  many 
things.you  need  in  an 
anticholinergic. 


Pro-Banthlne  is  provided  in  several  different  dos- 
age forms  and  combinations  which  will  meet  vir- 
tually any  clinical  need.  It  is  just  as  versatile  in 
filling  patient  needs,  among  which  are: 

"Antiacid”  action — Pro-Banthlne®  (propantheline 
bromide)  reduces  gastric  secretory  volume  and 
resting  total  and  free  acid. 

"Sustained"  action — Pro-Banthlne  P.A.®  (propan- 
theline bromide)  contains  30  mg.  of  the  drug  in  the 
form  of  sustained-release  or  timed-release  beads; 
on  ingestion  about  half  of  the  drug  is  released 
within  an  hour  and  the  remainder  continuously  as 
earlier  increments  are  metabolized. 

High-level  anticholinergic  activity  is  main- 
tained all  day  and  all  night  in  most  patients  with 
only  two  tablets  every  eight  hours. 

"Analgesic”  action — Pro-Banthlne  helps  to  control 
the  acid-spasm-pain  complex. 

A "diagnostic  tool” — Pro-Banthlne  may  be  used 
parenterally  to  immobilize  the  duodenum  for 
more  revealing  roentgenographic  appraisal 
through  hypotonic  duodenography. 

Pro-Banthlne  is  considered  adjunctive  in  total 
peptic  ulcer  therapy  that  may  include  diet,  con- 
ventional antacids,  bed  rest,  and  other  supportive 
measures. 

Vigorous  anticholinergic  action  — Pro-Banthlne® 
Vials,  30  mg.,  are  for  intramuscular  or  intravenous 
use  when  prompt  and  vigorous  anticholinergic  ac- 
tion is  required. 


Indications:  Pro-Banthlne  is  effective  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer.  Dosage  must  be  adjusted 
to  the  individual. 

Contraindications:  Glaucoma,  obstructive  disease  of  the 
gastrointestinal  tract,  obstructive  uropathy,  intestinal  atony, 
toxic  megacolon,  hiatal  hernia  associated  with  reflux 
esophagitis,  or  unstable  cardiovascular  adjustment  in 
acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease  should  be 
given  this  medication  with  caution. 

Fever  and  possibly  heat  stroke  may  occur  due  to  anhidrosis. 
In  theory  a curare-like  action  may  occur,  with  loss  of  volun- 
tary muscle  control.  For  such  patients  prompt  and  continu- 
ing artificial  respiration  should  be  applied  until  the  drug 
effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate  obstruction, 
and  this  possibility  should  be  considered  before  adminis- 
tering Pro-BanthTne. 

Precautions:  Since  varying  degrees  of  urinary  hesitancy 
may  be  evidenced  by  elderly  males  with  prostatic  hyper- 
trophy, such  patients  should  be  advised  to  micturate  at 
the  time  of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients  severely  ill  with 
ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of  drying  of  salivary 
secretions  may  occur  as  well  as  mydriasis  and  blurred 
vision.  In  addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness,  dizziness,  insom- 
nia, headache,  loss  of  the  sense  of  taste,  nausea,  vomiting, 
constipation,  impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The  recommended  daily  dos- 
age for  adult  oral  therapy  is  one  15-mg.  tablet  with  meals 
and  two  at  bedtime.  Subsequent  adjustment  to  the  patient’s 
requirements  and  tolerance  must  be  made. 

Pro-BanthTne  P.A. —Each  tablet  of  Pro-BanthTne  P.A.  (pro- 
pantheline bromide)  contains  30  mg.  of  the  drug  in  the 
form  of  sustained-release  or  timed-release  beads;  on  in- 
gestion about  half  of  the  drug  is  released  within  an  hour 
and  the  remainder  continuously  as  earlier  increments  are 
metabolized.  Thus  the  result  is  even,  high-level  anticholin- 
ergic activity  maintained  all  day  and  all  night  in  most  pa- 
tients with  only  two  tablets  daily.  Some  patients  may 
require  one  tablet  every  eight  hours. 

The  contraindications  and  precautions  applicable  to  Pro- 
BanthTne  15  mg.  should  be  observed. 

How  Supplied:  Pro-BanthTne  is  supplied  as  tablets  of  15 
and  7.5  mg.,  as  prolonged-acting  tablets  of  30  mg.  and,  for 
parenteral  use,  as  serum-type  vials  of  30  mg. 


Mild  anticholinergic  action — Pro-Banthlne®  Half 
Strength,  7.5-mg.  tablets,  for  more  exact  adjust- 
ment of  maintenance  dosage  in  mild  to  moderate 
gastrointestinal  disorders. 
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Pro-Banthine* 

brand  of  ill*  1 *1 

propantheline  bromide 

a good  option  in  peptic  ulcer 


Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


IN  DtCATfONS:Tfterapeut/cal/^  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
organisms,  as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 
♦ primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN 

(POLYMYXIN  B-BACITOIN-NEOMYCIN) 


Ointment 

Each  gram  contains:  Aerosporin1®  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum  . 
q.s.  In  tubes  of  1 oz.  and  Vt  oz.  and  Vh  oz.  (approx.)  foil  packets,  i 
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ALLBEE  wmC 

of  Vitamin  Facts  & Fallacies 


THE  COMMON  PRACTICE  IN  MANY  RESTAURANTS,  HOSPITALS, 
AND  OTHER  INSTITUTIONS  INCLUDING  OLD  PEOPLES'  HOMES 
AND  NURSING  HOMES  OF  "HOLDING"  COOKED  FOODS  IN 
STEAM  TABLES  BEFORE  SERVING  RESULTS  IN  A SIZABLE 
LOSS  OF  B AND  C VITAMINS. 


DURING  THE  CIVIL  WAR  30,714  CASES  OF  SCURVY  WERE 
REPORTED,  AND  383  DEATHS  WERE  ATTRIBUTED  DIRECTLY 
TO  THE  DISEASE. 


THE  AMOUNT  OF  SUNLIGHT  AVAILABLE  DURING 
RIPENING  DETERMINES  TO  A LARGE  EXTENT  THE 
FINAL  ASCORBIC  ACID  CONTENT  OF  TOMATOES. 
HENCE,  A COOL,  WET  SUMMER  PRODUCES  WATERY, 
LESS  TASTY  FRUIT  THAT'S  LOWER  IN  VITAMIN  C. 


RONSSENS,  A DUTCH  PHYSICIAN,  WROTE  IN  1564  THAT  "DUTCH 
SAILORS  WHO,  RETURNING  FROM  SPAIN,  WERE  ATTRACTED 
BY  THE  NOVEL  RICHNESS  OF  THE  FRUIT  (ORANGES)  AND  BY 
THEIR  GREED  AND  GLUTTONY,  UNEXPECTEDLY  DROVE  OUT  THE 
DISEASE  (SCURVY),  AND  HAD  THIS  HAPPY  EXPERIENCE  NOT 
ON  A SINGLE  OCCASION  ONLY,  BUT  REPEATEDLY." 


Available  on  your 
prescription  or 
recommendation 

MMM'  irtJi)  C 

High  Potency 
B-Complex  and 
Vitamin  C 
Formula 


AllbeewithC 


MULTIVITAMINS 


Each  capsule  contains  ^_M0* 

Thiamine  mononitrate  (B.)  15  mg  1500* 
Riboflavin  (B>>  10  mg  83*' 

Pyridomne  hydrochloride  (B.)5  mg  * 
Niacinamide  50  mg  SOC' 

Calcium  pantothenate  10  mg  *’ 
Ascorbic  acid  (Vitamin  C)  300  mg  1000' 


30  CAPSULES 


A. II.  Kohins  Company.  Richmond,  Va.  23220y/|  - j j 


ROBINS 


each  tablet, 
capsule  or5cc. 


teaspoonful  each 

of  elixir  Donnatal 

(23%  alcohol) No  2 

hyoscyamine  sulfate  0.1037  mg  0.1037  mg 

atropine  sulfate  0.0194  mg  0 0194  mg. 

hyoscine  hydrobromide  0 0065  mg  0 0065  mg 


phenobarbital  (Y  gr.)  1 6 2 mg  (V£  gr.)  32  4 mg 

(warning  may  be  habit  forming) 


each 

Extentab 

0 31  1 iTng. 
0.0582  mg 
0.0195  mg. 
(K  gr ) 48.6  mg. 


Brief  summary.  Adverse  Reactions:  Blurring  of  vision,  dry  mouth 
difficult  urination,  and  flushing  ordryness  of  the  skin  may  occur  on 
higher  dosage  levels,  rarely  on  usual  dosage.  Contraindications: 
Glaucoma:  renal  or  hepatic  disease:  obstructive  uropathy  (for  ex- 
ample, bladder  neck  obstruction  due  to  prostatic  hypertrophy);  or 
hypersensitivity  to  any  of  the  ingredients 
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SUCH  a title  is  designed  to  be  eye 
catching,  and  this  article  would  be  a 
pleasure  both  to  write  and  to  read  if  it 
contained  the  methods  whereby  all 
children  with  cancer  could  be  cured. 
Sadly,  that  is  not  so.  However,  the  ex- 
traordinary advances  made  in  the  past 
decade  in  the  treatment  of  childhood 
cancer  are  not  well  known  to  many  out- 
side the  field  of  cancer  therapy.  Three- 
quarters  of  the  children  diagnosed  with 
Wilms’  tumor  are  cured,  a result  proba- 
bly not  equalled  in  treatment  of  any 
adult  cancer.  If  vigorously  treated,  the 
average  child  with  acute  lymphocytic 
leukemia  survives  disease-free  for  five 
years — a result  equated  by  some  with 
cure. 

Although  the  improvement  may 
have  resulted  in  part  from  the  increased 
use  of  chemotherapy,  no  single 
modality  can  claim  the  credit  for  the 
results.  For  example,  initial  reduction 
in  the  size  of  pulmonary  metastases  by 
chemotherapy  and  radiation  may  en- 
able surgical  resection  to  complete  the 
eradication  of  the  disease.  The  excite- 
ment of  seeing  the  miracle  in  figure  1, 
which  resulted  from  modest  doses  of  x- 
ray  therapy  and  actinomycin  D,  made 
oncologists  more  aggressive  with  treat- 
ment and  careful  in  follow-up.  Ob- 
viously, favorable  results  are  more 
likely  to  follow  when  treatment  is  ini- 
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tiated  early.  Lip  service  is  sometimes 
given  to  “the  team  approach"  in  the 
treatment  of  various  diseases,  but  it  is 
vitally  important  in  the  treatment  of 
childhood  cancer.  Children  are  not 
minature  adults;  their  diseases  and 
responses  are  different.  The  stakes  are 
high,  and  the  side  effects  of  aggressive 
treatment  are  unpleasant  if  not  hazard- 
ous. Combined  treatment,  aimed  at 
cure,  is  best  done  by  a team  able  to 
weigh  the  advantages  and  disadvan- 
tages of  one  form  of  treatment  versus 
another,  and  a team  aware  of  the  situa- 
tions when  less  aggressive  measures  are 
sufficient. 

Improvements  in  the  Past  Decade 

Probably  the  two  diseases  where  ad- 
vances have  been  most  striking  in  the 
field  of  childhood  cancer  are  Wilms' 
tumor  and  acute  leukemia.  In  the  latter 
part  of  the  1950s,  it  was  found  that  ac- 
tinomycin  D was  helpful  in  the  treat- 
ment of  children  with  pulmonary  me- 
tastases  from  Wilms'  tumor.  Based  on 
this  observation,  the  drug  was  added  to 
the  treatment  of  children  without  evi- 
dence of  metastases  following  removal 
of  the  primary  tumor  and  post-opera- 


tive irradiation.  Courses  of  ac- 
tinomycin  D were  given  every  two  to 
three  months  for  periods  up  to  two 
years.  In  a study  by  Children's  Cancer 
Study  Group  A,  the  effect  of  multiple 
versus  single  courses  of  actinomycin  D 
was  studied,  the  end  point  being  the  de- 
velopment of  metastases.  Eighty  per- 
cent of  the  patients  who  had  multiple 
courses  of  actinomycin  D for  a period 
of  fifteen  months  remained  free  of 
disease,  whereas  only  45  percent  of  the 
patients  who  received  only  a single 
course  failed  to  develop  metastases. 
Subsequent  to  that  report  it  has  been 
shown  that  patients  in  the  "control 
group,”  receiving  a single  course  only, 
could  be  retrieved  with  additional  radi- 
ation therapy  and  actinomycin  D.  Thus 
in  the  two  groups,  survival  (as  distinct 
from  the  metastatic  rate)  was  little  dif- 
ferent, being  80  in  contrast  to  70  per- 
cent. It  is  suggested  from  this  and  other 
studies  that  approximately  one-half  of 
the  children  with  apparent  localized 
Wilms’  tumor  have  microscopic  metas- 
tases, mostly  in  the  lungs.  Perhaps  the 
multiple  courses  of  actinomycin  D are 
able  to  suppress  the  growth  of  these 
small  metastases.  During  the  1960s, 
vincristine  was  also  found  to  be  of  value 


in  the  treatment  of  Wilms'  tumor,  and 
several  reports  suggest  that  it  may  be 
equally  as  effective  as  actinomycin  D. 

The  majority  of  metastases  are  pul- 
monary, and  x-ray  therapy  and  chemo- 
therapy can  cure  a high  percentage  of 
those  children  who  develop  visible  me- 
tastatic disease  in  the  lung.  Treatment 
of  disease  in  this  site  is  much  more  suc- 
cessful than  lesions  elsewhere  in  the 


body  such  as  liver,  bone,  or  brain.  This 
is  true  in  spite  of  the  relatively  low  dose 
of  x-ray  therapy  that  can  be  given  to  the 
lungs  without  producing  radiation 
pneumonitis.  In  speculating  on  the 
reason  for  this  differential  response,  it 
is  possible  that  the  concentration  of  ac- 
tinomycin D reaches  a higher  level  in 
the  lung  than  elsewhere,  or  the  ade- 
quate oxygenation  of  the  tissues  makes 
the  irradiation  more  effective.  Thus 
two  major  advances  have  occurred  in 
the  treatment  of  Wilms' tumor:  (1)  mul- 
tiple courses  of  chemotherapy  will 
suppress  microscopic  metastases,  and 
(2)  development  of  overt  metastatic 
disease,  while  cause  for  concern,  does 
not  have  the  ominous  prognosis  of  me- 
tastatic neuroblastoma. 

Major  strides  have  also  been  made  in 
the  treatment  of  childhood  leukemia. 
The  improvement  has  been  seen  most 
clearly  in  children  with  lymphocytic 
leukemia,  but  the  current  approach 
with  aggressive  combination  chemo- 
therapy has  also  increased  the  response 
and  duration  of  remission  in  children 
with  other  forms  of  leukemia.  At  the 
beginning  of  the  1 960s,  the  median  sur- 
vival of  children  with  leukemia  was 
twelve  months,  an  improvement  from 
the  six  months  seen  in  1950.  In  1960 
there  were  three  types  of  agents  that  in- 
duced remission:  anti-metabolites,  the 
alkylating  agents,  and  corticosteriods. 
In  the  next  decade  three  new  classes  of 
agents  came  into  use:  the  periwinkle 
alkaloids,  antibiotics,  and  the  enzyme, 
L-asparaginase.  There  are  now  nine 
compounds  which  can  cause  hemato- 
logic remission  in  acute  leukemia: 
methotrexate,  6 mercaptopurine,  cy- 
tosine arabinoside,  vincristine,  pred- 
nisone, cyclophosphamide,  ni- 
trosourea, daunomycin,  and  L- 
asparaginase.  Nine  does  not  seem  very 
many  if  one  thinks  of  the  thousands  of 
drugs  being  screened,  but  perhaps  only 
one  would  be  enough  if  correctly  used. 
The  two  major  advances  that  occurred 
in  the  past  ten  years  are:  (I)  the  simulta- 
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neous  use  of  multiple  drugs  with  dif- 
fering modes  of  action,  and  (2)  treat- 
ment of  areas  of  the  body,  such  as  the 
meninges,  with  x-ray  to  prevent  the  de- 
velopment of  "localized”  relapse. 

Use  of  multiple  drugs  to  initiate  and 
maintain  hematological  remission  is 
the  basis  of  prevention  of  small  residu- 
al populations  of  resistant  cells.  In 
mice,  leukemia  is  a curable  disease  ei- 
ther because  chemotherapy  can  be  cor- 
rectly administered  in  time  with  a 
known  cell  cycle,  or  the  residual 
disease  is  reduced  to  such  a small 
number  of  cells  that  the  body  is  able  to 
reject  them  by  an  effective  immune 
response.  The  initial  multiple  drug 
studies  had  the  catchy  names  VAMP, 
POMP,  and  BIKE,  and  currently  such 
multiple  programs  are  considered 
standard  in  most  centers  dealing  with 
childhood  leukemia.  At  an  American 
Cancer  Society  national  symposium  on 
chemotherapy  held  last  year,  the  pro- 
gram was  divided  into  three  parts, 
based  on  the  effectiveness  of  chemo- 
therapy in  controlling  the  disease. 
Treatment  of  childhood  leukemia  fell 
in  the  first  category,  i.e.,  disease  where 
chemotherapy  had  played  a major  role 
in  improving  survival.  Simone,  dis- 
cussing patients  who  received  multiple 
chemotherapy  and  irradiation  of  the 
CNS  predicted  greater  than  50  percent 
with  five-year  duration  of  complete 
remission.  In  the  majority  of  the  pa- 
tients reported,  chemotherapy  was  dis- 
continued after  two  years  of  remission. 

Since  more  than  half  of  the  children 
with  leukemia  will  develop  symptoms 
and  signs  of  leukemic  meningeal  infil- 
tration during  the  course  of  their 
disease,  this  becomes  a major  area  of 
relapse.  Once  clinical  signs  occur,  it  is 
unlikely  that  this  source  of  leukemic 
cells  can  be  erradicated  completely. 
Therefore,  treatment  is  usually  given 


prophylactically,  once  hematologic 
remission  has  been  induced.  This  can 
be  done  satisfactorily  by  radiation 
therapy  to  the  brain  and  spinal  cord  or 
with  x-ray,  just  to  the  cranium,  com- 
bined with  intrathecal  methotrexate. 
This  illustrates  again  the  value  of  com- 
bined treatment  where  the  radiation 
therapist  participates  in  the  treatment 
of  leukemia.  Previous  studies  have 
shown  that  a certain  number  of  pa- 
tients with  leukemia  in  so-called 
"hematologic  remission"  have  residual 
leukemic  cells  in  various  sites,  possibly 
unreached  by  therapeutic  levels  of 
chemotherapy. 

Currently,  at  TheChildren's  Hospital 
of  Philadelphia  a study  is  being  con- 
ducted to  determine  whether  there  are 
areas  other  than  the  central  nervous 
system  where  prophylactic  irradiation 
can  be  of  value  in  the  production  of  a 
long-term  hematologic  remission.  In 
this  study,  patients  are  randomly 
allocated  to  four  treatment  arms,  with 
identical  systemic  chemotherapy.  The 
regimens  vary  from  no  radiation  thera- 
py to  an  extended  field,  which  includes 
the  CNS  axis,  mediastinum,  liver, 
spleen,  kidneys,  and  gonads.  The  aim 
of  the  study  is  to  determine  whether  ir- 
radiation will  be  effective  in  reducing 
these  residual  cells  even  further. 

A word  of  caution  should  be  added 
to  these  recommendations  for  the  vig- 
orous treatment  of  leukemia.  Such 
treatment  is  obviously  not  without  its 
hazards,  and  significant  numbers  of 
children  are  developing  overwhelming 
infections,  some  of  them  fatal,  during 
remission  of  their  leukemia.  Such 
serious  infections  are  apparently  the 
result  of  an  altered  immunity  and  are 
usually  caused  by  viruses  such  as 
chickenpox,  cytomegalovirus,  and  the 
saprophytic  organism,  Pneumocystis 
carinii.  The  correct  balance  between 
aggressive  and  ineffective  treatment 
for  leukemia  will  have  to  be  deter- 
mined so  that  the  improved  results  are 
not  dissipated  by  fatal  infections. 

Altered  Prognoses 

Soft  Tissue  Sarcomas:  The  majority  of 
the  soft  tissue  sarcomas  seen  in 
childhood  are  rhabdomyosarcomas,  or 
other  sarcomas  so  undifferentiated  that 
it  is  not  possible  to  determine  their 
tissue  of  origin.  This  group  of  tumors 
has  also  benefited  from  the  major  ad- 
vances in  cancer  management  during 


the  past  decade.  Surgery  remains  the 
primary  treatment,  and  every  attempt 
should  be  made  to  remove  the  tumor, 
but  extensive  cancer  operations 
leading  to  mutilation  probably  do  not 
have  a place  in  the  treatment  of 
childhood  sarcomas.  Although  there  is 
some  suggestion  that  rhabdomyosar- 
coma in  an  adult  is  unresponsive  to  ir- 
radiation, in  childhood  it  appears  to  be 
quite  sensitive,  particularly  when  such 
radiation  is  combined  with  chemother- 
apy. In  a study  by  Children's  Cancer 
Study  Group  A,  it  was  demonstrated 
that  patients  with  microscopic  residual 
disease  following  primary  surgery  did 
equally  as  well  as  those  patients  in 
whom  the  surgical  removal  appeared 
to  be  complete,  so  long  as  the  tumor 
bed  was  irradiated  and  the  patients 
received  chemotherapy.  Again,  as  in 
Wilms'  tumor,  chemotherapy  appears 
to  prevent  the  growth  of  microscopic 
metastatic  disease.  The  survival  rate 
was  90  percent  in  those  children  who, 
following  surgery  and  irradiation, 
received  actinomycin  D and  vincris- 
tine for  fifteen  months.  Although  the 
general  survival  for  soft  tissue  sar- 
comas is  not  yet  as  good  as  that  for 
Wilms'  tumors,  some  patients  with 
gross  residual  disease  or  nietastases  at 
diagnosis  have  survived  following 
aggressive  radiation  therapy,  chemo- 
therapy, and  secondary  surgery  when 
indicated.  Initial  studies  showed  a 
combination  of  actinomycin  D and 
vincristine  to  be  effective.  More 
recently,  cyclophosphamide  and  adria- 
mycin  have  been  added  to  this  combi- 
nation. 

Bone  Tumors:  Bone  tumors  make  up  a 
relatively  small  proportion  of  child- 
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hood  cancer.  Since  few  institutions  see 
more  than  an  occasional  child,  it  has 
been  difficult  to  determine  what  ad- 
vances have  been  made.  However, 
early  studies  suggest  that  in  children 
with  localized  Ewing’s  sarcoma  where 
the  primary  tumor  can  be  iradiated, 
the  addition  of  chemotherapy  with  ac- 
tinomycin  D,  vincristine,  and  oral 
cyclophosphamide  has  decreased  the 
number  of  patients  who  develop  me- 
tastases.  In  the  study  reported  by 
Hustu,  four  out  of  eight  children 
receiving  vincristine  and  cyclophos- 
phamide following  local  irradiation 
are  surviving  free  of  disease  for  two 
and  a half  years  or  longer. 

Although  the  treatment  of  os- 
teogenic sarcoma  has  long  been  disap- 
pointing, a more  aggressive  surgical 
approach  to  pulmonary  metastases  in 
some  patients  has  led  to  survival  of 
one  third  of  the  patients  so  treated.  So 
far  there  is  no  chemotherapy  that  is 
consistently  effective,  but  there  is  some 
evidence  that  the  tumor  is  responsive 
to  massive  doses  of  methotrexate  and 
to  the  antibiotic  adriamycin. 

Lymphoma:  Children  with  Hodgkin's 
disease  respond  in  much  the  same  way 
as  adults.  Here  the  increased  survival  is 
the  result  of  more  extensive  staging 
procedures  and  irradiation  of  con- 
tiguous areas.  Since  the  price  of  such  ir- 
radiation in  a child  may  be  high,  it  is 
necessary  to  determine  how  much  treat- 
ment is  essential  for  the  control  of 
Hodgkin's  disease  in  children.  Until  it 
has  been  shown  that  extended  field 
radiotherapy  actually  increases  the  cure 
rate  in  children,  it  is  probably  wiser  to 
limit  treatment  to  involved  areas' and 


one  additional  lymph  node  echelon,  so 
long  as  adequate  staging  measures  have 
been  undertaken.  Combination  chemo- 
therapy using  multiple  drugs  with  dif- 
ferent forms  of  action  has  led  to  more 
prolonged  and  effective  control  of 
widespread  disease. 

The  non-Hodgkin's  lymphomas, 
such  as  lymphosarcoma  and  reticulum 
cell  sarcoma,  have  not  shown  a greatly 
increased  cure  rate,  although  aggressive 
chemotherapy  has  prolonged  the  sur- 
vival time.  Children  with  lymphosar- 
coma are  different  from  adults;  the 
disease  appears  to  be  more  aggressive 
and  a higher  percentage  of  patients  (30- 
50  percent)  will  develop  lymphocytic 
leukemia.  Such  leukemia  appears  to  be 
less  responsive  to  treatment  than  the 
form  that  is  leukemic  from  the  outset. 
More  aggressive  attempts  are  being 
made  to  treat  patients  with  lymphosar- 
coma with  combined  irradiation  and 
chemotherapy  in  the  hope  that  the 
disease  can  be  brought  under  control  in 
the  same  manner  as  leukemia.  Some 
regimens  include  treatment  to  the  head 
to  prevent  meningeal  infiltration  which 
occurs  in  about  25  percent  of  patients, 
and  this  complication  will,  in  all  proba- 
bility, be  encountered  more  often  if  the 
survival  time  is  prolonged. 

Children  with  Little  Chance  of  Cure 

Alas,  there  are  still  too  many 
children  who  for  different  reasons 
cannot  be  cured.  The  cure  rate  for 
children  with  neuroblastoma  has  al- 
tered little,  if  at  all  in  the  past  ten  years. 
Unfortunately,  70  percent  of  the 
children  with  neuroblastoma  have  dis- 


tant spread  of  their  disease  by  the  time 
they  come  to  the  attention  of  the 
doctor.  For  some  reason,  although  this 
tumor  is  responsive  to  chemotherapy, 
its  addition  has  had  little  effect  upon 
the  duration  of  survival. 

The  supportive  care  of  a family  with 
a fatally  ill  child  assumes  great  impor- 
tance. A program  devoted  to  children 
with  cancer  must  have  the  facilities  and 
personnel  to  supply  the  physical  and 
psychological  services  essential  to  the 
total  care  of  these  children.  The  side  ef- 
fects of  the  disease  and  treatment  such 
as  hemorrhage  and  infection  can  be 
modified  by  the  vigorous  use  of  platelet 
and  white  cell  transfusions,  laminar  air 
flow  isolation,  and  antibiotic  gastroin- 
testinal tract  sterilization.  The  manage- 
ment problems  are  considerable,  and 
help  is  needed  from  pediatricians  expe- 
rienced in  the  fields  of  coagulation,  in- 
fectious disease,  immunology,  en- 
docrinology. and  metabolic  disorders. 

Care  of  the  family  throughout  such 
an  illness  is  almost  as  important  as  care 
of  the  patient,  and  such  support  is  time- 
consuming.  The  burden  is  best  spread 
among  several  members  of  the  staff  so 
that  it  does  not  always  rest  on  one  pair 
of  shoulders.  An  ideal  program  might 
include  pediatric  oncologists,  at  least 
two  medical  social  workers,  a pediatric 
psychiatric  consultant,  a chaplain,  and 
a home  care  nurse.  A team  such  as  this 
can  work  together  with  the  medical  and 
nursing  staff  who  are  primarily  respon- 
sible for  the  medical  care  of  the  patient. 
Groups  of  parents,  meeting  together 
with  members  of  the  social  work  and  ! 
medical  staff  provide  an  excellent  op- 
portunity for  the  discussion  of  mutual 
problems.  Advice  offered  by  one  parent  j 
to  another  carries  even  more  authority 
than  that  given  by  a physician  or  social 
worker.  Problems  regarding  siblings 
and  other  relatives  are  often  discussed, 
and  experiences  of  one  family  can  be 
shared  with  another. 

Opinions  differ  regarding  the  advis-  I 
ability  of  grouping  patients  with  cancer  1 
in  one  geographic  area.  Some  people  I 
believe  that  if  they  are  spread  out  and  1 
“diluted"  by  an  admixture  of  less  ] 
seriously  ill  patients,  it  is  less 
depressing.  For  whom?  It  is  our  experi-  I 
ence  that  the  advantages  of  the 
oncology  patients  being  together  out- 
weigh the  disadvantages.  Many 
parents  have  stated  that  once  they  re- 
cover from  their  initial  shock,  they 
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received  enormous  support  from  other 
parents  who  were  facing  similar  tragic 
circumstances.  On  the  ward  they  learn 
that  other  children  with  leukemia  have 
recovered  to  lead  normal  lives  at  home. 
In  the  clinic,  which  can  be  bright  and 
cheerful,  the  average  child  looks  com- 
pletely normal.  With  the  example  of 
others,  the  necessary  and  unpleasant 
procedures  can  become  routine. 
Recently  a child  complained  about  at- 
tending a clinic  nearer  home  because 
the  usual  kids  were  not  there  and  there 
were  no  toys  to  play  with. 


The  staff  involved  with  such  a pro- 
gram must  be  genuinely  concerned  with 
the  sick  child  and  his  family  and  should 
have  sufficient  time  and  patience  to 
spend  the  extra  effort  to  make  the  bad 
spots  bearable.  Also  they  must  be  able 
to  lose  the  fight  for  life  and  be  prepared 
to  ease  the  time  of  dying. 

Good  care  does  not  cease  at  death.  If 
the  bond  between  staff  and  family  has 
been  a good  one,  contact  is  maintained 
for  varying  lengths  of  time  to  help 
during  the  period  of  mourning.  Studies 
have  shown  that  a fatally  ill  child  can 


have  a very  destructive  effect  on  a fami- 
ly, not  infrequently  leading  to  divorce. 
A well  integrated  and  loving  family, 
able  to  communicate  with  each  other, 
will  probably  survive  the  catastrophy. 
Indeed,  some  family  bonds  are 
strengthened  by  the  experience,  and 
more  than  one  marriage  has  achieved 
a new  dimension.  The  family  that  is 
threatened  by  the  crisis  needs  every 
help  that  it  can  get.  Such  help  should  be 
experienced  in  the  problems  which  will 
confront  them  and  ways  they  might  be 
solved.  □ 


Recent  advances 


Pediatric  anesthesia  and  intensive  care 
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'. . . major  advances  of  the  last  several  years  in  the  recognition  and  treatment  of  acute  car- 
diopulmonary failure,  as  well  as  greatly  enhanced  monitoring  capability,  should  enable 
those  who  care  for  critically  ill  infants  and  children  to  improve  the  survival  rate  and  reduce 
the  incidence  of  long  term  complications  in  these  patients.' 


IN  THE  past  ten  years  there  has 
been  an  apparent  reduction  in  the 
mortality  and  morbidity  associated 
with  anesthesia  and  operation  in  in- 
fants and  children.  The  term  "anes- 
thetic death’’  can  be  applied  when  the 
administration  of  anesthesia  was  di- 
rectly responsible  or  a major  and  obvi- 
ous contributing  factor  in  the  death  of 
a patient.  Surveys  prior  to  1964  in- 
dicate an  overall  anesthesia  death  rate 
of  3.3  per  10,000  anesthetics  in  infants 
and  children,  and  over  half  of  the  pedi- 
atric anesthesia  deaths  occurred  in  ap- 
parently healthy  children.1  Although  a 
comparable  survey  has  not  been 
completed  for  anesthesia  death  rate  in 
infants  and  children  between  1964  and 
1973,  there  are  indications  that  this 
rate  has  been  subsequently  reduced.  At 
The  Children’s  Hospital  of  Philadel- 
phia, over  30,000  anesthetics  have 
been  performed  in  the  past  eight  years 
with  an  anesthetic  mortality  rate  less 
than  1 per  10,000  cases.  These  deaths 


occurred  in  critically  ill  children. 
Children’s  Hospital  Medical  Center  of 
Boston  reported  an  anesthesia  death 
rate  of  1.6  per  10,000  anesthetics  in 
children  under  ten  years  of  age,  and  all 
of  those  who  died  were  severely  ill 
prior  to  anesthesia.2 

A number  of  factors  have  contrib- 
uted to  this  apparent  decrease  in  mor- 
tality and  morbidity  associated  with 
anesthesia  and  operation.  These 
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include  greatly  increased  knowledge  of 
mechanisms  which  the  newborn 
utilizes  to  adapt  to  extrauterine  life,  an 
improved  understanding  of  the  phar- 
macologic effects  of  anesthetics  and 
adjuvant  drugs,  improved  monitoring 
techniques,  and  intensive  care  during 
the  postoperative  period. 3.  4 Our  pur- 
pose here  is  to  present  the  highlights  of 
these  advances  in  pediatric  anesthesia 
and  intensive  care. 

Anesthesia 

Anesthesia  in  the  Newborn — 

Improved  understanding  of  birth 
asphyxia,  of  the  essential  cardio-pul- 
monary  adaptations  occurring  in  the 
first  hours  of  extrauterine  life,  and  of 
thermal  and  metabolic  homeostasis 
have  enabled  the  anesthesiologist  to 
prepare  the  newborn  infant  for  anes- 
thesia and  operation  in  a rational  and 
effective  manner.  The  newborn 
requiring  immediate  operation  has 
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usually  made  little  or  no  recovery  from 
birth  asphyxia’  and  often  has  a body 
temperature  below  36°  C if  trans- 
ferred from  another  hospital.  Prior  to 
anesthesia,  these  infants  require 
elevated  concentrations  of  inspired  ox- 
ygen. intravenous  sodium  bicarbonate, 
and  elevation  of  body  temperature  to 
restore  adequate  pulmonary  and  sys- 
temic perfusion.  Catheterization  of  the 
umbilical  artery6  permits  frequent, 
easy  arterial  sampling  for  serial  analy- 
sis of  pH,  PaC02.  PaO>.  electrolytes, 
glucose,  and  hematocrit.  These  objec- 
tive data  eliminate  much  of  the  guess- 
work inherent  in  clinical  estimates  of 
ventilation,  circulation,  and  metabolic 
status  of  the  sick  neonate. 

Recent  experience  has  shown  that 
muscle  relaxants  such  as  d- 
tubocurarine7  and  succinylcholine8 
can  be  used  effectively  and  safely  in 
the  newborn,  although  the  dosages  (per 
kilogram)  differ  from  those  in  older  in- 
fants and  children.  Nitrous  oxide  and 
oxygen  used  in  conjunction  with  d- 
tubocurarine,  tracheal  intubation,  and 
controlled  ventilation  with  a semi- 
open system  can  provide  optimal  gas 
exchange,9  adequate  anesthesia,  and 
ideal  operating  conditions  for  most 
procedures  in  the  newborn  period. 
Neostigmine  will  restore  neuromus- 
cular transmission  at  the  conclusion 
of  anesthesia.  This  technique  has  been 
used  extensively  for  over  ten  years 
throughout  the  British  Commonwealth 
and  more  recently  in  this  country  in 


the  newborn  as  well  as  in  older  infants 
and  children.  This  combination  of 
agents  is  to  be  preferred  over  the  use 
of  halothane  (Fluothane®  Ayerst 
Labs.)  because  the  latter  agent  must  be 
given  in  higher  concentrations  in  the 
newborn  and  young  infant  to  achieve 
effective  anesthesia  when  compared 
with  older  children,  yet  the  cardio- 
vascular depression  with  halothane  ap- 
pears to  be  greater  in  the  newborn  and 
young  infant.10 

Flammable  anesthetics  such  as 
cyclopropane  and  diethyl  ether  are 
employed  in  relatively  few  pediatric 
centers  today.  Their  removal  occurred 
as  the  result  of  the  widespread  use  of 
electrocantery  by  surgeons  and  the 
necessary  proliferation  of  electrical 
equipment  for  monitoring  patients, 
maintaining  body  temperature,  and 
humidification  of  anesthetic  gases.  The 
heating  and  humidification  of  inspired 
anesthetic  gases  serves  to  eliminate 
heat  loss  through  the  respiratory  tract 
and  to  minimize  changes  in  the 
tracheobronchial  mucosa.11 

Recent  technological  advances  have 
improved  our  capability  of  monitoring 
the  vital  functions  of  small  infants 
during  anesthesia  and  in  the  postopera- 
tive period.  Routine  monitoring  of 
heart  tones  with  a precordial  or 
esophageal  stethoscope,  continuous 
measurement  of  rectal  temperature 
with  a thermistor  probe,  and  determi- 
nation of  blood  pressure  by  the  con- 
ventional Riva-Rocci  method  have 


been  used  for  many  years.  The  newly 
developed  ultrasonic  Doppler  arterial 
transducer  placed  over  the  radial  arte- 
ry in  conjunction  with  a conventional 
infant  pressure  cuff  and  large  aneroid 
manometer  provides  for  accurate  as- 
sessment of  systemic  arterial  pressure 
at  levels  as  low  as  20  mmHg  even  in 
low  birth  weight  infants.12  An  in- 
dwelling umbilical  artery  catheter 
permits  direct  arterial  pressure  mea- 
surement with  a strain  gauge  transduc- 
er and  electronic  display  of  the  pulse 
wave  form.  Continuous  ECG  moni-  i 
toring  during  anesthesia  and  in  the 
postoperative  period  has  become  rou- 
tine in  the  newborn. 

In  modern  air  conditioned  operating 
rooms,  inadvertent  hypothermia 
frequently  develops  in  small  infants. 
This  can  be  minimized  by  the  use  of  a 
circulating  warm  water  mattress, 
warmed  and  humidified  anesthetic 
gases,  and  overhead  radiant  heaters 
utilized  during  the  induction  of  anes-  i 
thesia  and  preparation  of  the  patient, 
as  well  as  during  emergence  from  anes- 
thesia and  in  the  postoperative  inten- 
sive care  unit.  These  overhead  :i 
warmers  employ  servo-control  systems  1 
utilizing  the  abdominal  skin  tempera-  : 
ture  which  should  be  maintained  at 
36°  C (97°  F). 

Although  the  infant’s  heart  and  pe- 
ripheral vasculature  possess  a remark- 
able capacity  to  compensate  for 
hypovolemia,  when  decompensation  1 
develops  it  occurs  suddenly  and  cardi- 
ac arrest  rapidly  ensues.  Awareness  of 
the  infant's  approximate  blood  volume 
(85  ml/kg)1:i  and  immediate  replace- 
ment of  losses  exceeding  10  to  15  per- 
cent of  that  volume  can  prevent  sud- 
den arterial  hypotension.  Rapid  trans- 
fusion with  cold  bank  blood  itself  has 
been  shown  to  produce  cardiac  arrest. 
This  risk  can  be  minimized  by 
warming  blood  to  at  least  30°  C with 
one  of  several  recently  developed 
blood-warming  devices  prior  to  in- 
fusion. 

The  hazard  of  a high  arterial  PO2 
during  anesthesia  for  a period  less  than 
four  hours  with  subsequent  develop- 
ment of  retrolental  fibroplasia  (RLF) 
in  an  1100  gm  newborn  has  recently  | 
been  observed.1,4  We  now  consider  it 
advisable  to  monitor  PaC>2  through  an 
umbilical  artery  catheter  at  frequent 
intervals  during  anesthesia  and  in  the 
postoperative  period  in  infants  less  ! 
than  2000  gm  birth  weight.  Adjust- 
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ment  of  the  inspired  oxygen  concentra- 
tion to  maintain  an  arterial  PO2  be- 
tween 60  and  75  mmHg  will  serve  to 
minimize  (but  not  entirely  eliminate) 
the  hazard  of  retrolental  fibroplasia, 
and  yet  provide  an  adequate  arterial 
content  in  the  low  birth  weight  infant. 
Anesthesia  in  Older  Infants  and 
Children — Most  of  the  advances  men- 
tioned above  also  apply  to  the  anes- 
thetic management  and  postoperative 
care  of  the  older  infant  and  child.  The 
use  of  muscle  relaxants  as  a major  ad- 
juvant in  conjunction  with  tracheal  in- 
tubation and  controlled  ventilation  has 
tended  to  reduce  the  incidence  of  in- 
traoperative airway  obstruction  and 
hypoventilation,  and  has  provided 
better  operating  conditions  for  the  sur- 
geon. Airway  and  pulmonary  compli- 
cations were  involved  in  83  percent  of 
pediatric  anesthesia  deaths  occurring 
in  healthy  children.1  The  majority  of 
these  should  be  prevented  by  tracheal 
intubation  and  controlled  ventilation. 

In  recent  years  the  syndrome  of 
malignant  hyperpyrexia  has  emerged 
as  a rare  but  highly  dangerous  anes- 
thetic complication  in  children  and 
young  adults.  Without  immediate 
identification  of  incipient  hyper- 
pyrexia and  appropriate  vigorous  ther- 
apy, 75  percent  of  these  patients  die 
and  others  may  have  irreversible  brain 
damage.15'  16  Continuous  temperature 
monitoring  (rectal,  nasopharyngeal, 
tympanic,  or  esophageal)  of  all  infants 
and  children  undergoing  inhalation  an- 
esthesia is  essential  for  early  identifica- 
tion of  malignant  hyperpyrexia  and  the 
prevention  of  disastrous  sequelae. 

Several  new  drugs  have  proven  very 
useful  in  pediatric  anesthesia  practice. 
Ketamine,  an  intravenous  anesthetic 
derivative  of  phencyclidine,  has  prov- 
en useful  in  certain  types  of  operations 
on  the  body  surface  in  patients  under 
ten  years  of  age.  Unfortunately,  this 
agent  is  associate^  with  postoperative 
hallucinations  in  a significant  percent- 
age of  patients  over  the  age  of  ten 
years.  Ketamine  also  raises  in- 
tracranial pressure,  cardiac  output, 
and  systemic  arterial  pressure,  and 
should  not  be  used  in  patients  with 
elevated  intracranial  pressure  or  pos- 
sible vascular  malformations  of  the 
central  nervous  system.  This  drug  is 
very  useful  for  induction  of  anesthesia 
in  patients  with  possible  hypovolemia 
or  severely  impaired  myocardial  func- 


tion. Ketamine  does  not  effectively 
block  visceral  pain  and  has  limited 
usefulness  in  intra-abdominal  or  intra- 
thoracic  procedures  unless  supple- 
mented by  nitrous  oxide.  Neuromus- 
cular blocking  agents  are  required 
when  muscular  relaxation  is  needed 
for  the  operative  procedure.17 

Fentanyl,  a narcotic  chemically 
related  to  meperidine  (Demerol)  has 
proven  useful  as  a potent  analgesic  to 
supplement  nitrous  oxide  anesthesia 
and  for  postoperative  pain  relief  of 
short  duration.  Fentanyl  produces 
analgesia  within  four  minutes  after  in- 
travenous injection,  reaches  its  peak 
effect  within  ten  to  fifteen  minutes, 
and  remains  effective  for  forty-five  to 
sixty  minutes.  The  cardiovascular  side 
effects  appear  to  be  minimal  and  the 
incidence  of  vomiting  is  low  (approxi- 
mately 3 percent).  However,  as  with 
all  narcotics,  fentanyl  produces  respi- 
ratory depression  proportional  to  its 
analgesic  effect. 

Based  on  an  extensive  experience 
with  adults,1”  morphine  is  now  being 
used  as  a primary  anesthetic  agent  in 
conjunction  with  muscle  relaxants, 
tracheal  intubation,  and  controlled 
ventilation  in  infants  and  children  with 
severely  impaired  cardiovascular  func- 
tion associated  with  congential  heart 
disease.  The  cardiovascular  system  ap- 
pears to  be  less  depressed  by  morphine 
than  other  anesthetic  agents  of  compa- 
rable analgesic  potency,  but  patients 


receiving  these  anesthetic  doses  of 
morphine  (up  to  3 mg/kg)  require 
mechanical  ventilation  for  twelve  to 
twenty-four  hours  in  the  postoperative 
period.  Nalloxone  (Narcan®  Endo 
Laboratories,  Inc.),  a narcotic  antago- 
nist without  respiratory  depressant  ef- 
fects of  its  own,  is  being  used  in  infants 
and  children  to  evaluate  the  presence 
or  absence  of  narcotic  induced  respira- 
tory depression  and  to  treat  such 
depression. 

Pancuronium  (Pavulon)  is  a new 
steroid  non-depolarizing  neuromus- 
cular blocking  agent  that  has  been 
used  in  infants  and  children.19  When 
compared  with  d-tubocurarine,  pan- 
curonium has  a more  rapid  onset  of 
profound  neuromuscular  relaxation, 
thus  facilitating  tracheal  intubation.  It 
infrequently  causes  significant  his- 
tamine release  and  produces  no 
ganglionic  blocking  effects,  thus  les- 
sening the  likelihood  of  arterial  hypo- 
tention  or  bronchospasm  observed  with 
d-tubocurarine.  Although  the  experi- 
ence with  this  drug  in  pediatric  patients 
is  not  yet  extensive,  it  would  seem  prob- 
able that  pancuronium  will  replace  d- 
tubocurarine  as  the  principle  long 
acting  muscle  relaxant  in  pediatric  an- 
esthesia. 

Enflurane20  and  forane21  are  two 
new  halogenated  hydrocarbon  inhala- 
tion anesthetics  that  are  non-flam- 
mable, produce  profound  anesthesia, 
do  not  undergo  biotransformation,  and 
appear  to  be  relatively  non-toxic  ex- 
cept for  direct  myocardial  depression 
and  depression  of  respiratory  control 
centers  in  the  nervous  system.  Both 
have  the  advantage  of  not  undergoing 
metabolism  to  any  significant  degree 
in  the  liver  and  therefore  are  unlikely 
to  cause  post-anesthetic  hepatitis. 
Enflurane  has  been  associated  with 
electroencephalographic  abnormalities 
during  anesthesia  but  does  not  result  in 
overt  seizures.22  Forane  appears  to  be 
free  of  such  effects. 

In  summary,  recent  advances  in  our 
knowledge  of  the  physiology  of  the 
newborn  and  small  infant,  tech- 
nological improvements  in  monitoring 
and  life  support  equipment,  and  the 
availability  of  less  toxic  anesthetic 
agents  and  muscle  relaxants  provide 
the  anesthesiologist  with  increased  ca- 
pability of  further  reducing  the  mor- 
tality and  morbidity  associated  with 
anesthesia  in  infants  and  children. 
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Intensive  Care 

The  support  of  infants  and  children 
with  reversible,  life-threatening  im- 
pairment of  vital  organ  systems  has 
undergone  remarkable  advances  in 
recent  years.  Cardiopulmonary  failure 
is  the  most  common  problem  in  pedi- 
atric intensive  care  units.  Therefore,  it 
is  not  surprising  that  the  majority  of 
advances  have  occurred  in  surveillance 
and  treatment  of  compromised  respira- 
tory and  circulatory  systems. 

Artificial  Tracheal  Airways — Prior  to 
1960,  tracheostomy  was  the  only  wide- 
ly employed  technique  for  prolonged 
artificial  airway.  The  first  reports23  of 
prolonged  nasotracheal  intubation  ap- 
peared in  the  mid  1960s,  and  led  to 
the  widespread  use  of  this  technique  as 
an  alternate  to  tracheostomy.  The 
nasal  route  has  been  preferred  over 
orotracheal  intubation  because  it  per- 
mitted greater  stability,  less  oral  secre- 
tions, and  better  mouth  care.  Common 
use  of  this  type  of  long-term  airway  is 
attended  by  certain  complications,24'25 
the  worst  being  subglottic  stenosis. 
The  improvement  in  inert  plastics 
which  pass  biologic  implant  testing 
have  minimized  tissue  reaction  and 
made  possible  tracheal  tubes  with 
minimal  wall  thickness,  yet  sufficient 
strength  to  avoid  kinking  and  permit 
easy  insertion.  Improved  surgical  tech- 
niques, better  materials,  and  design  of 
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plastic  tracheostomy  tubes  also  have 
made  tracheostomy  safer  for  infants 
and  children.26  - 27  Experience  with 
both  prolonged  nasotracheal  intuba- 
tion and  tracheostomy  has  shown  these 
techniques  to  be  complementary  and 
both  should  be  available  to  infants  and 
children  requiring  a tracheal  airway. 
Airway  Pressure  Modifica- 
tion— Raised  end-expiratory  airway 
pressure  with  the  patient  breathing 
spontaneously  (CPAP,  CPPB)  or 
receiving  mechanical  ventilation 
(PEEP,  CPPV)  is  often  effective  in 
improving  arterial  oxygen  partial  pres- 
sure. Initially  reported  by  Gregory26  in 
the  treatment  of  idiopathic  respiratory 
distress  syndrome,  this  form  of 
theraphy  resulted  in  an  80  percent  sur- 
vival rate  in  a group  of  infants  whose 
anticipated  mortality  rate  was  75  per- 
cent. Other  reports29  and  our  experi- 
ence indicate  its  usefulness  in  a variety 
of  pulmonary  diseases  where  the 
primary  problem  is  hypoxemia.  Im- 
provement in  arterial  oxygenation  is 
due  to  inflation  of  atelectatic  portions 
of  the  lung,  thereby  decreasing  in- 
trapulmonary  shunting  and  better 
matching  alveolar  ventilation  and  pul- 
monary perfusion.28 
Mechanical  Ventilation — The  primary 
purpose  of  a mechanical  ventilator  is 
to  replace  the  bellows  function  of  the 
diaphragm  and  thoracic  wall  muscula- 
ture and  thereby  maintain  or  restore 
pulmonary  gas  exchange  to  a level  com- 
patible with  life.  Many  types  of 
ventilators  have  been  effective  in  the 
treatment  of  acute  respiratory  failure 
resulting  from  a wide  variety  of 
diseases  in  infants,  and  children.30*  31> 
32 , 33,  34  pressure  pre-set  ventilators 
compensate  for  small  leaks  in  the 
tracheal  airway,  but  this  is  of  little  im- 
portance when  proper  size  airways  are 
inserted.  Volume  pre-set  ventilators 
are  more  reliable  in  providing  ade- 
quate ventilation  under  conditions  of 
increased  airway  resistance  or  de- 
creased compliance.35  Since  most 
diseases  causing  acute  respiratory  fail- 
ure result  in  adverse  changes  in  pulmo- 
nary mechanics,  volume  pre-set  venti- 
lators are  preferred.  Patient-triggered, 
assisted  ventilation  appears  to  have  a 
very  limited  role  in  pediatric  patients. 
Only  one  of  the  volume  pre-set 
ventilators  has  a response  time  sensi- 
tive enough  to  adequately  assist  a new- 
born infant.36 


Commercially  available  volume  pre- 
set ventilators  have  a large  internal 
compliance  (that  volume  of  gas  com- 
pressed in  the  ventilator  per  unit  mean  ! 
airway  pressure).37  Since  this  gas  does 
not  participate  in  minute  ventilation  of  | 
the  patient,  this  volume  must  be  added 
to  the  pre-set  desired  ventilator  tidal 
volume.  This  compression  volume  of 
the  respirator  may  be  many  times  the 
tidal  volume  of  the  very  small  infant,  ; 
thus  making  volume  settings  on  the 
ventilator  relatively  inaccurate. 

Extracorporeal  Oxygenation — Success 
has  been  reported  in  employment  of 
prolonged  extracorporeal  oxygenation 
in  the  treatment  of  acute  respiratory 
failure  where  mechanical  ventilation 
alone  has  not  been  sufficient  to  main- 
tain arterial  oxygenation.38  The  high 
inspired  oxygen  concentrations  and 
airway  pressures  necessary  for  ventila- 
tion in  some  forms  of  filminant  respi- 
ratory failure  can  result  in  irreversible 
pulmonary  damage.  It  is  necessary  that 
extracorporeal  oxygenation  be  insti- 
tuted before  this  degree  of  pulmonary 
damage  occurs.  Risks  of  this  procedure 
are  many.  Therefore,  criteria  obtain- 
able early  in  the  disease  which  clearly 
predict  a fatal  outcome  are  being  es- 
tablished to  permit  proper  and  early 
utilization  of  this  valuable  therapeutic 
tool.39 

Pharmacologic  Advances — Acute 

laryngotracheobronchitis  or  croup  is  a 
common  cause  of  upper  airway  ob- 
struction in  infants  and  children.  Signs 
and  symptoms,  the  result  of  subglottic 
edema  and  spasm  of  the  chords,  are 
similar  to  those  seen  in  postintubation 
croup  occuring  after  endotracheal  in- 
tubation. Nebulized  racemic  epin- 
ephrine administered  by  IPPB  has  been 
shown  to  be  extremely  effective  in 
relieving  this  form  of  respiratory  ob- 
struction, and  has  reduced  dramatically 
the  need  for  tracheostomy  or  naso- 
tracheal intubation.40  41  Racemic  epin- 
ephrine, an  equal  mixture  of  the  levo- 
and  dextro-rotary  forms  of  epin- 
ephrine, is  said  to  have  less  car- 
diovascular effects  and  rebound  edema 
than  the  pure  levo-rotary  form. 

Employment  of  mechanical  ventila- 
tion for  acute  respiratory  failure  in 
status  asthmaticus,  though  effective,  is 
not  without  hazard.  Intravenous 
isoproterenol  infusion  has  proved  to  be 
an  effective,  safe  alternative  to 

PENNSYLVANIA  MEDICINE 


mechanical  ventilation  in  many  cases 
of  impending  or  existing  respiratory 
failure  in  infants  and  children  with 
status  asthmaticus.  Isoproterenol,  a 
pure  beta-stimulating  catacholamine 
with  a short  half  life  when  given  in- 
travenously, is  a potent  bronchodilator 
whose  side  effects  are  short  lived  when 
the  infusion  is  terminated.  Dosages  of 
0.1  to  1.2  microgm/kg/min  are  used 
for  as  long  as  four  to  five  days  to 
decrease  bronchospasm  in  status  asth- 
maticus. Since  tachyarrhythmias  and 
hypotension  can  occur,  monitoring 
(with  alarms)  of  ECG  and  systemic  ar- 
terial pressure,  preferably  with  an  in- 
traarterial cannula  and  strain  gauge,  in 
an  intensive  care  unit  is  mandatory. 
Though  rapid  heart  rates  occur,  no  ap- 
parent myocardial  injury  results. 
Monitoring — Biochemical  electronic 
advances  have  provided  extremely 
useful  tools  for  continuous  sur- 
veillance of  the  critically  ill  infant  and 
child.  Noninvasive  surface  ECG  elec- 
trodes, telemetry,  and  computerized 
arrhythmia  analysis  aid  greatly  in  the 
detection  of  life-threatening  arr- 
hythmias. Pressure  transducers  which 
permit  continuous  flushing  with  low 
volumes  of  a dilute  heparin  solution 
without  distortion  of  the  pressure 
readout  have  significantly  improved 
cardiovascular  monitoring. 

The  arterial  line  represents  the  core 
of  the  monitoring  system  for  a cri- 
tically ill  patient.  Because  of  the  ease 
of  insertion,  the  umbilical  artery  is 
preferred  in  the  newborn.6  The  small 
plastic  cannulae  (22g)  now  available 
facilitate  percutaneous  insertion  in  the 
radial  or  other  peripheral  arteries  of 
small  infants  and  children.42  When  a 
continuous  low-volume  dilute  heparin 
flush  system  is  used  through  the  arteri- 
al line,  vascular  complications  are  rare 
and  the  line  can  function  for  periods 
up  to  ten  days.  The  arterial  line 
permits  continuous  systemic  arterial 
pressure  and  waveform  monitoring  as 
well  as  repeated,  frequent  determi- 
nation of  arterial  pH,  blood  gas  ten- 
sions, hematocrit,  glucose,  electrolytes, 
osmolality,  and  other  parameters. 
Flexible  intravascular  electrodes  are 
now  available  for  use  in  larger  vessels 
(e.g.,  the  umbilical  artery)  which 
provide  continuous  in-vivo  measure- 
ment of  arterial  PO2  and  PC02- 
Conclusion 

In  summary,  the  major  advances  of 


the  last  several  years  in  the  recognition 
and  treatment  of  acute  cardiopul- 
monary failure,  as  well  as  greatly 
enhanced  monitoring  capability  should 
enable  those  who  care  for  critically  ill 
infants  and  children  to  improve  the 
survival  rate  and  reduce  the  incidence 
of  long  term  complications  in  these  pa- 
tients. □ 
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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
(diazepam)  part  of  your  treatment 
plan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  what  his  response  has 
been.  Along  with  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 

H)ful  adjunct  to  your  counseling, 
lould  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
when  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  when  dosage  guidelines 
are  followed,  Valium  is  well 
tolerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5-mg 
and  1 o-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
hav  e been  the  most  commonly  re- 
ported  side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
be  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho,- 
neurotic  states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stirf-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  follow  ing 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  becaqse  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  ana  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  1000. 


\41iuffl 

(diazepam) 

To  help  you  manage  excessiv  e psychic  tension 
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continuing  education 


This  issue  carries  no  education  course  listings.  A comprehensive  list  will  appear  in 
the  October  issue.  If  you  would  like  to  have  a copy  of  the  list  that  was  published  in 
the  last  issue,  or  if  you  wish  a copy  of  the  new  listings  received  since  then,  contact: 
Council  on  Education  and  Science,  Pennsylvania  Medical  Society,  20  Erford  Road, 
Lemoyne,  Pa.  17043. 
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ALSO  AVAILABLE  FOR  THE  TREATMENT  OF 

impotence 

due  to  androgenic  deficiency  in  the  American  male. 


Android 

Methyltestosterone  N.F.-5  mg. 

Android  f 10 

Methyltestosterone  N.F.-10  mg. 

Android!  25 

Methyltestosterone  N.F.  -25  mg. 


DESCRIPTION:  Methyltestosterone  is  17/:-Hydroxy-17-Methylandrost  4 en 
3-one. 

ACTIONS:  Methyltestosterone  is  an  oil  soluble  androgenic  hormone 

INDICATIONS:  In  the  male  1 Eunuchoidism  and  eunuchism  2 Male 
climacteric  symptoms  when  these  are  seconlary  to  androgen  deficiency 
3 Impotence  due  to  androgenic  deficiency  4 Postpuberal  cryptor 
chidism  with  evidence  of  hypogonadism 

Cholestatic  hepatitis  with  jaundice  and  altered  liver  function  tests,  such 
as  increased  BSP  retention  and  rises  in  SG0T  levels,  Lave  been  reported 
after  Methyltestosterone  These  changes  appear  to  be  related  to 
dosage  of  the  drug  Therefore,  in  the  presence  of  any  changes  in  liver 
function  tests,  drug  should  be  discontinued 

PRECAUTIONS.  Prolonged  dosage  of  androgen  may  result  in  sodium  and 
fluid  retention.  This  may  present  a problem,  especially  m patients 
with  compromised  cardiac  reserve  or  renal  disease  In  treating  males 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of  mcreas 
mg  the  nervous,  mental.  *and  physical  activities  beyond  the  patient  s 
cardiovascular  capacity. 

CONTRAINDICATIONS:  Contraindicated  m persons  with  known  or  sus 
pected  carcinoma  of  the  prostate  and  in  carcinoma  of  the  male  breast 
Contraindicated  in  the  presence  of  severe  liver  damage 

WARNINGS:  If  priapism  or  other  signs  of  excessive  sexual  stimulation 
develop,  discontinue  therapy.  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular  function,  with 
resultant  oligospermia  and  decrease  in  ejaculatory  volume  Use  caul 
lously  in  young  boys  to  avoid  premature  epiphyseal  closure  or  pre 
cocious  sexual  development  Hypersensitivity  and  gynecomastia  may 
occur  rarely  PBI  may  be  decreased  in  patients  taking  androgens 
Hypercalcemia  may  occur,  particularly  during  therapy  for  metastu 
breast  carcinoma  If  this  occurs,  the  drug  should  be  discontinued 

ADVERSE  REACTIONS:  Cholestatic  Jaundice  • Oligospermia  jnd  dr 
creased  ejaculatory  volume  • Hypercalcemia  particularly  in  patient s 
with  metastic  breast  carcinoma  This  usually  indicates  progression  of 
bone  metastases  • Sodium  and  water  retention  • Priapism  • Virili 
/ation  in  female  patients  • Hypersensitivity  and  gynecomastia 

DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  stncly  individualized 
as  patients  vary  widely  in  requirements  Daily  requirements  are  best 
administered  in  divided  doses  The  following  chart  is  suggested  as  an 
average  daily  dosage  guide 

INDICATION  Average  Daily  Dosage 

Tablets 

In  the  male: 

Eunuchoidism  and  eunuchism  io  to  40  mg 

Male  climacteric  symptoms  and  impotence 
due  to  androgen  deficiency  10  to  40  mg 

Postpuberal  cryptorchism  30  mg 

HOW  SUPPLIEO:  5.  10  25  mg  m bottles  of  GO.  250 


Write  tor  Literature  and  Samples 

PDRI 

THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  6th  Street,  Los  Angeles.  California  90057 


Must  vasodilators 
and  therapy  for 
other  diseases 
come  into 
conflict? 


not  if  the  vasodilator  is 

VASODILAN* 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease1  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs-no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure— or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.:  Geriatrics  25.134-148  (May)  1970. 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows 
Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.-bottles  of  100,  1000,  5000  and  Unit  Dose: 

20  mg.— bottles  of  100,  500  and  Unit  Dose. 

© 1973  MEAD  JOHNSON  & COMPANY  • EVANSVILLE,  INDIANA  47721  U.S.A.  734017 


Hickory  Flat,  Mississippi 
Chicago,  Illinois 


Inadequate  Health  Care 


Acute  Physician  Need 


The  National 
Health  Service  Corps 


“Cure  A Community” 


Hickory  Flat  and  Chicago  are  only 
two  of  the  areas  served  by  the  National 
Health  Service  Corps. 

There  are  hundreds  more— from  Alaska 
to  Florida— in  need  of  medical  care. 
YOU  can  make  the  difference. 

• If  you  want  to  practice  medicine  on 
the  front  line 

• If  you  care  about  people 

• If  you  want  a change  and  a challenge 

JOIN  US 


The  National  Health  Service  Corps 


PEM-9 

NATIONAL  HEALTH  SERVICE  CORPS 
U.S.  Public  Health  Service,  BCHS/HSA/DHEW 
5600  Fishers  Lane,  Rockville,  Maryland  20852 

□ I’d  like  to  leam  more  about  NHSC.  Send  me  information. 

□ The  Corps  sounds  terrific.  Send  me  an  application  and 
more  information. 

□ Call  me  (if  you  can).  I'm  really  turned  on! 

Name 

Address 

Telephone 

My  Specialty  is 

I will  be  available  in  (year) 

I want  to  work  in:  □ Urban  □ Rural 

I 1 
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PHYSICIANS  WANTED 
Internist,  orthopedic  surgeon,  derma- 
tologist, psychiatrist — Board  Certified 
or  Board  Eligible.  To  join  small  group 
with  modern  offices  in  beautiful,  rapid- 
ly growing  community  with  full  hospi- 
tal privileges  available.  Write:  Ralph  J. 
Miller,  M.D.,  Heatherbrae  Square,  In- 
diana, Pennsylvania  15701. 

Orthopedic  Surgeon  Wanted — As- 

sociate for  well-established  clinic  in 
Eastern  Pennsylvania.  Under  36  years. 
Partnership  after  1 Vz  years.  No  invest- 
ment needed.  Board  eligibility 
required.  Write  Department  612, 
PENNSYLVANIA  MEDICINE.  20 
Erford  Rd.,  Lemoyne,  Pa.  17043. 

M.D.s — D.O.s — G.P.s — All  Spe- 
cialties— Private  office  suites  in  hospi- 
tal. Clinic  positions  also  available.  200 
bed  hospital  with  new  $3.6  million 
Diagnostic  and  Treatment  Center.  No 
smog.  No  fog.  Nice  place  to  live  with 
family.  Contact  Administrator,  Mercy 
Hospital  of  Johnstown,  Pa.  15905. 

Satellite  Clinics  of  200  bed  hospital. 
M.D.s  and  D.O.s  needed.  Financial  ar- 
rangements open.  Paramedical  per- 
sonnel, supplies,  and  equipment  fur- 
nished by  hospital.  Excellent  living 
conditions  for  entire  family.  Great 
hunting  and  fishing.  1 and  1 Vz  hours 
from  Pittsburgh.  Contact  Adminis- 
trator, Mercy  Hospital  of  Johnstown, 
Pa.  15905. 

Physical  Medicine  and  Rehabilitation. 

Staff  physiatrist  for  an  active, 
comprehensive  Rehabilitation  Center. 
Latest  facilities  and  equipment.  Quali- 
fied supportive  staff.  Favorable  geo- 
graphic area.  Extensive  educational, 
religious,  and  recreational  facilities 
available.  Write:  Sister  Margaret  Ann, 
assistant  administrator,  St.  Vincent 
Hospital,  Erie,  Pa.  16512. 

Neurology  Residency  Positions  avail- 
able in  a 60  bed  Board  approved  neu- 
rology center,  affiliated  with  Jefferson 
Medical  College  and  Hospital.  Full 
range  of  clinical  material.  Excellent  in- 
struction in  basic  sciences.  Research 


encouraged.  State  licensure  required  in 
any  state  at  beginning  of  second  year  of 
training.  Salary  $10,900  to  $12,100. 
Write  Director,  V.A.  Hospital,  Coates- 
ville.  Pa.  19320.  Nondiscrimination  in 
employment. 

General  Practitioner  needed  to  as- 
sociate with  young  GP  on  Eastern 
Shore  near  Easton,  Maryland.  Fully 
equipped  office.  Hospital  privileges 
available.  Financial  arrangements  flex- 
ible. Excellent  family  living,  hunting, 
fishing,  sailing.  Write  or  call:  Ronald 
C.  Lenthall,  M.D.,  P.O.  Box  131, 
Trappe,  Md.  21673.  Telephone  (301) 
476-3790. 

Wanted — Family  Physician  for  large 
private  and  general  hospital  practice  in 
a 20-bed  community  hospital.  Ex- 
cellent monthly  income  plus  income 
from  private  practice.  Qualified  sup- 
portive staff.  Contact:  Administrator, 
Colver  Hospital,  Colver,  Pennsylvania 
15927. 

Director  of  Emergency  Room.  Beauti- 
ful new  facility  needs  experienced 
physician  as  director.  400-bed  hospital 
staffed  by  large  multispecialty  clinic. 
Excellent  house  staff  and  consultative 
support  in  all  specialties.  Involves  pa- 
tient care  plus  supervision  and  teaching 
of  house  staff.  Contact  Medical 
Director,  Geisinger  Medical  Center, 
Danville,  Pennsylvania  1 7821. 


Director  of  Community  Medicine — 

Large  multispecialty  clinic  with  400- 
bed  hospital  needs  physician  to  direct 
Community  Medicine  Department, 
which  includes  Employees  Health  Serv- 
ice (1400  employees)  plus  HMO  pro- 
gram. Involves  education  and  super- 
vision of  house  staff  and  physicians'  as- 
sistants, plus  recruitment  and  training 
of  additional  staff.  Rare  opportunity  to 
practice  top  flight  medicine  with  rea- 
sonable hours  in  a beautiful  rural  set- 
ting. Contact  Medical  Director, 
Geisinger  Medical  Center,  Danville, 
Pennsylvania  1 782 1 . 

Emergency  Room  Physician — As- 
sociate with  established  group  pro- 
viding E.R.  service  for  520  bed  general 
hospital;  hospital  located  approxi- 
mately 25  miles  northwest  of  Pitts- 
burgh. Competitive  base  salary  starting 
at  $36,000  a year  with  yearly  guaran- 
tee. Pennsylvania  license  required. 
Contact  Dr.  John  H.  Shugert,  PEDSA, 
Rochester  Unit,  Medical  Center  of  Bea- 
ver County,  Inc.  Rochester,  Pennsyl- 
vania 15074. 

FOR  RENT 

Wish  Jo  rent  the  fully  equipped  office  of 
recently  deceased  general  practitioner. 
Established  practice  of  thirty  years.  Pa- 
tients waiting.  Please  write  Department 
623,  PENNSYLVANIA  MEDICINE, 
20  Erford  Rd.,  Lemoyne,  Pa.  17043. 


CLASSIFIED  ADVERTISING  INFORMATION 

Rates — $10.00  per  insertion  up  to  30  words;  40  cents  each  additional 
word;  $1.00  per  insertion  for  answers  sent  in  care  of  Pennsylvania  Medi- 
cal Society.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  preceding 
month  of  publication.  Send  to  Pennsylvania  Medical  Society,  20  Erford 
Rd.,  Lemoyne,  Pennsylvania  17043.  The  right  is  reserved  to  reject  or 
modify  copy  to  conform  with  publication  rules. 

DEPARTMENT  NUMBERS — Advertisers  using  department  numbers 
forbid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to 
such  advertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two  initials  of  a 
name,  each  abbreviation,  isolated  numbers,  groups  of  numbers, 
hyphenated  words.  Count  name  and  address  as  five  words,  telephone 
numbers  as  one,  and  "Write  Department...,  PENNSYLVANIA  MEDICINE, 
as  five. 
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obituaries 


Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 


• Walter  A.  Bacon,  Pottsville;  Jef- 
ferson Medical  College,  1916;  age  79; 
died  June  22,  1973.  He  was  a fellow  of 
the  American  College  of  Surgeons  and 
was  a past  president  of  the  Schuylkill 
County  Medical  Society.  Survivors 
include  his  wife;  a daughter;  a son, 
William  D.  Bacon,  M.D.,  Seattle, 
Washington;  and  a sister. 

• Benedict  H.  Birkel,  Lebanon; 
George  Washington  University  School 
of  Medicine,  1 938;  age  61 ; died  March 
30,  1973.  He  is  survived  by  his  wife. 

• Frank  M.  Buckingham,  Tidioute; 
Loyola  University,  Chicago,  Illinois, 
1925;  age  76;  died  June  4,  1973.  He  is 
survived  by  two  daughters,  a son,  a 
sister,  and  three  brothers. 

• Adolph  H.  Friedmann,  Philadel- 
phia; Hahnemann  Medical  College, 
1906;  age  90;  died  July  4,  1973.  Sur- 
vivors include  his  wife;  a son,  Daniel 
V.  Friedman,  M.D.,  Philadelphia;  a 
daughter,  two  sisters,  and  a brother. 

• J.  Zern  Heberling,  Bangor;  Jef- 
ferson Medical  College,  1929;  age  69; 
died  June  30,  1973.  He  was  in  general 
practice  until  1939  when  he  attended 
the  University  of  Pennsylvania  Gradu- 
ate School  of  Medicine,  specializing  in 
ophthalmology  and  otolaryngology. 
His  wife  survives  him. 

• William  B.  McKenna,  Pittsburgh; 
Jefferson  Medical  College,  1905;  age 
91;  died  June  18,  1973.  He  was  for- 
merly chief  of  surgery  at  Pittsburgh 
Hospital.  He  was  a fellow  of  the  Amer- 
ican College  of  Surgeons.  His  wife; 
three  daughters;  and  two  sons,  one  of 
whom  is  Richard  McKenna,  M.D., 
Pittsburgh,  survive  him. 

• Edward  N.  Melnicoff,  Philadel- 
phia; Hahnemann  Medical  College, 
1953;  age  61;  died  June  26,  1973.  He 
was  a member  of  the  American  Soci- 
ety of  Anesthesiologists.  His  wife, 
seven  daughters,  and  a sister  survive 
him. 

• Harry  B.  Messmore,  Fairmont, 

West  Virginia;  University  of  Maryland 
School  of  Medicine,  1910;  age  88; 
died  June  1 1,  1973.  Information 

regarding  survivors  is  not  available. 

• Francis  G.  Miller,  Wallingford; 
Jefferson  Medical  College,  1929;  age 
69,  died  June  7,  1973.  He  was  a fellow 


of  the  American  College  of  Obste- 
tricians and  Gynecologists.  He  is  sur- 
vived by  his  wife  and  two  sons. 

• Perry  C.  Pike,  Moylan;  Universi- 
ty of  Pennsylvania  School  of  Medi- 
cine, 1908;  age  92;  died  June  19.  He 
had  practiced  in  Media  for  fifty-two 
years  until  his  retirement  in  1961.  He 
is  survived  by  three  daughters,  one  of 
whom  is  Anne  H.  Pike,  M.D., 
Philadelphia. 

• Renato  H.  Reyes,  Reading;  Uni- 
versity of  Santo  Tomas,  Manila,  Phil- 
ippines, 1952;  age  47;  died  May  2, 
1973.  He  is  survived  by  his  wife,  a son, 
and  a daughter. 

• Samuel  S.  Romagosa,  Philadel- 
phia; Hahnemann  Medical  College, 
1933;  age  70;  died  June  1 1,  1973.  His 
wife,  two  daughters,  and  a son  survive 
him. 

• Walter  K.  Schlosser,  Pittsburgh; 
Indiana  University  School  of  Medi- 
cine, 1912;  age  84;  died  May  18,  1973. 
He  is  survived  by  his  wife,  two  daugh- 
ters, and  two  sons. 

• Merritt  C.  Schultz,  Johnstown; 
Jefferson  Medical  College,  1930;  age 
70;  died  May  29,  1973.  He  had  prac- 
ticed medicine  in  Johnstown  for  thirty- 
eight  years.  He  is  survived  by  his  wife, 
a daughter,  a son,  a brother,  and  a 
stepson,  George  F.  Wright,  M.D., 
Euclid,  Ohio. 

• Lemuel  T.  Sewell,  Philadelphia; 
Hahnemann  Medical  College,  1911; 
age  86;  died  June  4,  1973.  He  was 
former  chief  of  the  obstetrical  service 
and  president  of  the  staff  at  Mercy 
Douglass  Hospital.  He  was  also  presi- 
dent of  the  board  of  Children's  Serv- 
ices, Inc.,  and  of  the  Home  for  the 
Homeless,  both  of  Philadelphia.  His 
wife;  a daughter;  and  a son,  Edward 
M.  Sewell,  M.D.,  Philadelphia,  survive 
him. 

• Maurice  A.  Sherman,  Pittsburgh; 
University  of  Tennessee  College  of 
Medicine.  1926;  age  72;  died  June  4, 
1973.  His  wife,  a daughter,  and  a son 
survive  him. 

• J.  Stanley  Smith,  Eagles  Mere; 
Jefferson  Medical  College,  1933;  age 
65;  died  May  10,  1973.  Dr.  Smith 
practiced  medicine  in  Williamsport 
until  1964  at  which  time  he  became 


medical  director  in  the  Pennsylvania 
Department  of  Health.  He  was  a past 
president  of  the  Lycoming  County 
Medical  Society,  a member  of  the 
House  of  Delegates  of  the  Pennsyl- 
vania Medical  Society,  and  a delegate 
to  the  White  House  Conference  on 
Aging.  In  addition  to  his  wife,  a sister, 
and  a brother,  he  is  survived  by  two 
sons,  both  of  whom  are  physicians, 
Donald  Smith,  M.D.,  Easton,  and  J. 
Stanley  Smith,  Jr.,  M.D.,  Harrisburg. 

• Harry  S.  Snyderman,  Philadel- 
phia; Medico  Chirurgical  College  of 
Philadelphia,  1907;  age  88;  died  May 
25,  1973.  He  was  certified  by  the 
American  Board  of  Pediatrics.  Infor- 
mation regarding  survivors  is  not 
available. 

• Clifford  H.  Trexler,  Allentown; 
Jefferson  Medical  College,  1926;  age 
70;  died  May  14,  1973.  He  was  former 
chief  of  staff  and  chief  of  the  surgical 
division  at  Allentown  Hospital.  At  the 
time  of  his  death,  he  was  chief  of  staff 
of  the  Good  Shepherd  Rehabilitation 
Hospital  in  Allentown.  He  was  a 
fellow  of  the  American  College  of  Sur- 
geons and  a past  president  of  the 
Lehigh  County  Medical  Society.  He  is 
survived  by  his  wife,  a daughter,  a 
sister,  and  a brother. 

Igho  H.  Kornblueh,  Philadelphia; 
University  of  Vienna,  Vienna,  Austria, 
1924;  age  75;  died  June  2,  1973.  He 
was  formerly  chief  of  the  departments 
of  physical  medicine  and  rehabilitation 
at  the  Graduate  Hospital  of  the  Uni- 
versity of  Pennsylvania  and  North- 
eastern Hospital.  He  is  survived  by  his 
wife. 

George  F.  Shugert,  Ocean  City, 
New  Jersey;  Temple  University  School 
of  Medicine,  1940;  age  58;  died  May 
4,  1973.  He  had  practiced  medicine  in 
Philadelphia  for  thirty  years.  His  wife, 
three  daughters,  three  sisters,  and  two 
brothers  survive  him. 

Cornelius  G.  Wooding,  Philadel- 
phia; Temple  University  School  of 
Medicine,  1921;  age  78;  died  May  23, 
1973.  A sister  and  a brother  survive 
him. 

James  A.  Morris,  Flourtown;  Jef- 
ferson Medical  College,  1953;  age  48; 
died  May  9,  1973.  He  is  survived  by 
his  wife,  his  mother,  two  daughters, 
two  sons,  a sister,  and  two  brothers. 
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WHEN  FACED  WITH 
CHOLESTEROL  ELEVATION 


Choloxin 


(sodium  dextrothyroxine) 


IS  A PRACTICAL  ANSWER 


When  faced  with  a diagnosed  hypercholesterolemic  patient, 
CHOLOXIN  is  a practical  and  appropriate  drug  to  select.  It  is  a 
thyroid  analogue  which  effectively  lowers  elevated  serum 
cholesterol  1 5 to  35%  (see  adjacent  chart)  in  Types  II  and  III 
patients  . . . fortreatment  of  hypercholesterolemia  in  euthyroid, 
non-cardiac  patients. 

Although  the  mechanism  of  action  of  CHOLOXIN  therapy  has  not 
been  conclusively  demonstrated,  animal  studies  show  both 
increased  oxidative  catabolism  in  the  liver  and  excretion  of 
cholesterol  and  its  degradation  products  via  the  biliary  route. 


AN  IMPORTANT  NOTE: 

It  has  not  been  established  whether  drug-induced  lower- 
ing of  serum  cholesterol  or  other  lipid  levels  has  a detri- 
mental, a beneficial,  or  no  effect  on  the  morbidity  or 
mortality  due  to  atherosclerosis  or  coronary  heart  disease. 
Several  years  will  be  required  before  current  investiga- 
tions can  yield  an  answer  to  this  question. 


Effect  of  sustained  therapy  at  constant  dosage  in  406  euthyroid  patie 
The  mean  control  values  were  at  262,  335  and  468  mg.  %. 


Cholesterol 
levels  at 
start  of 
therapy 


under  300  mg 
mean  = 262  m 

(180  patients) 


300-400  mg  % 
mean  = 335  m 
(203  patients) 


NOT  ALL  PATIENTS  ARE  REPRESENTED  AT  EACH  TIME  INTERVAL 


Choloxir 

(sodium  dextrothyroxine) 

Description 

CHOLOXIN  (sodium  dextrothyroxine)  is  the 
sodium  salt  of  the  dextrorotatory  isomer  of 
thyroxine.  It  is  chemically  described  as 
D-3,5,3',5'-tetraiodothyronine  sodium  salt. 

Actions 

The  predominant  effect  of  CHOLOXIN  (sodi- 
um dextrothyroxine)  is  the  reduction  of  serum 
cholesterol  levels  in  hyperlipidemic  patients. 
Beta  lipoprotein  and  triglyceride  fractions 
may  also  be  reduced  from  previously  ele- 
vated levels. 

Most  of  the  available  evidence  indicates  that 
CHOLOXIN  stimulates  the  liver  to  increase 
catabolism  and  excretion  of  cholesterol  and 
its  degradation  products  via  the  biliary  route 
into  the  feces.  Cholesterol  synthesis  is  not 
inhibited  and  abnormal  metabolic  end- 
products  do  not  accumulate  in  the  blood. 

Indications 

This  is  not  an  innocuous  drug.  Strict  atten- 
tion should  be  paid  to  the  indications  and 
contraindications. 

CHOLOXIN  (sodium  dextrothyroxine)  is  an 
antilipidemic  agent  used  as  an  adjunct  to 
diet  and  other  measures  for  the  reduction  of 
elevated  serum  cholesterol  (low  density  lipo- 
proteins) in  euthyroid  patients  with  no  known 
evidence  of  organic  heart  disease. 

The  drug  is  also  indicated  in  the  treatment  of 
hypothyroidism  in  patients  with  cardiac  dis- 
ease who  cannot  tolerate  other  types  of 
thyroid  medication. 

Before  prescribing,  note  the  following:  Re- 
sults from  a randomized  clinical  study  have 
indicated  a possible  adverse  effect  when 
CHOLOXIN  is  administered  to  a patient  re- 
ceiving a digitalis  preparation.  There  may 
be  an  additive  effect.  This  additive  effect 
may  possibly  stimulate  the  myocardium  ex- 
cessively in  patients  with  significant  myocar- 
dial impairment.  CHOLOXIN  dosage  should 
not  exceed  4 mg  per  day  when  the  patient  is 
receiving  a digitalis  preparation  concomit- 
antly. Careful  monitoring  of  the  total  effect 
of  both  drugs  is  important. 

It  has  not  been  established  whether  the 
drug-induced  lowering  of  serum  cholesterol 
or  lipid  levels  has  a detrimental,  beneficial, 
or  no  effect  on  the  morbidity  or  mortality 
due  to  atherosclerosis  or  coronary  heart  dis- 
ease. Several  years  will  be  required  before 
current  investigations  will  yield  an  answer 
to  this  question. 

Contraindications 

The  administration  of  CHOLOXIN  (sodium 
dextrothyroxine)  to  euthyroid  patients  with 
one  or  more  of  the  following  conditions  is 
contraindicated: 

1.  Known  organic  heart  disease,  including 
angina  pectoris;  history  of  myocardial 
infarction;  cardiac  arrhythmia  or  tachy- 
cardia. either  active  or  in  patients  with 
demonstrated  propensity  for  arrhyth- 
mias; rheumatic  heart  disease;  history 
of  congestive  heart  failure;  and  decom- 
pensated or  borderline  compensated 
cardiac  status. 


2.  Hypertensive  states  (other  than  mild, 
labile  systolic  hypertension). 

3.  Advanced  liver  or  kidney  disease. 

4.  Pregnancy. 

5.  Nursing  mothers. 

6.  History  of  iodism. 

Warnings 

CHOLOXIN  (sodium  dextrothyroxine)  may 
potentiate  the  effects  of  anticoagulants  on 
prothrombin  time.  Reductions  of  anticoagu- 
lant dosage  by  as  much  as  30%  have  been 
required  in  some  patients.  Consequently,  the 
dosage  of  anticoagulants  should  be  reduced 
by  one-third  upon  initiation  of  CHOLOXIN 
therapy  and  the  dosage  subsequently  read- 
justed on  the  basis  of  prothrombin  time.  The 
prothrombin  time  of  patients  receiving  anti- 
coagulant therapy  concomitantly  with  CHO- 
LOXIN therapy  should  be  observed  as  fre- 
quently as  necessary,  but  at  least  weekly, 
during  the  first  few  weeks  of  treatment. 

In  the  surgical  patient,  it  is  wise  to  consider 
withdrawal  of  the  drug  two  weeks  prior  to 
surgery  if  the  use  of  anticoagulants  during 
surgery  is  contemplated. 

When  CHOLOXIN  is  used  as  thyroid  replace- 
ment therapy  in  hypothyroid  patients  with 
concomitant  coronary  artery  disease  (espe- 
cially those  with  a history  of  angina  pectoris 
or  myocardial  infarction)  or  other  cardiac 
disease,  treatment  should  be  initiated  with 
care.  Special  consideration  of  the  dosage 
schedule  of  CHOLOXIN  is  required.  This 
drug  may  increase  the  oxygen  requirements 
of  the  myocardium,  especially  at  high  dos- 
age levels.  Treated  subjects  with  coronary 
artery  disease  must  be  seen  at  frequent  in- 
tervals. If  aggravation  of  angina  or  increased 
myocardial  ischemia,  cardiac  failure,  or  clin- 
ically significant  arrhythmia  develops  during 
the  treatment  of  hypothyroid  patients,  the 
dosage  should  be  reduced  or  the  drug 
discontinued. 

Special  consideration  must  be  given  to  the 
dosage  of  other  thyroid  medications  used 
concomitantly  with  CHOLOXIN.  As  with  all 
thyroactive  drugs,  hypothyroid  patients  are 
more  sensitive  to  a given  dose  of  CHOLOXIN 
than  euthyroid  patients. 

Epinephrine  injection  in  patients  with  coro- 
nary artery  disease  may  precipitate  an 
episode  of  coronary  insufficiency.  This  con- 
dition may  be  enhanced  in  patients  receiving 
thyroid  analogues.  These  phenomena  should 
be  kept  in  mind  when  catecholamine  injec- 
tions are  required  in  sodium  dextrothyroxine- 
treated  patients  with  coronary  artery  disease. 
Since  the  possibility  of  precipitating  cardiac 
arrhythmias  during  surgery  may  be  greater  in 
patients  treated  with  thyroid  hormones,  it 
may  be  wise  to  discontinue  CHOLOXIN  in 
euthyroid  patients  at  least  two  weeks  prior 
to  an  elective  operation.  During  emergency 
surgery  in  euthyroid  patients,  and  in  surgery 
in  hypothyroid  patients  in  whom  it  may  be 
advisable  to  withdraw  therapy,  the  patients 
should  be  carefully  observed. 

There  are  reports  that  sodium  dextrothyrox- 
ine in  diabetic  patients  is  capable  of  increas- 
ing blood  sugar  levels  with  a resultant 
increase  in  requirements  of  insulin  or  oral 
hypoglycemic  agents.  Special  attention 
should  be  paid  to  parameters  necessary  for 
good  control  of  the  diabetic  state  in  dextro- 
thyroxine-treated  subjects  and  to  dosage  re- 
quirements of  insulin  or  other  antidiabetic 
drugs.  If  sodium  dextrothyroxine  is  later 


withdrawn  from  patients  who  had  required 
an  increase  of  insulin  (or  oral  hypoglycemic 
agents)  dosage  during  its  administration,  the 
dosage  of  antidiabetic  drugs  should  be  re- 
duced and  adjusted  to  maintain  good  control 
of  the  diabetic  state. 

When  either  or  both  impaired  liver  or  kidney 
function  are  present,  the  advantages  of  CHO- 
LOXIN therapy  must  be  weighed  against  the 
possibility  of  deleterious  results. 

Usage  in  Women  of  Childbearing  Age 

Women  of  childbearing  age  with  familial  hy- 
percholesterolemia or  hyperlipemia  should 
not  be  deprived  of  the  use  of  this  drug;  it 
can  be  given  to  those  patients  exercising 
strict  birth  control  procedures.  Since  preg- 
nancy may  occur  despite  the  use  of  birth 
control  procedures,  administration  of  CHO- 
LOXIN (sodium  dextrothyroxine)  to  women 
of  this  age  group  should  be  undertaken  only 
after  weighing  the  possible  risk  to  the  fetus 
against  the  possible  benefits  to  the  mother. 
Teratogenic  studies  in  two  animal  species 
have  resulted  in  no  abnormalities  in  the 
offspring. 

Precautions 

It  is  expected  that  patients  on  dextrothyrox- 
ine therapy  will  show  greatly  increased 
serum  protein-bound-iodine  levels.  These  in- 
creased serum  PBI  values  are  evidence  of 
absorption  and  transport  of  the  drug,  and 
should  NOT  be  interpreted  as  evidence  of 
hypermetabolism;  similarly,  they  may  not  be 
used  for  titrating  the  effective  dose  of  CHO- 
LOXIN (sodium  dextrothyroxine).  PBI  values 
in  the  range  of  10  to  25  mcg%  in  treated 
patients  are  common. 

If  signs  or  symptoms  of  iodism  develop  dur- 
ing CHOLOXIN  therapy,  the  drug  should  be 
discontinued. 

A few  children  with  familial  hypercholesterol- 
emia have  been  treated  with  CHOLOXIN  for 
periods  of  one  year  or  longer  with  no  ad- 
verse effects  on  growth.  However,  it  is  rec- 
ommended that  the  drug  be  continued  in 
patients  in  this  age  group  only  if  a signifi- 
cant serum  cholesterol-lowering  effect  is 
observed. 

Adverse  Reactions 

The  side  effects  attributed  to  dextrothyroxine 
therapy  are,  for  the  most  part,  due  to  in- 
creased metabolism,  and  may  be  minimized 
by  following  the  recommended  dosage 
schedule.  Adverse  effects  are  least  com- 
monly seen  in  euthyroid  patients  with  no 
signs  or  symptoms  of  organic  heart  disease; 
the  incidence  of  adverse  effects  is  increased 
in  hypothyroid  patients,  and  is  highest  in 
those  patients  with  organic  heart  disease 
superimposed  on  the  hypothyroid  state. 

In  the  absence  of  known  organic  heart  dis- 
ease, some  cardiac  changes  may  be  precip- 
itated during  sodium  dextrothyroxine  therapy. 
In  addition  to  angina  pectoris,  arrhythmia 
consisting  of  extrasystoles,  ectopic  beats,  or 
supraventricular  tachycardia,  ECG  evidence 
of  ischemic  myocardial  changes  and  in- 
crease in  heart  size  have  been  observed. 
Myocardial  infarctions,  both  fatal  and  non- 
fatal,  have  occurred,  but  these  are  not  un- 
expected in  untreated  patients  in  the  age 
groups  studied.  It  is  not  known  whether  any 
of  these  infarcts  were  drug  related. 

Changes  in  clinical  status  that  may  be  re- 
lated to  the  metabolic  action  of  the  drug 
include  the  development  of  insomnia,  ner- 
vousness, palpitations,  tremors,  loss  of 


weight,  lid  lag.  sweating,  flushing,  hypr 
thermia.  hair  loss,  diuresis,  and  menstrual 
regularities.  Gastrointestinal  complaints  di 
ing  therapy  have  included  dyspepsia,  naus 
and  vomiting,  constipation,  diarrhea,  and  c 
crease  in  appetite. 

Other  side  effects  reported  to  be  associat- 
with  CHOLOXIN  (sodium  dextrothyroxir 
therapy  include  the  development  of  hea 
ache,  changes  in  libido  (increase  or  c 
crease),  hoarseness,  tinnitus,  dizziness,  pi 
ipheral  edema,  malaise,  tiredness,  visi 
disturbances,  psychic  changes,  paresthes 
muscle  pain,  and  various  bizarre  subjecti 
complaints.  Skin  rashes,  including  a fi 
which  appeared  to  be  due  to  iodism,  a 
itching  have  been  attributed  to  dextrothyrc 
ine  by  some  investigators.  Gallstones  ha 
been  discovered  in  occasional  dextrott 
roxine-treated  patients  and  cholestatic  jai 
dice  has  occurred  in  one  patient,  althou 
its  relationship  to  CHOLOXIN  therapy  w 
not  established. 

In  several  instances,  the  previously  existi 
conditions  of  the  patient  appeared  to  cc 
tinue  or  progress  during  the  administrati 
of  CHOLOXIN;  a worsening  of  periphe 
vascular  disease,  sensorium,  exophthalmi 
and  retinopathy  have  been  reported. 
CHOLOXIN  potentiates  the  effects  of  antic 
agulants.  such  as  warfarin  or  Dicumarol, 
prothrombin  time,  thus  indicating  a decrea 
in  the  dosage  requirements  of  the  anticoac 
lants.  On  the  other  hand,  dosage  requi 
ments  of  antidiabetic  drugs  have  been 
ported  to  be  increased  during  dextrothyrc 
ine  therapy  (see  WARNINGS  section). 

Dosage  and  Administration 
For  adult  euthyroid  hypercholesterolemic  | 
tients,  the  recommended  maintenance  dc 
of  CHOLOXIN  (sodium  dextrothyroxine)  is 
to  8 mg  per  day.  The  initial  daily  dose  shoe 
be  1 to  2 mg  to  be  increased  in  1 to  2 t 
increments  at  intervals  of  not  less  than  o 
month  to  a maximum  level  of  4 to  8 mg  da, 
if  that  dosage  level  is  indicated  to  effect  t 
desired  lowering  of  serum  cholesterol. 
When  used  as  partial  or  complete  substi 
tion  therapy  for  levothyroxine  in  hypothyre 
patients  with  cardiac  disease  who  cam 
tolerate  other  types  of  thyroid  medicati' 
the  initial  daily  dose  should  be  1 mg  to 
increased  in  1 mg  increments  at  intervals 
not  less  than  one  month  to  a maximum  le 
of  4 to  8 mg  daily,  preferably  the  lower  di 
age.  The  maximum  in  patients  receiving  di 
talis  therapy  is  4 mg. 

For  pediatric  hypercholesterolemic  patier 
the  recommended  maintenance  dose 
CHOLOXIN  is  approximately  0.1  mg  per  ki 
gram.  The  initial  daily  dosage  should 
approximately  0.05  mg  per  kilogram  to 
increased  in  up  to  0.05  mg  per  kilogr 
increments  at  monthly  intervals.  The  recc 
mended  maximal  dose  is  4 mg  daily,  if  ti 
dosage  is  indicated  to  effect  the  desii 
lowering  of  serum  cholesterol. 

If  new  signs  or  symptoms  of  cardiac  dise< 
develop  during  the  treatment  period,  ' 
drug  should  be  withdrawn. 

How  Supplied 

CHOLOXIN  (sodium  dextrothyroxine)  is  si 
plied  in  prescription  packages  of  scored 
2,  4.  and  6 mg  tablets. 
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)ARD  ACTS  ON  PDUR  PROBLEMS  The  pilot  Predischarge  Utilization 

Review  Program  (PDUR)  initiated  for 
idicaid  cases  in  Allegheny  County  hospitals  by  the  Department  of 
iblic  Welfare  last  February  came  under  the  scrutiny  of  the  Board 
: Trustees  at  its  August  meeting  with  the  Board  directing  the 
illowing  actions  in  an  effort  to  bring  the  department's  review 
•ogram  in  line  with  the  review  called  for  in  the  professional 
andards  review  section  of  the  Social  Security  Act:  (1)  Request 

gal  counsel  to  study  medicaid  law  and  regulations  to  determine 
:ether  or  not  the  welfare  department  is  operating  within  legal  bounds 
d assess  the  merits  of  initiating  litigation  against  the  department 
its  actions  are  not  in  compliance  with  federal  regulation;  (2) 
quest  HEW  Secretary  Caspar  Weinberger  to  conduct  an  onsite  valida- 
; on  of  the  department's  utilization  review  system  to  determine  its 
ifectiveness  according  to  federal  requirements.  The  Board  determined 
: at  the  Society  can  no  longer  recommend  participation  in  the  PDUR 
: ogram.  The  Society  has  worked  with  the  welfare  department  on  the 
! legheny  pilot  review  program  since  February  in  an  effort  to  bring 
lout  changes  to  a more  effective  review  system  following  January 
ition  by  the  Board  calling  for  "cooperation  with  the  program  (PDUR) 

; th  the  hope  that  the  needed  changes  will  be  accomplished  promptly." 
lunty  societies  and  the  general  membership  will  be  kept  informed  on 
:ese  actions  in  PENNSYLVANIA  MEDICINE  and  the  Society's  Executive 
[ port . 


lUCATIONAL  AND  SCIENTIFIC  ASSEMBLY  NEAR  The  Educational  and  Scien- 
tific Assembly,  scheduled 

ir  October  10-13  at  the  Harrisburg  Host  Inn,  is  accepting  registrations 
iw.  The  program  appeared  on  page  37  of  the  August  issue  of  PENNSYLVANIA 
^DICINE.  The  Educational  Conference  on  October  12  and  13  concerns  the 
iucation  of  professionals,  the  tools  it  uses,  and  the  decentralization 
) such  education.  A heart  course  and  a lung  course  are  main  features 
) this  year's  assembly,  and  specialty  society  sessions  will  be  conducted. 

jCIETY  ASKS  PSRO  COMMENT  TIME  The  State  Society  requested  more  time 

for  comments  on  proposed  Professional 
> andards  Review  Organization  (PSRO)  geographic  designations  at  a meet- 
Lg  on  the  subject  in  August.  Health,  Education,  and  Welfare  officials 
idicated  they  would  attempt  to  get  an  extension  until  September  30  in 
) der  to  give  time  for  county  medical  societies  and  other  interested 
Jrties  an  opportunity  to  comment.  The  HEW  proposal  divides  the  state 
L to  ten  PSRO  areas,  but  some  designated  boundaries  could  create 
Joblems.  Purpose  of  the  meeting  was  to  unveil  the  proposal,  hear 
;rbal  comments,  and  invite  reaction  in  writing. 
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PENSION  PLAN  BILL  BOTH  GOOD  AND  BAD  The  Senate  Finance  Committee 

recently  approved  S.  B.  1179,  a 
major  pension  bill  with  sections  liberalizing  the  Keogh  plan  for  self- 
employed  persons  but  restricting  retirement  savings  by  professional 
corporations . Early  and  favorable  action  by  the  Senate  is  expected 
following  its  summer  recess  on  the  Administration-favored  bill.  New 
Keogh  Plan  limits  allow  the  self-employed  a deductible  contribution  of 
up  to  15  percent  of  earned  income  with  a maximum  of  $7,5000  annually 
(present  maximum  is  $2,500  annually).  The  committee  added  a provision 
however,  which  would  limit  to  this  same  amount  the  contributions  on 
behalf  of  owner -managers  of  small  corporations,  whether  professional  o 
not.  Large  corporations  are  not  so  limited,  nor  have  small  corporatio 
been  so  limited  in  the  past. 

HEALTH  DEPARTMENT  OVERSEES  HOSPITALS  The  supervision  and  licensing 

of  special  and  general  hospital 
in  the  state  has  been  transferred  from  the  Department  of  Public  Welfare 
to  the  Department  of  Health.  Implementation  of  the  change,  made  in 
accordance  with  the  General  Assembly's  reorganization  plan,  has  begun, f 
according  to  a statement  by  Governor  Milton  J.  Shapp . 

VD  HOTLINE  OPENS  ON  STATEWIDE  BASIS  Secretary  of  Health  J.  Finton 

Speller,  M.D.,  has  announced  th 

opening  of  a statewide  "VD  Hotline."  The  toll-free  answering  service 
will  enable  callers  from  all  parts  of  the  state  to  receive  immediate 
and  complete  information  and  advice  on  venereal  diseases.  The  state 
purchased  the  service  on  a statewide  basis  from  "Operation  Venus," 
founded  three  years  ago  in  the  Philadelphia  area  as  a voluntary  effort: 
to  combat  the  spread  of  venereal  diseases  by  Joseph  Farish,  a college 
student  and  the  winner  of  the  State  Society's  Benjamin  Rush  Individual! 
Award  for  1973.  In  this  issue  on  page  40  readers  will  find  the  latestil 
VD  diagnostic  and  treatment  advice,  along  with  another  plea  from  the 
AMA  and  the  Department  of  Health  to  report  cases . 

PHASE  IV  AND  PHYSICIANS  For  physicians,  Phase  Four  means  a return 

to  the  rules  of  Phase  Three.  No  sign  about< 
fees  is  required,  but  any  increase  must  be  limited  to  2%  percent  of 
average  annual  fees  and  must  not  increase  the  profit  margin  of  the 
past  year.  The  Health  Industry  Advisory  Committee  of  the  Cost  of 
Living  Council  (COLC)  is  meeting  regularly  considering  new  proposals 
for  Phase  Four  and  is  accepting  testimony  on  controls.  COLC  officials! 
have  said  there  may  be  changes  by  October. 
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acute  arthritic  inflammation. ..heat  that  freezes 

In  acute  rheumatoid  arthritis  consider  Tandearil.  The  anti-inflammatory 
action  of  Tandearil  quickly  helps  reduce  heat,  pain,  swelling,  and 
stiffness.  Results  are  usually  seen  in  3 or  4 days.  Try  it  for  a week  when 
the  symptoms  defy  aspirin  control. 


Remember  that  Tandearil  is  not  a simple  analgesic.  It  should  not  be  used 
on  patients  responding  to  routine  therapy.  Before  using,  please  read 
the  prescribing  information.  It’s  summarized  below. 

Tandearil  helps  take  the  heat  off 

oxyphenbutazone  NF 

Geigy 


Tablets  of  100  mg. 

Important  Note:  This  drug  is  not  a simple 
analgesic.  Do  not  administer  casually.  Care- 
fully evaluate  patients  before  starting  treat- 
ment and  keep  them  under  close  supervision. 
Obtain  a detailed  history,  and  complete  phys- 
ical and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing 
and  at  frequent  intervals  thereafter.  Carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures,  contraindicated  patients 
or  those  who  cannot  be  observed  frequently. 
Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms 
with  the  smallest  possible  dosage  is  the  goal 
of  therapy.  Dosage  should  be  taken  with  meals 
or  a full  glass  of  milk.  Patients  should  discon- 
tinue the  drug  and  report  immediately  any  sign 
of:  fever,  sore  throat,  oral  lesions  (symptoms 
of  blood  dyscrasia):  dyspepsia,  epigastric 
pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulcera- 
tion or  hemorrhage,  skin  reactions,  significant 
weight  gain  or  edema.  A one-weex  trial  period 
is  adequate.  Discontinue  in  the  absence  of  a 
favorable  response.  Restrict  treatment  periods 
to  one  week  in  patients  over  sixty. 

Indications : Acute  gouty  arthritis,  rheumatoid 
arthritis,  rheumatoid  spondylitis. 
Contraindications:  Children  14  years  or  less; 
senile  patients;  history  or  symptoms  of  G.l. 
inflammation  or  ulceration  including  severe, 
recurrent  or  persistent  dyspepsia;  history  or 
presence  of  drug  allergy;  blood  dyscrasias; 
renal,  hepatic  or  cardiac  dysfunction;  hyper- 
tension; thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due 
to  the  drug;  polymyalgia  rheumatics  and  tem- 
poral arteritis;  patients  receiving  other  potent 
chemotherapeutic  agents,  or  long-term  anti- 
coagulant therapy. 

Warnings:  Age,  weight,  dosage,  duration  of 
therapy,  existence  of  concomitant  diseases, 
and  concurrent  potent  chemotherapy  affect  in- 
cidence of  toxic  reactions.  Carefully  instruct 
and  observe  the  individual  patient,  especially 
the  aging  (forty  years  and  over)  who  have 
increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh 
initially  unpredictable  benefits  against  po- 


tential risk  of  severe,  even  fatal,  reactions. 

The  disease  condition  itself  is  unaltered  by 
the  drug.  Use  with  caution  in  first  trimester  of 
pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious, 
even  fatal,  blood  dyscrasias,  including 
aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest 
days  or  weeks  after  cessation  of  drug.  Any 
significant  change  in  total  white  count,  rela- 
tive decrease  in  granulocytes,  appearance 
of  immature  forms,  or  fall  in  hematocrit  should 
signal  immediate  cessation  of  therapy  and 
complete  hematologic  investigation.  Unex- 
plained bleeding  involving  CNS,  adrenals,  and 
G.l.  tract  has  occurred.  The  drug  may  potenti- 
ate action  of  insulin,  sulfonylurea,  and  sul- 
fonamide-type agents.  Carefully  observe 
patients  taking  these  agents.  Nontoxic  and 
toxic  goiters  and  myxedema  have  been  re- 
ported (the  drug  reduces  iodine  uptake  by  the 
thyroid).  Blurred  vision  can  be  a significant 
toxic  symptom  worthy  of  a complete  ophthal- 
mological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented 
by  reducing  dosage.  If  edema  occurs  in  pa- 
tients over  sixty,  discontinue  drug. 
Precautions:  The  following  should  be  ac- 
complished at  regular  intervals:  Careful  de- 
tailed history  for  disease  being  treated  and 
detection  of  earliest  signs  of  adverse  reac- 
tions; complete  physical  examination  includ- 
ing check  of  patient's  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two 
week  blood  check;  pertinent  laboratory  studies. 
Caution  patients  about  participating  in  activ- 
ity requiring  alertness  and  coordination,  as 
driving  a car,  etc.  Cases  of  leukemia  have 
been  reported  in  patients  with  a history  of 
short-  and  long-term  therapy.  The  majority  of 
these  patients  were  over  forty.  Remember  that 
arthritic-type  pains  can  be  the  presenting 
symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its 
misuse  can  lead  to  serious  results.  Review 
detailed  information  before  beginning  therapy. 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia. 


gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  ab- 
dominal distention,  agranulocytosis,  aplastic 
anemia,  hemolytic  anemia,  anemia  due  to 
blood  loss  including  occult  G.l.  bleeding, 
thrombocytopenia,  pancytopenia,  leukemia, 
leukopenia,  bone  marrow  depression,  sodium 
and  chloride  retention,  water  retention  and 
edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepa- 
titis (cholestasis  may  or  may  not  be  promi- 
nent), petechiae,  purpura  without  thrombocy- 
topenia, toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syn- 
drome, Lyell's  syndrome  (toxic  necrotizing 
epidermolysis),  exfoliative  dermatitis,  serum 
sickness,  hypersensitivity  angiitis  (poly- 
arteritis), anaphylactic  shock,  urticaria,  arth- 
raigia,  fever,  rashes  (all  allergic  reactions 
require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria, 
anuria,  renal  failure  with  azotemia,  glomeru- 
lonephritis, acute  tubular  necrosis,  nephrotic 
syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug, 
impaired  renal  function,  cardiac  decompensa- 
tion, hypertension,  pericarditis,  diffuse  inter- 
stitial myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia 
rheumatica,  optic  neuritis,  blurred  vision, 
retinal  hemorrhage,  toxic  amblyopia,  retinal 
detachment,  hearing  loss,  hyperglycemia, 
thyroid  hyperplasia,  toxic  goiter,  association 
of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions 
associated  with  overdosage,  including  convul- 
sions, euphoria,  psychosis,  depression,  head- 
aches, hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia:  ulcerative 
stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-F  (10/7H 
For  complete  details,  including  dosage, 
please  see  lull  prescribing  information. 

GEIGY  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 


TA  9041 


More  than  sleep. 

your  choice  of  sleep  medication 
is  wisely  based  on  more  than  j 

sleep-inducing  potential 


sleep  with 


Chronic  tolerance  studies  have  confirmed  the  relative  safety  of  Dalm. 
onfn+\  / (flurazePam  HC|);  no  depression  of  cardiac  or  respiratory  fund 
I “let  LI  Vfc;  OCHfcJLy  was  noted  in  patients  administered  recommended  or  higher  do 

J for  as  long  as  90  consecutive  nights. 

In  most  instances  when  adverse  reactions  were  reported,  they  were  mild,  infrequent  and  seldom 
quired  discontinuance  of  therapy.  Morning  hang-over  with  Dalmane  has  been  relatively  infrequent  Di 
ness,  drowsiness,  lightheadedness  and  the  like 


have  been  the  side  effects  noted  most  frequently, 
particularly  in  the  elderly  and  debilitated.  (An 
initial  dose  of  Dalmane  15  mg  should  be  pre- 
scribed for  these  patients.) 


sleep  for  7 to  8 hour 
without  need  to 


...  , repeat  dosageNosieepmf 

cation  has  been  as  rigorously  evaluated  in  the  sleep  research  laboratory  as  Dalmane.  Insomnia  patie 
given  one  30-mg  capsule  of  Dalmane  at  bedtime,  on  average:  fell  asleep  within  17  minutes,  had  fewer  nic 
time  awakenings,  spent  less  time  awake  after  sleep  onset,  and  slept  for  7 to  8 hours  with  no  need  to  reo 
dosage  during  the  night.  M 


eep  with 


Dalmane  has  been  shown  to  be  con- 
- . , sistently  effective  even  during  con- 

DnSISteriCV  secutive  ni9hts  Of  administration, 

J with  no  need  to  increase  dosage. 
Dalmane  (flurazepam  HCI)  is  a distinctive  sleep  medication -a 
zodiazepine  specifically  indicated  for  insomnia.  It  is  not  a bar- 
rate  or  methaqualone,  nor  is  it  related  chemically  to  any  other 
lable  hypnotic. 

When  your  evaluation  of  insomnia  indicates  the  need  for  a sleep 
dication,  consider  Dalmane-a  single  entity  nonnarcotic,  non- 
Diturate  agent  proved  effective  and  relatively  safe  for  relief  of 
bmnia. 


DALMANE 

(flurazepam  HCI) 

When  restful  sleep 
is  indicated 

One  30-mg  capsule  h.s.  — usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients) 

One  15-mg  capsule  h.s.  —initial  dosage  for  elderly  or 
debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits:  and  in  acute 
or  chronic  medical  situations  requiring  restful 
sleep  Since  insomnia  is  often  transient  and 
intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants  Caution  against  hazardous  oc- 
cupations requiring  complete  mental  alertness 
(e  g.,  operating  machinery,  driving).  Use  in 
women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage 

Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  Gl  pain 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains, 
body  and  joint  pains  and  GU  complaints 
There  have  also  been  rare  occurrences  of 
sweating,  flushes,  difficulty  in  focusing 
blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  anorexia,  euphoria,  depression, 
slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT, 
total  and  direct  bilirubins  and  alkaline 
phosphatase  Paradoxical  reactions,  eg. 
excitement,  stimulation  and  hyperactivity, 
have  also  been  reported  in  rare  instances 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults  30  mg  usual  dosage;  15  mg  may 
suffice  in  some  patients.  Elderly  or  debilitated 
patients:  15  mg  initially  until  response  is 
determined 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI 
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"Too  many  doctors  are  i ndiffe 
ent  to  the  economic  consequences1 


drugs  - 
who  should 
determine  the 
maker?" 


their  decisions.”  So  stated  a recent 


issue  of  Medical  News  Report  (De- 
cember 4,  1972),  an  independent 
weekly  newsletter  published  by  forr  r 
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Doctor,  are  you  indifferent . . . ? 

In  discussing  an  anticipated  ii  : 
crease  in  Blue  Shield  rates,  Dr.  Bla  . 
ingame’s  newsletter  had  this  to  say  ’ 

"In  general,  it  can  be  said,  MC 
have  given  the  impression  they  are, ; 
not  particularly  concerned  with  the 
increase  in  cost  of  health  care  to  th  * 

“True,  an  MD’s  training  is  pri-J  | 
marily  scientific,  but  in  the  real  wor, 
of  practice,  all  of  his  scientific  deci  j ' 


sions  have  a price  tag,  or  an  econorp 
'mpact.  The  economics  of  health  cai  l 


beckon  the  practitioner’s  attention 
Concern  for  economics  of  medicine 


When  the  pharmacist  recom- 1 1 
mends  that  a drug  product  other  th1 1 
the  one  ordered  be  dispensed,  the  I ' 
prescriber  invariably  permits  the 
change  when  he  feels  the  best  inter! 
ests  of  the  patient  will  be  served. 


Shortcomings  of  Pro-Substitution 
Argument 

The  fact  remains  that  it  is  neo  ■ 
sary  for  the  prescriber  to  know  that 
the  change  is  being  contemplated, 
and  to  be  in  a position  to  consent  or 
demur.  Without  that  opportunity,  th 
unilateral  decision  of  the  pharmaci: 
made  in  the  absence  of  clinical  kne  ■ 
edge  of  the  patient,  could  expose  hi 
to  needless  risks,  and  in  addition, 
jeopardize  the  relationship  betweer 
the  professions  of  Pharmacy  and 
Medicine.  In  my  view,  there  is  nothi 
in  the  pro-substitution  argument  th;, 
offsets  these  risks. 


Advertisement 


The  Issue  of  Drug  Knowledge 

Substitution  advocates  claim  | 
that  the  primary  justification  for 
changing  the  rules  is  the  desire  to  1 
better  utilize  pharmacists’  knowled; 
about  drugs.  Yet  the  pharmacist’s  : 
task  to  keep  current  on  the  entire 
field  of  drug  therapy,  to  some  degre: 
puts  him  at  a disadvantage.  Most 
often,  a practicing  physician  will  ne' 
expert  knowledge  of  no  more  than  2j 


s >uld  be  an  obligation  of  medical 
pctice... 

“Medical  societies  ought  to  con- 
c:t  continuing  campaigns  to  point 
c the  substantial  savings  that  could 
t realized  thru  deductible  insurance 
si  protection  for  catastrophic  ill- 
r;s.  At  the  very  least,  they  should,  in 
t ■ patients’  interest,  question  the 
t tics  of  any  insurance  organization 
t it  raises  health  care  costs  by  forc- 
i ; policyholders  to  buy  insurance 
t :y  may  not  need  or  want  and  prob- 
c y won’t  ever  use. 

"Too  many  doctors  are  indiffer- 
( t to  the  economic  consequences  of 
t ;ir  decisions.  Too  many,  for  ex- 
jiple,  habitually  hospitalize  patients 
f the  convenience  of  the  MD.  It’s 
t nsense  to  deny  such  habits  exist . . . 

“Doctors,  thru  their  medical  so- 
( ‘ties,  have  unhesitatingly  appealed 
f their  patients  for  support  in  the 
1 ht  against  government  interference 
\th  the  private  practice  of  medicine, 
/id  the  public  in  the  past  has  re- 
tonded.  It’s  time  the  American  Med- 
nl  Association  and  state  and  local 
radical  societies  paid  off  the  debt  by 
t cisive  action  to  hold  down  the  cost 
i medical  care.” 

fist  of  Drugs 

Insurance  rates  and  hospital 
i arges  are  only  two  factors  in  health 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation’s  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. “Drug  product  selection”  simply 
means  that  the  pharmacist  functions 
in  the  patient’s  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

( For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  “White 
Paper  on  the  Pharmacist’s  Role  in 
Product  Selection"  from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


30  drugs  that  he  selects  to  treat  the 
ajority  of  conditions  encountered  in 
s practice.  Moreover,  the  physi- 
an’s  choice  of  a specific  brand  is 
'ised  on  his  knowledge  of  the  pa- 
tent's medical  history  and  current 
edition,  and  his  experiences  with 
e particular  manufacturer’s 
oduct. 

Some  substitution  proponents 
ave  argued  that  the  dispensing  of  a 
escription  is  a simple  two-party 
lansaction  between  the  pharmacist 
nd  the  patient,  and  that  a substitut- 
'g  pharmacist  may  avoid  even  a 
•chnical  breach  of  contract  by  simply 
ptifying  the  patient  that  he  is  making 
ie  substitution.  I would  judge  that 
:w  courts  would  be  sympathetic 
ward  a pharmacist  who  substituted 
ithout  physician  approval  and  who 
ndertook  a legal  defense  that  seeks 
) make  the  patient  responsible  for 
ie  pharmacist’s  actions. 

educed  Prescription  Prices? 

Substitution  advocates  are 
uggesting  to  the  consumer,  and  par- 
cularly  the  consumer  activist,  that 
Bduced  prescription  prices  could 
)llow  legalization  of  substitution. 

/e  have  seen  absolutely  no  evidence 
) justify  this  claim.  To  the  contrary, 
xperience  in  Alberta,  Canada,  where 
institution  is  authorized,  suggests 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands  — of,  say,  ampicillin 
or  tetracycline  — or  how  long  they 
keep  “slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  "corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


cates as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

(1)  that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  tor  our  booklet,  "The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?" 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 


ROCHE  announces 
new 


BACTRIM 


Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 


a new  type  of  antibacterial 
for  a two-pronged  attack 
against  chronic  urinary 
tract  infections  due  to 
susceptible  organisms 


Bactrim  is  highly  effective  in  the  treatment  of  these 
infections- primarily  pyelonephritis,  pyelitis  and  cystitis — 
when  due  to  susceptible  organisms.  This  efficacy  is 
related  to  the  unique  mode  of  action  against  bacteria  (see 
illustration),  an  action  that,  in  effect,  makes  Bactrim  a new 
type  of  antibacterial. 


interruptions  occur  because  sulfamethoxazole 
and  trimethoprim  resemble  naturally  existing 
substrates.  By  competitive  replacement 
of  these  substrates,  they  inhibit  further 
synthesis. 


Bactrim  interrupts  the 

susceptible 

bacteria 


Unique  mode  of  action  interrupts  the  life  cycle 
at  two  important  points,  thereby  impeding 
the  production  of  nucleic  acids  and  proteins 
essential  to  these  bacteria.  These  consecutive 


<^ROCHE^> 

BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

for  chronic  urinary  tract  infections 

Before  prescribing,  please  see  complete  product  information  on  last  page  of  advertisement. 


Excellent  clinical  response 
in  chronic  urinary  tract 
infections  even  with 
obstructive  complications 

A multiclinic,  double-blind  study*  of  response  to  a 
ten-day  course  of  therapy  in  471;  patients  with 
chronic  urinary  tract  infections  demonstrated  the 
superiority  of  Bactrim.  On  the  10th  day  after  initia- 
tion of  therapy,  91.7%  (of  168  patients)  showed 
significant  bacteriological  response  to  Bactrim, 
compared  with  81.2%  (of  144  patients)  to  tri- 
methoprim and  64.5%  (of  155  patients)  to  sulfa- 
methoxazole. More  than  half  of  these  patients  had 
obstructive  complications. 

Excellent  response 
maintained 

Bactrim  proved  equally  impressive  in  maintain- 
ing this  bacteriological  response.  In  the  above  study, 
after  a ten-day  course  of  therapy  with  Bactrim, 
68.4%  of  patients  with  chronic  urinary  tract  infec- 
tions maintained  response  for  up  to  42  consecu- 
tive days,  compared  with  59.7%  with  trimethoprim 
and  44.4%  with  sulfamethoxazole.  These  results 
are  particularly  noteworthy  considering  the  number 
of  patients  with  obstructive  complications-cases 
regarded  as  being  notoriously  difficult  to  treat. 


Prescribing  considerations 

Clinical  Limitations:  Currently,  the  increasing  fre- 
quency of  resistant  organisms  is  a limitation  of  the 
usefulness  of  all  antibacterial  agents,  especially 
in  the  treatment  of  chronic  and  recurrent  urinary 
tract  infections.  Not  recommended  for  children 
under  twelve. 

Contraindications:  Hypersensitivity  to  trimethoprirr 
or  sulfonamides.  Pregnancy  and  during  the  nurs- 
ing period. 

Warnings  and  Precautions:  Both  sulfamethoxazole 
and  trimethoprim  have  been  reported  to  interfere 
with  hematopoiesis.  Complete  blood  counts  should 
be  done  frequently.  If  a significant  reduction  in  the 
count  of  any  formed  blood  element  is  noted,  Bactrirr 
should  be  discontinued.  Bactrim  should  be  given  j 
with  caution  to  patients  with  impaired  renal  or 
hepatic  function,  possible  folate  deficiency,  severe 
allergy  or  bronchial  asthma.  Maintain  adequate 
fluid  intake.  Urinalyses  with  careful  microscopic 
examination  and  renal  function  tests  should  be 
performed  during  therapy,  particularly  for  those 
patients  with  impaired  renal  function. 

Adverse  Effects:  Among  the  most  common  side 
effects  are  nausea,  vomiting,  rash,  leukopenia  and 
elevations  in  SGOT  and  creatinine. 

Usual  adult  dosage:  two  tablets  every  twelve  hours 
for  10  to  14  days;  no  loading  dose  required. 

*Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N.J.  07110 

T 4 patients  not  available  for  evaluation  at  day  10. 


"BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

for  chronic  urinary  tract  infections 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  N J 07110 


Complete  Product  Information: 

Description:  Bactrim  is  a synthetic  antibacterial  combination  prod- 
uct, available  in  scored  light-green  tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole. 

! Trimethoprim  is  2,4-diamino-5-(3,4,5-trimethoxybenzyl)  pyrimidine. 
It  is  a white  to  light-yellow,  odorless,  bitter  compound  with  a molec- 
i,  ular  weight  of  290.3. 

Sulfamethoxazole  is  /V'-(5-methyl-3-isoxazolyl)sulfanilamide.  It  is 
,:an  almost  white  in  color,  odorless,  tasteless  compound  with  a mo- 
lecular weight  of  253.28. 

Actions:  Microbiology:  Sulfamethoxazole  inhibits  bacterial  synthesis 
of  dihydrofolic  acid  by  competing  with  para- aminobenzoic  acid. 
Trimethoprim  blocks  the  production  of  tetrahydrofolic  acid  from  di- 
hydrofolic acid  by  binding  to  and  reversibly  inhibiting  the  required 
enzyme,  dihydrofolate  reductase.  Thus,  Bactrim  blocks  two  con- 
secutive steps  in  the  biosynthesis  of  nucleic  acids  and  proteins 
essential  to  many  bacteria. 

In  vitro  studies  have  shown  that  bacterial  resistance  develops  more 
slowly  with  Bactrim  than  with  trimethoprim  or  sulfamethoxazole 
j alone. 

In  vitro  serial  dilution  tests  have  shown  that  the  spectrum  of  anti- 

I bacterial  activity  of  Bactrim  includes  the  common  urinary  tract 
pathogens  with  the  exception  of  Pseudomonas  aeruginosa.  The  fol- 
lowing organisms  are  usually  susceptible:  Escherichia  coli,  Kleb- 
isiella-Enterobacter,  Proteus  mirabilis  and  indole-positive  proteus 
species. 


Representative  Minimum  Inhibitory  Concentration  Values 
for  Bactrim-Susceptible  Organisms 

(MIC— mcg/ml) 

Trimeth- 

oprim 

Sulfameth- 

oxazole 

TMP/SMX  (1:20) 

Bacteria 

alone 

alone 

TMP 

SMX 

Escherichia 

coli 

0.05-1.5 

1.0  -245 

0.05-0.5 

0.95-  9.5 

Proteus  spp. 
indole  positive 

0.5  -5.0 

7.35  -300 

0.05-1.5 

0.95-28.5 

Proteus 

mirabilis 

0.5  -1.5 

7.35  - 30 

0.05-0.15 

0.95-  2.85 

Klebsiella- 

Enterobacter 

0.15-5.0 

0.735-245 

0.05-1.5 

0.95-28.5 

I Human  Pharmacology:  Bactrim  is  rapidly  absorbed  following  oral 
administration.  The  blood  levels  of  trimethoprim  and  sulfamethoxa- 
zole are  similar  to  those  achieved  when  each  component  is  given 
alone.  Peak  blood  levels  for  the  individual  components  occur  one 
to  four  hours  after  oral  administration.  The  half-lives  of  sulfameth- 
oxazole and  trimethoprim,  10  and  16  hours  respectively,  are  rela- 
tively the  same  regardless  of  whether  these  compounds  are  admin- 
istered as  individual  components  or  as  Bactrim.  Detectable 
^mounts  of  trimethoprim  and  sulfamethoxazole  are  present  in  the 
blood  24  hours  after  drug  administration.  Free  sulfamethoxazole 
land  trimethoprim  blood  levels  are  proportionately  dose-dependent. 
i^On  repeated  administration,  the  steady-state  ratio  of  trimethoprim 
to  sulfamethoxazole  levels  in  the  blood  is  about  1:20. 

I Sulfamethoxazole  exists  in  the  blood  as  free,  conjugated  and  pro- 
tein-bound forms;  trimethoprim  is  present  as  free,  protein-bound 
and  metabolized  forms.  The  free  forms  are  considered  to  be  the 
therapeutically  active  forms.  Approximately  44  percent  of  trimeth- 
oprim and  70  percent  of  sulfamethoxazole  are  protein-bound  in  the 
blood.  The  presence  of  10  mg  percent  sulfamethoxazole  in  plasma 
decreases  the  protein  binding  of  trimethoprim  to  an  insignificant 
degree;  trimethoprim  does  not  influence  the  protein  binding  of 
sulfamethoxazole. 

Excretion  of  Bactrim  is  chiefly  by  the  kidneys  through  both  glomer- 
ular filtration  and  tubular  secretion.  Urine  concentrations  of  both 
sulfamethoxazole  and  trimethoprim  are  considerably  higher  than 
are  the  concentrations  in  the  blood.  When  administered  together 
as  in  Bactrim,  neither  sulfamethoxazole  nor  trimethoprim  affects 
i1  the  urinary  excretion  pattern  of  the  other. 

Indications:  Chronic  urinary  tract  infections  (primarily  pyelonephri- 
l tis,  pyelitis  and  cystitis)  due  to  susceptible  organisms  (usually 
' £.  coli,  Klebsiella-Enterobacter,  Proteus  mirabilis,  and,  less  fre- 
quently, indole-positive  proteus  species). 

Important  note:  Currently,  the  increasing  frequency  of  resistant  organ- 
isms is  a limitation  of  the  usefulness  of  all  antibacterial  agents,  espe- 
cially in  the  treatment  of  chronic  and  recurrent  urinary  tract  infections. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides. 
Pregnancy  and  during  the  nursing  period  (see  Reproduction 
Studies). 

Warnings:  Deaths  associated  with  the  administration  of  sulfonamides 
have  been  reported  from  hypersensitivity  reactions,  agranulocyto- 
i sis,  aplastic  anemia  and  other  blood  dyscrasias.  Experience  with 
trimethoprim  alone  is  much  more  limited,  but  it  has  been  reported 
to  interfere  with  hematopoiesis  in  occasional  patients.  In  elderly 
patients  concurrently  receiving  certain  diuretics,  primarily  thia- 
zides, an  increased  incidence  of  thrombopenia  with  purpura  has 
been  reported. 


The  presence  of  clinical  signs  such  as  sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  indications  of  serious  blood  dis- 
orders. Complete  blood  counts  should  be  done  frequently  in  pa- 
tients receiving  Bactrim.  If  a significant  reduction  in  the  count  of 
any  formed  blood  element  is  noted,  Bactrim  should  be  discontinued. 
At  the  present  time,  there  is  insufficient  clinical  information  on  the 
use  of  Bactrim  in  infants  and  children  under  12  years  of  age  to 
recommend  its  use. 

Precautions:  Bactrim  should  be  given  with  caution  to  patients  with 
impaired  renal  or  hepatic  function,  to  those  with  possible  folate 
deficiency  and  to  those  with  severe  allergy  or  bronchial  asthma.  In 
glucose-6-phosphate  dehydrogenase-deficient  individuals,  hemoly- 
sis may  occur.  This  reaction  is  frequently  dose-related.  Adequate 
fluid  intake  must  be  maintained  in  order  to  prevent  crystalluria  and 
stone  formation.  Urinalyses  with  careful  microscopic  examination 
and  renal  function  tests  should  be  performed  during  therapy,  par- 
ticularly for  those  patients  with  impaired  renal  function. 

Adverse  Reactions:  For  completeness,  all  major  reactions  to  sul- 
fonamides and  to  trimethoprim  are  included  below,  even  though 
they  may  not  have  been  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblastic 
anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia. 

Allergic  reactions:  Erythema  multiforme,  Stevens-Johnson  syn- 
drome, generalized  skin  eruptions,  epidermal  necrolysis,  urticaria, 
serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  re- 
actions, periorbital  edema,  conjunctival  and  scleral  injection,  pho- 
tosensitization, arthralgia  and  allergic  myocarditis. 

Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis. 

C.N.S.  reactions:  Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insomnia,  ap- 
athy, fatigue,  muscle  weakness  and  nervousness. 

Miscellaneous  reactions:  Drug  fever,  chills,  and  toxic  nephrosis  with 
oliguria  and  anuria.  Periarteritis  nodosa  and  L.  E.  phenomenon 
have  occurred. 

The  sulfonamides  bear  certain  chemical  similarities  to  some  goitro- 
gens,  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypogly- 
cemic agents.  Goiter  production,  diuresis  and  hypoglycemia  have 
occurred  rarely  in  patients  receiving  sulfonamides.  Cross-sensitivity 
may  exist  with  these  agents.  Rats  appear  to  be  especially  suscepti- 
ble to  the  goitrogenic  effects  of  sulfonamides,  and  long-term  ad- 
ministration has  produced  thyroid  malignancies  in  the  species. 
Dosage  and  Administration:  Not  recommended  for  use  in  children 
under  12  years  of  age. 

The  usual  adult  dosage  is  two  tablets  every  12  hours  for  10  to  14 
days. 


For  patients  with  renal  impairment: 


Creatinine  Clearance 
(ml/min) 

Recommended  Dosage 
Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

How  Supplied:  Tablets,  containing  80  mg  trimethoprim  and  400  mg 
sulfamethoxazole— bottles  of  100  and  500;  Tel-E-Dose®  packages 
of  1000;  Prescription  Paks  of  40,  available  singly  and  in  trays  of  10. 
Imprint  on  tablets:  ROCHE  50. 

Reproduction  Studies:  In  rats,  doses  of  533  mg/ kg  sulfamethoxazole 
or  200  mg/ kg  trimethoprim  produced  teratological  effects  mani- 
fested mainly  as  cleft  palates.  The  highest  dose  which  did  not  cause 
cleft  palates  in  rats  was  512  mg/ kg  sulfamethoxazole  or  192  mg/ kg 
trimethoprim  when  administered  separately.  In  two  studies  in  rats, 
no  teratology  was  observed  when  512  mg/ kg  of  sulfamethoxazole 
was  used  in  combination  with  128  mg/ kg  of  trimethoprim.  How- 
ever, in  one  study,  cleft  palates  were  observed  in  one  litter  out  of 
9 when  355  mg/ kg  of  sulfamethoxazole  was  used  in  combination 
with  88  mg/kg  of  trimethoprim. 

In  rabbits,  trimethoprim  administered  by  intubation  from  days  8 to 
16  of  pregnancy  at  dosages  up  to  500  mg/ kg  resulted  in  higher 
incidences  of  dead  and  resorbed  fetuses,  particularly  at  500  mg/  kg. 
However,  there  were  no  significant  drug-related  teratological  effects. 

BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J 07110 


PROFESSIONAL  LIABILITY 
INSURANCE 

PENNSYLVANIA  MEDICAL  SOCIETY 


(Sponsor) 

ARGONAUT  INSURANCE 

PARKER  & COMPANY  INC. 

COMPANY 

OF  PENNSYLVANIA 

(Underwriter) 

(Administrator) 

A long-term,  physician-oriented  insurance  partnership-designed  for  today  with 

tomorrow  in  mind! 


Check  the  Program’s  key  features — each  of  significant  value  to  you... 

★ No  member’s  application  can  be  rejected  without  the  applicant  having  the  right  to  request 
the  State  Society’s  review  and  concurrence... 

★ Five  year  coverage  cannot  be  canceled  or  non-renewed  (except  for  non-payment  of 
premium)  without  consent  of  the  State  Society  following  the  insured’s  appeal  for  review... 


★ State  Society  “peer  review”  of  individual  claim  or  suit  settlement  disputes... 

★ Primary  coverage  available  up  to  and  including  limits  of  $1,000,000... 

★ Physicians  previously  insured  under  Lloyds’  “claims  made”  policy  have  the  option  of 
purchasing  retroactive  “drop-back”  coverage  ... 

★ Extensive  involvement  by  State  Society  in  underwriting,  claims,  classification  statistics  and 
rate-making  developments... 

★ Planned  program  of  continuing  education  in  malpractice  claims  avoidance  and  preven- 
tion... 


Plan  now  on  participating...  with  the  State  Society  acting  as  the  physician’s  “ Ombudsman 
it’s  like  having  your  own  insurance  company...  only  better! 


Use  this  coupon  to  secure  an  application 


Name 


Office  Address 
City  


Telephone 


□ 


Medical  Specialty 


Date  your  professional  liability 
insurance  expires  


Mail  to: 

Parker  & Company  Inc.  of  Pennsylvania 
1616  Walnut  Street.  Philadelphia,  Pa.  19103 
Attention:  A.  John  Smither.  Vice-President 

I am  interested  in  participating  in  the  PMS  Lia- 
bility Insurance  Program.  Please  send  me  an 
application. 


Present  Carrier 


P.M.S.  endorses 
an  auto-leasing  program 
designed  exclusively 
for  member  doctors. 


We  are  pleased  to  announce  a new  plan  which, 
we  believe,  combines  the  best  elements  of  the 
various  forms  of  consumer  leases. 

We  further  believe  that  because  this  “True 
Lease  Plan”  is  limited  solely  to  doctors  who  are 
members  of  Pennsylvania  Medical  Society — and 
is  not  available  to  the  general  public,  it  provides 
a dramatically  low  price  structure  and  a unique 
flexibility  unobtainable  elsewhere. 

The  program  has  been  developed  through 
the  combined  efforts  of 

• Robert  B.  Anderson,  former  Secretary  of 
the  Treasury;  Chairman  of  the  Board  of 
Control  Leasing  Corp. 

• F.  J.  L.  Blasingame,  M.D.  — 10  years 
Executive  Vice-President  of  the  Ameri- 
can Medical  Association. 

• The  Pennsylvania  Medical  Society 

The  benefits  of  this  program  are  so  varied 
and  so  decidedly  directed  to  your  needs  as  a 
physician,  that  they  cannot  all  be  spelled  out  on 
this  page.  However,  every  possible  advantage  to 
you  has  been  structured  into  the  program  . . . like 


low  cost,  closed-end  lease  with  option  to  pur- 
chase vehicle  at  end  of  lease  for  a reasonable 
price  . . . like  accepting  your  car  as  trade-in  when 
leasing  you  a new  car  . . . like  no  security  deposit 
required  . . . and  of  greatest  importance,  the 
Pennsylvania  Medical  Society  has  arranged  that 
as  the  number  of  participants  in  this  program 
grows,  more  and  more  benefits  will  automatically 
be  made  available  to  everyone  in  the  program. 

May  we  suggest,  therefore,  that  you  write 
or  phone  the  Pennsylvania  Medical  Society  so 
that  complete  information  may  be  sent  to  you. 

Please  do  so  now,  whether  you  lease  or  own 
a car,  so  that  you  may  learn  how  fine  this  “True 
Lease  Plan”  is  for  you. 


CONTROL  LEASING  CORP. 

cl o PENNSYLVANIA  MEDICAL  SOCIETY 

20  ERFORD  ROAD,  LEMOYNE,  PA.  17043 

Gentlemen: 

Please  send  full  information  on  your 
Auto-Leasing  Program  designed 
exclusively  for  member  doctors. 

NAME 

ADDRESS 


CONTROL  LEASING  CORP. 
c/o  Pennsylvania  Medical  Society 
20  Erford  Road,  Lemoyne,  Penna.  17043 
(717)  238-1635 
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newsfronts 


State  Society  delegation  visits  lawmakers 


A delegation  of  State  Society 
members  visited  Washington  in  Sep- 
tember to  renew  friendships  with  Penn- 
sylvania's Congressmen  and  to  be 
briefed  on  current  legislation  by  the 
AMA  Washington  staff. 

Edgar  W.  Meiser,  M.D.,  of 
Lancaster,  chairman  of  the  Council  on 
Governmental  Relations,  headed  the 
delegation,  which  convened  for  a 
luncheon  briefing  conducted  by 
William  Colley,  AMA  director  of  Con- 
gressional relations,  and  his  staff. 

The  delegation  spent  the  balance  of 
the  day  calling  on  the  lawmakers  in 
their  offices,  and  discussing  specific 
areas  of  concern  in  current  legislation. 

They  came  together  in  the  evening  to 
host  a reception  which  was  attended  by 
virtually  all  Pennsylvania  members  of 
the  House  of  Representatives  and  by 
Senator  Richard  S.  Schweiker.  Senator 
Hugh  Scott  was  represented  by  his  ad- 
ministrative assistant,  and  a number  of 
other  executive  assistants  attended. 

At  the  AMA  briefing,  Medicredit, 

Study  seeks  patients 

Physicians  who  have  patients  suffer- 
ing from  chronic  lymphocytic  leukemia 
are  asked  to  refer  them  for  admission 
for  studies  being  conducted  by  the  Im- 
munology Branch  of  the  National 
Cancer  Institute  at  the  Clinical  Center 
of  the  National  Institute  of  Health. 

Patients  with  confirmed  diagnosis  of 
chronic  lymphocytic  leukemia  who 
have  a white  blood  cell  count  of 
25,000/mm:!  and  who  are  not  currently 
under  treatment  are  being  sought. 

Further  information  may  be  ob- 
tained by  contacting  Howard  B.  Dic- 
kler,  M.D.,  Immunology  Branch,  Na- 
tional Cancer  Institute,  National  Insti- 
tutes of  Health.  Clinical  Center,  Room 
4B  7.  Bethesda.  Md.  20014. 


The  1973-74  Pennsylvania  Medical  So- 
ciety Roster,  containing  component 
county  society  officers,  component 
county  society  members  with  ad- 
dresses and  specialty  codes,  and  an 
alphabetical  roster  of  PMS  members 
showing  county  affiliation,  is  now 
available.  Copies  may  be  obtained 
from  Society  Headquarters. 


the  AMA's  national  voluntary  health 
insurance  plan,  was  explained  in  detail. 
The  bill  which  would  provide  health 
care  for  all  through  insurance 
regardless  of  ability  to  pay  now  has  1 82 
sponsors,  163  in  the  House  and  19  in 
the  Senate,  seven  of  whom  are  Pennsyl- 
vanians. They  are  the  following 


members  of  the  House  of  Represent- 
atives: Gus  Yatron,  Sixth  District; 
George  A.  Goodling,  Nineteenth;  Al- 
bert W.  Johnson,  Twenty-Third; 
Lawrence  G.  Williams,  Seventh;  Fred 
B.  Rooney,  Fifteenth;  Edwin  D. 
Eshleman,  Sixteenth;  and  E.  G. 
Schuster,  Ninth. 


77  Hershey  freshmen  Pennsylvanians 


Seventy-seven  Pennsylvania  resi- 
dents are  among  the  newest  class  of 
eighty-six  medical  students  who  were 
welcomed  by  Harry  Prystowsky,  M.D., 
provost  and  dean,  at  the  Milton  S. 
Hershey  Medical  Center  of  Pennsyl- 
vania State  University  recently. 

The  Pennsylvania  students,  who 
comprise  90  percent  of  the  class,  come 
from  thirty-six  different  counties,  as 
follows:  Delaware  and  Montgomery 
Counties — 8 each;  Allegheny  and 
Philadelphia  Counties — 6 each;  Lu- 
zerne— 5;  Dauphin — 4;  Centre, 
Clinton,  and  Westmoreland — 3 each; 
Chester.  Erie,  Lackawanna,  Lancaster, 

ACP  schedules  meet 

The  American  College  of  Physicians 
will  hold  its  Eastern  Pennsylvania 
Regional  Meeting  at  Temple  Universi- 
ty Conference  Center  at  Sugarloaf, 
Philadelphia,  November  2-4. 

Information  may  be  obtained  from 
Francis  J.  Sweeney,  Jr.,  M.D.,  Thomas 
Jefferson  University  Hospital,  I 1th 
and  Walnut  Streets,  Philadelphia 
19107. 

HUP  sponsors  seminar 

A seminar  on  medical  care  evalua- 
tion for  peer  review  and  quality  assur- 
ance standards  will  be  given  by  the  Hos- 
pital Utilization  Project  in  cooperation 
with  the  University  of  Pittsburgh 
School  of  Medicine  in  Wilkes-Barre  at 
the  Treadway  Inn  November  1,  1973 
from  1 :30-8:00  p.m. 

Further  information  for  the  seminar, 
which  is  acceptable  for  four  credit 
hours  in  Category  One  for  the  AMA 
Physician’s  Recognition  Award  and  the 
PMS  membership  requirement,  may  be 
obtained  from  Judith  Andrews,  Hospi- 
tal Utilization  Project,  400  Penn 
Center  Blvd.,  Pittsburgh  15235. 


Lawrence,  Lehigh,  and  Northum- 
berland— 2 each;  and  Adams,  Beaver, 
Berks,  Butler.  Clearfield,  Columbia, 
Cumberland,  Fayette,  Franklin,  Hunt- 
ingdon, Indiana.  Lycoming,  McKean,  . 
Northampton,  Perry,  Venango,  and 
Wayne — one  each. 

The  new  class  increases  the  total  en- 
rollment of  medical  students  to  307. 

Dr.  Sevy  named  dean 
at  Temple  medical  school 

A new  dean  has  been  selected  at  I 
Temple  University  School  of  Medi-i 
cine.  He  is  Roger  W.  Sevy,  M.D., 
Ph.D.,  former  professor  and  chairman 
of  the  department  of  pharmacology  I 
and  researcher  into  the  causes  of 
hypertension.  He  replaces  Paul  Kotin, 


DR.  SEVY 

M.D.,  who  will  continue  as  vice  presi- 
dent of  Temple  University  Health 
Sciences  Center. 

“Dr.  Sevy  has  long  seen  the  wisdom 
of  bringing  diverse  specialists  together 
to  create  a team  approach  to 
teaching,"  Dr.  Kotin  said.  “Temple 
feels  quite  fortunate  to  have  selected 
an  outstanding  educator  from  its  own 
faculty  to  be  dean." 
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rotog  ravure 


1.  Representative  Joshua  Eil- 
berg;  Philip  Ingaglio,  M.D.  2. 

William  Colley,  director  of 
congressional  relations,  AMA; 
Representative  Joseph  Mc- 
Dade;  E.  L.  Youngue,  M.D.  3. 

William  Colley,  James  Foristel, 

AMA;  Jerry  Rothenberger, 
director  of  PaMPAC ; Repre- 
sentative Joseph  P.  Vigorito. 

4.  Representative  Fred  B. 
Rooney;  William  Colley.  5. 

Robert  Craig,  State  Society  director  of 
governmental  relations;  Represent- 
ative Gus  Yatron,  Jerry  Rothenberger. 
6.  J.  R.  Dornenberg,  M.D.;  Robert  Car- 
roll,  M.D.;  Representative  H.  John 
Heinz,  III.  Michael  P.  Levis,  M.D. 


On  the  cover  are: 

J.  R.  Dornenberg  M.D.;  Michael  P. 
Levis,  M.D.;  William  S.  Moorhead, 
Representative;  Robert  Carroll,  M.D. ; 
E.  L.  Youngue,  M.D.;  H.  David  Moore, 
executive  secretary,  Allegheny  County 
Medical  Society;  J.  R.  Dornenberg, 
M.D.;  J.  Y.  Templeton,  M.D.;  Senator 
Richard  S.  Schweiker,  Robert  F. 
Beckley,  M.D.;  A.  W.  Beverly,  M.D.; 
J.  Y.  Templeton,  M.D.;  Representative 
Joshua  Eilberg;  Philip  Ingaglio,  M.D.; 
Representative  Fred  B.  Rooney;  and 
C.  K.  Zug,  III,  M.D. 


OCTOBER  1973 
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First  certifying  due 

More  Pennsylvania  physicians  using  assistants 


The  number  of  physicians’  assistants 
actually  involved  in  patient  care  under 
the  supervision  of  a physician  has  con- 
tinued to  grow  in  Pennsylvania  and  in 
the  nation  as  a whole.  In  Pennsylvania 
this  growth  is  due  in  part  to  the  avail- 
ability of  graduates  from  Hahnemann's 
physician’s  assistant  program  and, 
recently,  from  Hershey’s  MEDEX  pro- 
gram. The  American  Medical  Associa- 
tion has  developed  an  active  accredita- 
tion process  for  physicians’  assistants 
schools  and  a certification  test  for 
physicians'  assistants.  The  AMA  cer- 
tification examination  will  be  offered 
for  the  first  time  in  December  of  this 
year. 

The  Pennsylvania  Medical  Society’s 
legal  counsel  several  years  ago 
presented  his  opinion  that  under  the 
present  Medical  Practice  Act  it  is  legal 
to  use  physicians’  assistants  in  Pennsyl- 
vania. House  Bill  760,  the  Pennsyl- 
vania Medical  Society’s  sponsored 
revision  of  the  Medical  Practice  Act, 
which  (in  Section  IV)  formally  states 
that  assistants  to  the  physician  may  be 
used  and  that  regulation  of  such  assist- 
ants will  be  under  the  Medical  Board, 
has  not  yet  been  brought  to  a vote  in 
the  Legislature.  Legislative  action  on 
the  bill  is  hoped  for  during  this  session. 
The  Legislature  seems  to  be  supportive 
of  the  physician's  assistant  concept  but 
has  not  taken  any  specific  action 
because  of  indecision  over  what  form 
regulation  of  assistants  should  take. 

The  use  of  the  physician's  assistant 
has  been  accompanied  by  relatively 
few  problems  considering  the  obvious 
difficulties  of  incorporating  a new  en- 
tity into  the  health  care  system. 
Recently,  a focus  of  attention  has  been 
the  physician’s  use  of  the  physician’s 
assistant  to  make  secondary  rounds, 
etc.,  in  the  hospital.  The  responsibility 
of  determining  the  activities  of  the 
physician’s  assistant  in  the  hospital  set- 
ting rest  primarily  with  the  medical 
staff,  with  the  eventual  concurrence 
with  the  board  of  the  hospital  in  any 
remaining  decisions.  This  approach, 
while  having  its  advantages,  has 
inhibited  the  use  of  the  physician’s  as- 
sistant in  the  hospital  until  an 
agreement  can  be  reached  between  the 
physician  using  an  assistant,  the  medi- 


cal staff  of  the  hospital,  and  finally  the 
board.  As  more  experience  is  gained, 
the  approval  process  should  become 
fairly  standard  and  routine. 

To  obtain  additional  information  on 
the  physician's  assistant  concept  or  to 


explore  the  possibility  of  hiring  a 
physician’s  assistant,  please  check  the 
appropriate  boxes  and  return  to  the 
Commission  on  Manpower,  Pennsyl- 
vania Medical  Society,  20  Erford 
Road,  Lemoyne,  Pennsylvania  17043. 


□ 1 would  like  to  receive  the  packet  of  information  on  physicians’  assistants. 

□ I would  like  to  explore  the  possibility  of  hiring  a physician’s  assistant.  Please 
make  my  name  available  to  the  Hahnemann,  Hershey,  and  MED1HC  pro- 
grams and  forward  to  me  the  names  of  formally  trained  physicians’  assistants 
who  contact  the  Pennsylvania  Medical  Society  concerning  job  opportunities  i 
in  Pennsylvania. 




MCP  psychiatric  symposium  scheduled 


The  department  of  psychiatry  of  the 
Medical  College  of  Pennsylvania 
(MCP)  will  hold  its  seventh  annual 
symposium  on  "The  Psychodynamic 
Implications  of  Various  Physiological 
Studies”  on  November  1 1,  1973,  at  the 
college. 

Speakers  will  include  Ben  W. 
Feather,  M.D.,  Ph.D.,  professor  of 
medical  sciences,  Brown  University; 

Society  cosponsors 
AMA  lecture  series 

A program  of  seminars  and  lectures 
to  stimulate  interest  in  the  medical 
sciences  will  be  held  on  college  and 
university  campuses  this  Fall.  The 
American  Medical  Association 
Council  on  Foods  and  Nutrition  has 
arranged  the  program.  The  Pennsyl- 
vania Medical  Society  is  a cosponsor. 

The  following  schools  will  partici- 
pate: Albright  College,  Reading; 

Allegheny  College,  Meadville;  Buck- 
nell  University,  Lewisburg;  Clarion 
State  College,  Clarion;  East  Strouds- 
burg State  College,  East  Stroudsburg; 
Edinboro  State  College,  Edinboro; 
Franklin  and  Marshall  College,  Lan- 
caster; Gannon  College,  Erie;  Geneva 
College,  Beaver  Falls;  Gettysburg 
College,  Gettysburg;  Indiana  Universi- 
ty of  Pennsylvania,  Indiana;  Juniata 
College,  Huntingdon;  Kings  College, 
Wilkes-Barre,  Lafayette  College, 
Easton;  Muhlenburg  College,  Allen- 
town; St.  Francis  College,  Loretto; 
Slippery  Rock  State  College,  Slippery 
Rock;  Wilkes  College,  Wilkes-Barre; 
and  Ursinus  College,  Collegeville. 


John  Paul  Brady,  M.D.,  professor  and 
acting  chairman,  department  of  psychi- 
atry, Hospital  of  the  University  of 
Pennsylvania;  Roy  M.  Whitman,  M.D., 
professor  of  psychiatry.  University  of 
Cincinnati  College  of  Medicine;  Judd 
Marmor,  M.D.,  Franz  Alexander 
Professor  of  Psychiatry,  University  of 
Southern  California  School  of  Medi- 
cine; and  John  M.  Rhoads,  M.D., 
professor  of  psychiatry,  Duke  Universi- 
ty Medical  Center. 

For  further  information  regarding 
the  program  which  carries  Category 
One  credit  for  the  AMA  Physician’s 
Recognition  Award  and  PMS  mem- 
bership requirement,  contact:  Depart- 
ment of  Psychiatry,  Medical  College  of 
Pennsylvania,  3300  Henry  Ave., 
Philadelphia,  Pa.  19129 — or  tele- 
phone: (215)  849-0400. 

Newest  specialty  grows 

The  number  of  family  physicians 
graduating  from  approved  family 
residency  programs  is  showing  a 
marked  increase  according  to  results 
of  a recent  survey  conducted  by  the 
educational  division  of  the  American 
Academy  of  Family  Physicians. 

To  date  413  family  physicians  have 
graduated  in  the  new  specialty,  and 
1,771  residents  are  presently  in 
training — an  increase  of  756  over  last 
year. 

Abington  Memorial  Hospital,  Ab- 
ington,  Pennsylvania,  hasone  of  ten  new 
training  programs  recently  approved, 
bringing  the  total  approved  programs 
to  173  nationally. 
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Volunteer  physicians  program  comes  to  end 


Pennsylvania's  Bac- 
Kelly  M.  Berkley,  Philadelphia 
Eugene  F.  Berkman,  Beaver 
Martin  R.  Bradley,  Philadelphia 
Daniel  H.  Brooks,  Pittsburgh 
Charles  N.  Chasler,  Pittsburgh 
Francis  P.  Colizzo,  White  Haven 
John  R.  Cope,  Indiana 
Harry  R.  Davis,  Boiling  Springs 
Matthew  J.  Drogowshi,  Freeland 
Franklin  D.  Gassaway,  Pittsburgh 
Robert  T.  Gildea,  Wilkes-Barre 
James  K.  Greenbaum,  Kittanning 
Joseph  B.  Griffith,  Sewickley 
William  F.  Haines,  Malvern 


i-My  Honor  Roll 

Henry  K.  Heller,  Bethlehem 
Ronald  J.  Hoy,  Pittsburgh 
John  C.  Kuehnle,  Philadelphia 
Martin  L.  Lee,  Danville 
Ralph  G.  Leighty,  Swissvale 
Walter  Luchinsky,  Ringtown 
Robert  D.  May,  Wayne 
Robert  W.  McLaughlin,  Eaton 
William  P.  Mulloy,  Philadelphia 
Pio  Julius  Pezzi,  Abington 
Charles  F.  Sparger,  Butler 
John  H.  Updegrove,  Easton 
John  M.  Wagner,  Clarks  Summit 
David  G.  Young,  Philadelphia 


Bac-Si-My  stands  as  a tribute  to 
some  of  the  things  that  are  right  with 
Americans.  Amid  the  disclosures  of 
secrecy,  the  accusations  of  complicity, 
the  ugliness  of  personal  gain  currently 
polluting  the  country,  the  record  of 
American  physicians  in  Vietnam 
stands  in  sharp  contrast. 

Bac-Si-My  is  the  Volunteer  Physi- 
cians for  Vietnam  Program.  Its  torch 
was  lighted  in  1965  by  the  govern- 
ment’s Agency  for  International  De- 
velopment. The  AMA  assumed  its  ad- 
ministration in  mid  1966,  continuing 
until  U.  S.  withdrawal  from  the  war 
caused  its  end  in  July  of  1973. 

During  these  eight  years,  U.S. 
physicians  had  a unique  opportunity  to 
i alleviate  the  suffering  and  rebuild  the 
lives  of  those  caught  in  the  political 
crossfire  of  destructive  and  often 
senseless  forces. 

Twenty-eight  Pennsylvania  physi- 
cians took  the  opportunity  to  partici- 
pate in  improving  the  care  for  the  ci- 
vilian population  of  South  Vietnam  by 


serving  in  provincial  hospitals  on 
teams  with  physicians  and  volunteers 
from  other  nations.  These  twenty-eight 
men  served  thirty-one  tours  of  duty, 
diagnosing,  treating,  introducing  mod- 
ern medical  methods,  and  setting  up 
teaching  programs  for  Vietnamese 
medical  auxiliaries  and  hospital  per- 
sonnel. They  were  part  of  a national 


effort  which  saw  776  American 
physicians  complete  1,029  tours  of 
duty. 

Their  work  stands  as  a testimony  to 
the  humanitarianism  and  profes- 
sionalism of  a group  of  men  who  rose 
above  politics,  personal  inconvenience, 
and  monetary  gain  to  do  what  was 
needed  when  it  was  necessary. 


Medical  series  on  public  broadcasting 


A series  of  five  medical  documenta- 
ries entitled  “The  Killers”  will  be 
shown  this  Fall  starting  November  19 
on  nationwide  Public  Broadcasting 
stations. 

Every  fourth  Monday  evening,  an 
hour  and  a half  program  will  deal  with 
one  of  the  major  killer  diseases:  heart, 
genetic  defects,  pulmonary  disease, 
trauma,  and  cancer. 

Designed  to  inform  the  public  about 
methods  of  prevention,  early  detec- 
tion, and  treatment,  the  programs  will 
be  coordinated  with  community  medi- 
cal action  plans.  Many  national  organ- 
izations will  participate  through  their 
local  branches.  Among  them  are  the 
American  Medical  Association,  the 
American  Cancer  Society,  the  Ameri- 
can Heart  Association,  and  various 
medical  specialty  groups. 

The  series  is  made  possible  by  a 
grant  from  the  Bristol-Myers  Com- 
pany. An  advisory  board  of  twenty- 
three  representatives  of  the  health  and 
medical  professions  is  working  on  edi- 
torial content  through  the  WNET/13 
Science  Program  Group. 


In  Pennsylvania  the  programs  will 
be  viewed  over  the  following  television 
channels. 


WLVT  Channel  39 
WZLN  Channel  54 
WITF  Channel  33 
WUH YChannel  35 
WQED  Channel  13 
WQEX  Channel  16 
WVIA  Channel  44 
WPSX  Channel  3 


Allentown 

Erie 

Hershey 

Philadelphia 

Pittsburgh 

Pittsburgh 

Scranton 

Clearfield 


Ehrlich  book  available 


George  E.  Ehrlich,  M.D.,  director  of 
the  Rheumatology  and  arthritis  Center 
at  the  Northern  Division,  Albert  Ein- 
stein Medical  Center,  has  written  a 
book,  Oculocutaneous  Manifestations 
of  Rheumatic  Diseases,  which  has 
been  published  by  S.  Karger.  It  corre- 
lates the  clinical  features  of  rheumatic 
diseases  (involving  skin,  eyes,  mouth, 
and  genital  organs)  with  current 
research  efforts. 

Earlier  this  year.  Dr.  Ehrlich 
authored  Total  Management  of  the 
Arthritic  Patient,  which  was  published 
by  J.  P.  Lippincott  Co. 


CHARLESN.  CHASLER.  M.D.. 
volunteer  physician  for  South 
Vietnam,  was  one  of  the  last 
physicians  to  leave  when  American 
troops  withdrew.  He  returned  with 
much  more  than  a satisfying  medical 
experience.  Three  small  Indochinese 
orphans  for  whom  rehabilitation 
was  impossible  in  their  own  country 
have  joined  the  Chasler  family. 

All  three  were  polio  victims.  Only 
Maria  could  walk.  According  to  Dr. 
Chasler,  “Claire  and  Terry  would 
never  have  been  able  to  stand 
upright  or  walk.  There  was  no  possi- 
bility of  the  surgery  and  therapy 
they  needed  in  Vietnam.  Now  I am 
hopeful  they  will  walk  some  day 
with  fewer  and  fewer  braces  and 
crutches.” 

Dr.  Chasler  is  a radiologist  at 
Magee  Womens  Hospital  in  Pitts- 
burgh. He  took  his  first  tour  of  vol- 
unteer duty  in  South  Vietnam  under 
the  auspices  of  the  American  Medi- 
cal Association  Program.  Sub- 
sequently he  returned  several  times 
at  his  own  expense  for  a total  of  thir- 
teen months  of  service. 
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1.  Are  your  primary  limits  of  liability 
high  enough  to  protect  you  ? 

2.  Are  you  protected  for  risks  not  covered  in  standard 
primary  personal  liability  policies? 

3.  Does  your  Professional  and  Personal  Liability  Insurance  Program 
give  you  all  the  coverage  you  need? 

4.  Are  you  sure  you  don’t  have  too  little  protection  for  some 
risks  and  too  much  for  others? 

If  your  answer  is  no  to  any  one  of  the  above  questions . . 
you  need  $1,000,000  worth  of  protection  with  a 
Personal/Professional  Umbrella  Liability 
Insurance  Policy. 


This  Excess  Liability  Insurance 
Program  does  not  affect  your  present 
primary  liability  coverage  with  your 
Agent /Broker  or  Insurance  Company. 


Please  send  me  an  application  for 
the  $1,000,000  Personal/Profes- 
sional Umbrella  Liability  Policy. 


THE  PERSONAL 
PROFESSIONAL 
UMBRELLA  LIABILITY 
INSURANCE  PROGRAM  HAS 
BEEN  ENDORSED 
BY  THE  PENNSYLVANIA 
MEDICAL  SOCIETY 


Office  Address. 


ADMINISTRATOR 


City. 


MEXKNDER 
KGENCY  NC 


INSURANCE  WORLD-WIDE  SINCE  1853 
Union  Bank  Building,  Pittsburgh,  PA.  15222 


State Zip 

Telephone 

Mail  to:  ALEXANDER  AGENCY,  INC. 

Union  Bank  Building,  Pittsburgh,  PA.  15222 


J 


^ We. . .urge  all  physicians  who 
perform  physical  examinations 
to  add  sequential  guaiac 
testing  with  dietary  preparation 
into  their  routine  profile. 

“This  would  provide  another 
parameter  useful  in  determining 
now  extensively  to  pursue  a g.i.  tract 
work-up,  and  many  unsuspected, 
hopefully  curable  [colo-rectal]  cancers 
might  be  brought  to  light 


Hastings,  J.B.,  in  Organization  and  Timetable 


For  information  on 

guaiac  testing  for 

occult  blood  with 

‘Hemoccult’,  mail  coupon... 

or  call  Pat  Hynes  (215)  564-2400 

or  your  Smith  Kline  Representative. 

Please  do  it  today! 

Colo-rectal  cancer  is  second  only 
to  lung  cancer  as  a cause  of  cancer 
deaths  in  the  United  States. 


Hemoccult’ 

guaiac  paper  test  for  occult  blood 


IB 


SJG-PM  10/73 


SMITH  KLINE  DIAGNOSTICS 

Division  of  SmithKhne  Corporation 
Dept.  E-47 

1500  Spring  Garden  Street,  Philadelphia,  Pa  19101 
Please  send  me: 

boxes  of  100  Hemoccult'  Slides  @$15.00  each 

'Hemoccult'  Tape  Dispensers  @$9.00  each 

Additional  Information  □ Check  enclosed. 

□ Please  bill  me. 

Name 


■n 


Street  Address_ 
City 


_State_ 


-Zip. 


Signature. 
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practice  management 


Does  a practice  survey  pay  off? 

Leif  C.  Beck,  LL.B. 

Bala  Cynwyd 


I have  occasionally  asked  of  what  value  a “general  practice 
survey”  by  an  independent  management  consultant  might  be 
to  a medical  office.  There  is  no  one  answer — for  it  obviously 
depends  on  the  nature  of  each  practice,  its  doctors,  and  its 
present  characteristics.  A number  of  doctors  might,  however, 
substantially  improve  their  efficiency  and  effectiveness,  both 
financially  and  from  a patient  care  standpoint,  by  having  an 
experienced  outsider  review  all  aspects  of  their  practices. 

Surveys  usually  involve  the  following  elements.  The  first 
one  is  the  receipt  and  study  of  as  much  information  on  the 
practice  and  its  doctors  as  possible  in  advance  of  the  consult- 
ant’s actual  visit.  Useful  materials  would  include  tax  returns 
and  financial  statements,  partnership  or  corporation  docu- 
ments, pre-survey  questionnaires  completed  by  each  doctor, 
and  all  other  comments  which  any  doctor  thinks  will  help 
make  the  physical  visit  more  effective. 


Practices  need  checkups  too 

The  survey  will  then  involve  as  much  of  the  management 
consultant’s  time  at  the  medical  office  as  is  necessary  to  inter- 
view the  doctors  and  aides  involved,  to  study,  all  office 
systems,  and  generally  to  understand  the  practice  and  its  peo- 
ple. A one,  two,  or  three  man  practice  usually  requires  a full 
day's  attendance,  while  larger  practices  may  require  more 
time  to  cover  all  matters  adequately. 

The  physical  survey  will  often  end  with  a meeting  between 
the  management  consultant  and  the  doctor  or  doctors.  At 
that  time,  the  consultant  should  attempt  to  set  out  his  tenta- 
tive observations  and  suggestions  for  discussion,  although  the 
doctors  must  recognize  the  difficulty  of  making  a coherent 
presentation  immediately  after  a full  day  of  information 
gathering. 

Finally,  a written  report  should  be  prepared  and  submitted 
to  the  doctor  or  doctors  involved  within  a couple  of  weeks 
after  the  physical  survey.  The  report  should  pull  no  punches 
in  telling  what  improvements  or  changes  appear  called  for. 
As  an  example,  1 have  often  said  that  I will  not  be  disap- 
pointed if  any  suggestion  is  rejected  by  the  doctors,  but  I will 

Mr.  Beck  is  President  of  Management  Consulting  for  Profes- 
sionals, Inc.,  Bala  Cynwyd,  Pennsylvania. 


be  upset  if  they  agree  with  me  but  fail  to  act.  In  this  respect,  1 
usually  include  a checklist  which  serves  as  a handy  agenda 
for  doctors'  meetings  to  implement  my  report  and  as  a 
scorecard  to  record  their  progress. 

One  can  rarely  predict  how  a survey  will  proceed  or  what 
values  it  really  will  have  to  the  client.  Examples  of  common 
recommendations  made  in  my  survey  reports  may,  howev- 
er, be  useful  to  the  readers  in  determining  whether  a man- 
agement consultant's  practice  survey  will  be  helpful  to 
them.  Perhaps  these  various  examples,  which  will  continue 
in  next  month's  article,  will  also  help  doctors  improve  their 
own  practices  before  calling  for  outside  help. 

Personnel  Matters 

A.  Office  Management — In  many  cases,  I have  recom- 
mended that  a practice  appoint  one  specific  aide  as  office 
manager.  This  is  admittedly  a matter  which  can  have  both 
positive  and  negative  effects  on  office  efficiency,  and  so  the 
recommendation  is  made  only  after  careful  interviewing  has 
established  a reasonable  likelihood  of  success.  In  some 
cases,  therefore.  I have  flatly  recommended  against  desig- 
nating an  office  manager. 

The  larger  the  practice,  the  greater  the  usefulness  of  an 
office  manager.  Groups  numbering  from  perhaps  eight 
doctors  and  up  should  be  active  enough  to  justify  hiring  a 
person  solely  as  office  manager  with  no  responsibility  to 
perform  the  usual  aides'  duties. 

1 also  occasionally  suggest  designating  one  doctor  from  a 
group  to  act  as  “managing  doctor.”  This  channels  responsi- 
bility for  management  to  one  individual,  helping  avoid  the 
dilemma  of  "everyone  manages  but  no  one  manages.”  The 
dubious  honor  of  managing  doctor  might  go  to  the  individ- 
ual who  displays  an  interest  or  flair  for  administration.  In 
many  cases  the  job  can  be  rotated  among  some  or  all  doctors. 
Care  should  be  exercised,  however,  that  the  task  should  not 
simply  go  to  the  senior  doctor  as  though  it  were  his  right. 

B.  Office  Meetings — All  personnel  should  attend  a staff 
meeting  at  least  once  a month,  often  as  frequently  as 
weekly.  The  advantages  are  tremendous:  (1)  improved  com- 
munication among  aides,  which  helps  remove  gripes  and 
gives  a feeling  of  cooperation;  (2)  opportunities  to  improve 
office  efficiency  by  having  the  persons  most  concerned  de- 
velop improvements;  (3)  improved  office  morale  fostered  by 
the  feeling  of  working  together.  I also  urge  one  or  more  of 
the  doctors  to  attend  the  staff  meetings  often,  for  this  en- 
ables both  the  physicians  and  the  staff  to  communicate  their 
respective  needs  and  problems. 

Similarly,  I sometimes  find  that  in  busy  group  practices 
the  doctors  themselves  rarely  sit  down  to  discuss  their  busi- 
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ness.  They  should  regularly  schedule  a meeting,  perhaps 
monthly,  to  review  their  practice  and  methods  of  improving 
it. 

C.  Specialization  of  Duties — Medical  offices  are  routinely 
more  efficient  if  each  side  has  specific  duties  to  perform. 
This  is  so  even  though  smaller  practices  require  a degree  of 
crossing  between  jobs  because  of  vacations,  sick  leaves, 
lunch  breaks,  etc.  Whereas  aides  in  those  smaller  offices 
may  have  to  perform  all  tasks  from  time  to  time,  they 
should  have  specific  primary  responsibilities. 

D.  Office  Policy  Manual — Every  office,  no  matter  how  few 
aides  it  has,  should  have  its  employee  policies  reduced  to 
writing.  This  avoids  embarrassments  and  uncertainties  on 
both  sides  as  to  such  matters  as  salary  raises,  vacation 
rights,  paid  sick  leave,  fringe  benefits,  etc.  A model  office 
manual  and  discussion  of  its  uses  appeared  in  my  article  in 
the  April  1972  issue  of  Pennsylvania  Medicine. 

E.  Annual  Salary  Review — Many  doctors  complain  of  con- 
stant pressures  to  raise  their  aides’  salaries.  Others  have 
reported  virtually  no  salary  increases  for  several  years,  in 
which  cases  the  aides  have  expressed  considerable  unrest.  In 
either  case,  1 recommend  adoption  of  a single  date  each 
year  when  all  salaries  will  be  reviewed  and  adjusted.  The 
annual  salary  review  prevents  the  employer  from  being 
“whipsawed”  by  successive  aides'  pressures  for  pay  raises, 
while  on  the  other  hand  it  assures  the  staff  of  fair  consider- 
ation of  all  wages  once  a year.  Especially  since  wages  are 
subject  to  federal  controls,  even-handed  adjustment  of  all 
salaries  is  more  important  than  ever. 

F.  Involvement  of  Wife  in  Practice — A number  of  one- 
and  two-man  practices  use  a doctor's  wife  for  part-time  help 
keeping  the  books,  billing,  patients,  etc.  The  arrangement  is 
often  an  outgrowth  of  a doctor’s  modest  beginning  in  prac- 
tice when  it  was  felt  additional  paid  help  could  not  be  af- 
forded. I have  found  that  a wife’s  part-time  involvement  is 
generally  unsatisfactory  to  all  concerned,  yet  disengaging 
her  from  the  work  may  be  unusually  difficult  because  of  the 
emotions  involved.  Sometimes  my  direct  recommendation 
that  all  practice  bookkeeping  and  similar  duties  be  consoli- 
dated in  the  office,  using  only  paid  staff,  will  help  overcome 
the  wife’s  resistance. 

G.  Bonding  of  Aides — No  matter  how  much  a practice 
may  trust  and  respect  its  aides,  I believe  it  should  take  out  a 
fidelity  bond  insuring  them  and  the  practice  against  loss  by 
theft  or  otherwise.  The  cost  is  minor,  yet  the  likelihood  of 
insurance  repayment  in  case  of  loss  is  some  comfort  to  both 
the  employer  and  the  employee.  Taking  out  such  a bond  is 
not  an  indication  of  lack  of  confidence  in  the  aides,  and 
doing  so  upon  survey  recommendation  sometimes  helps 
emphasize  this. 

Patient  Matters 

A.  Realistic  Office  Scheduling — Too  many  doctors 
designed  their  office  schedules  years  ago  and  failed  to  revise 
them  to  meet  changed  circumstances.  The  result  may  be 
crowded  waiting  rooms,  unhappy  patients,  and  harassed  of- 
fice personnel.  My  surveys  thus  may  result  in  recommen- 
dations that  scheduling  be  revised  to  conform  to  the 
doctor's  present  time  demands.  If.  for  instance,  a doctor  can 
rarely  finish  hospital  rounds  until  9:30  in  the  morning,  he 
should  cease  scheduling  office  visits  starting  at  9:00. 


Who's  heating  the  pizza  in  the  autoclave? 

Similarly,  if  a pediatrician  averages  eight  unscheduled  sick 
visits  per  day,  he  should  block  out  enough  of  his  schedule 
for  this  purpose.  Still  other  practices  might  revise  the  time 
intervals  for  appointments,  adopt  “wave"  appointment 
systems,  or  otherwise  change  their  scheduling  to  conform  to 
actual  office  experience.  Any  such  improvements  may  make 
the  practice  a bit  more  bearable  for  both  physician  and  staff 
and  undoubtedly  for  the  patients. 

B.  Use  of  Aides  with  Patients — Practices  vary  rather  dra- 
matically in  the  number  of  patients  seen  per  hour.  While  the 
difference  is  often  due  to  the  doctors’  own  personalities,  too 
many  doctors  seem  to  “waste"  time  performing  tasks  not 
requiring  their  expertise.  Secretaries  and  nurses  could,  for 
instance,  obtain  basic  patient  medical  information,  certainly 
give  various  injections,  handle  EKGs,  etc.  Various  aides 
can  hand  out  preprinted  instructions  dealing  with  problems 
common  to  the  practice.  While  these  points  may  seem  self- 
evident  to  many  readers,  it  is  surprising  how  often  they 
have  been  overlooked. 

C.  Patient  Information  Booklets — Certain  standard  infor- 
mation should  be  given  to  patients:  billing  and  payment 
policies,  insurance  arrangements,  office  hours  and  tele- 
phone procedures,  instructions  for  common  medical  or  sur- 
gical services,  etc.  These  items  can  be  collected  into  a useful 
and  attractive  “patient  information  booklet"  for  handing  to 
each  new  patient  upon  his  or  her  first  visit.  Such  a booklet 
is  an  especially  effective  device  to  “train"  patients  on  such 
matters  as  payment  for  services  when  rendered  (at  the 
source),  non-participation  in  Blue  Shield  or  medicare,  and 
the  like.  Its  use  can  save  your  aides  considerable  time  and 
annoyance  in  explaining  the  same  office  policies  time  after 
time. 

Financial  Matters 

A.  Reducing  the  Checking  Account — Many  practices 
maintain  checking  account  balances  far  higher  than  needed 
to  meet  expenses.  1 recently  surveyed  a practice,  for  ex- 
ample, in  which  the  account  exceeded  $125,000 — probably 
$100,000  more  than  necessary.  This  is  an  obvious  waste  of 
(Continued  on  page  60) 
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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
(diazepam)  part  of  your  treatment 
plan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  what  his  response  has 
been.  Along  with  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
when  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  when  dosage  guidelines 
are  followed,  Valium  is  well 
tolerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5-mg 
and  10-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
ported  side  effects. 

Until  response  is  determined, 
oatients  receiving  Valium  should 
De  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly'  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  1000. 


\al  ium 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 


Recommendation^  on 
Combination  Live  Vims  Vaccines 


American  Academy 
of  Pediatrics 

Committee  on 
Infectious  Diseases 

In  the  September  15,  1971  AAP  News- 
letter sent  to  Academy  members,  the  Com- 
mittee on  Infectious  Diseases  of  the 
American  Academy  of  Pediatrics  stated 
its  recommendations  on  the  use  of  com- 
bination live  virus  vaccines.  After  a care- 
ful review  of  available  data,  the  committee 
concluded  that: 

• “This  information  indicates  that  the 
products  are  both  safe  and  effective  when 
used  as  directed.” 

• The  vaccine  “...can,  therefore,  be  rec- 
ommended with  the  obvious  advan- 
tages of  reduction  in  the  number 

of  injections  for  any  given 
child  and  a concomitant  de- 
crease in  the  required 
visits  to  a physician’s  of- 
fice or  clinic.” 


^For  complete  text  of  both 
recommendations  see  your 
MSD  representative  or  write 
to  Professional  Service  Dept., 
Merck  Sharp  & Dohme, 

West  Point,  Pa.  19486. 


' ’"V. 
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United  States 
Public  Health  Service 

Advisory  Committee  on 
Immunization  Practices 

In  the  April  24,  1971  issue  of  Morbidity 
and  Mortality  Weekly  Report , the  Advis- 
ory Committee  on  Immunization  Prac- 
tices of  the  United  States  Public  Health 
Service  presented  recommendations  on 
the  use  of  combination  live  virus  vaccines. 
The  committee  stated  that: 

• “Data  indicate  that  antibody  response 
to  each  component  of  these  combination 
vaccines  is  comparable  with  antibody  re- 
sponse to  the  individual  vaccines  given 
separately. 

• “There  is  no  evidence  that  ad- 
verse reactions  to  the  combined 
products  occur  more  fre- 
quently or  are  more  severe 
than  known  reactions  to  the 
individual  vaccines  (see  per- 
tinent ACIP  recommenda- 
tions). 

• “The  obvious  convenience 
of  giving  already  selected 
antigens  in  combined  form 
should  encourage  considera- 
tion of  using  these  products 
when  appropriate.” 


(MEASLES,  MUMPS  AND  RUBELLA 
VIRUS  VACCINE,  LIVE  I MSD) 

Single-dose  vials 


M-M-R,  given  in  a single  injection,  fits  easily  into 
your  routine  immunization  program  for  well  babies. 

Given  at  age  12  months,  M-M-R  provides  for  vaccina- 
tion early  in  life  against  measles,  mumps,  and  rubella. 


MSD  suggested  immunization  schedule  for  well  babies 

Age 

Vaccine(s) 

2 months 

DPT  (diphtheria-pertussis-tetanus) 
Oral  poliomyelitis  vaccine  (triple) 

3 months 

DPT1 

4 months 

DPT 

Oral  poliomyelitis  vaccine  (triple) 

6 months 

Oral  poliomyelitis  vaccine  (triple) 

12  MONTHS 

M-M-R  (MEASLES,  MUMPS  AND 
RUBELLA  VIRUS  VACCINE,  LIVE,  MSD) 

1.  This  vaccination  may  be  given  at  3 months,  5 months,  or  at  6 months,  depending  on  your  preference  or  on  the  condition 
of  the  child. 

Since  vaccination  with  a live  virus  vaccine  may  depress  the  results  of  a tuberculin  test  for  four  weeks  or  longer,  the  test  and 
the  vaccine  should  not  be  given  during  the  same  office  visit. 

'Trademark  of  Merck  & Co,,  Inc. 


For  a brief  summary  of  prescribing  information,  please  see  following  page. 


(MEASLES,  MUMPS  AND 
VIRUS  VACCINE,  LIVE 

Single-dose  vials 


RUBELLA 

MSD) 


No  untoward  reactions  peculiar  to  the  combination 
vaccine  (M-M-R)  have  been  reported. 

Moderate  fever  (101-102. 9 F)  occurs  occasionally.  High 
fever  (over  103  F)  occurs  less  commonly.  On  rare  occa- 
sions, children  who  develop  fever  may  exhibit  febrile 
convulsions.  Rash  (usually  minimal  and  without  gen- 
eralized distribution)  may  occur  infrequently. 

Since  clinical  experience  with  measles,  mumps,  and 
rubella  virus  vaccines  given  individually  indicates 
that  very  rarely  encephalitis  and  other  nervous  system 
reactions  have  occurred,  such  reactions  may  also  occur 
with  M-M-R.  A cause  and  effect  relationship,  however, 


has  not  been  established. 

Excretion  of  the  live  attenuated  rubella  virus  from  the 
throat  has  occurred  in  the  majority  of  susceptible  in- 
dividuals administered  the  rubella  vaccine.  There  is  no 
definitive  evidence  to  indicate  that  such  virus  is  con- 
tagious to  susceptible  persons  who  are  in  contact  with 
the  vaccinated  individuals.  Consequently,  transmission, 
while  accepted  as  a theoretical  possibility,  has  not  been 
regarded  as  a significant  risk. 

Must  not  be  given  to  women  who  are  pregnant  or 
who  might  become  pregnant  within  three  months 
following  vaccination. 


Contraindications:  Pregnancy  or  possibility  of  preg- 
nancy within  three  months  following  vaccination;  in- 
fants less  than  one  year  old;  sensitivity  to  chicken  or 
duck,  chicken  or  duck  eggs  or  feathers,  or  neomycin; 
any  febrile  respiratory  illness  or  other  active  febrile 
infection;  active  untreated  tuberculosis;  therapy  with 
ACTH,  corticosteroids,  irradiation,  alkylating  agents, 
or  antimetabolites;  blood  dyscrasias,  leukemia,  lym- 
phomas of  any  type,  or  other  malignant  neoplasms 
affecting  the  bone  marrow  or  lymphatic  systems; 
gamma  globulin  deficiency,  i.e.,  agammaglobulinemia, 
hypogammaglobulinemia,  and  dysgammaglobulinemia. 
Precautions:  Administer  subcutaneously;  do  not  give 
intravenously.  Epinephrine  should  be  available  for 
immediate  use  should  an  anaphylactoid  reaction  occur. 
Should  not  be  given  less  than  one  month  before  or 
after  immunization  with  other  live  virus  vaccines; 
vaccination  should  be  deferred  for  at  least  six  weeks 
following  blood  transfusions  or  administration  of  more 
than  0.02  cc  immune  serum  globulin  (human)  per 
pound  of  body  weight,  or  human  plasma. 

Due  caution  should  be  employed  in  children  with  a 
history  of  febrile  convulsions,  cerebral  injury,  or  any 
other  condition  in  which  stress  due  to  fever  should  be 
avoided.  The  physician  should  be  alert  to  the  tempera- 
ture elevation  which  may  occur  after  vaccination. 
Excretion  of  the  live  attenuated  rubella  virus  from 
the  throat  has  occurred  in  the  majority  of  susceptible 
individuals  administered  the  rubella  vaccine.  There 
is  no  definitive  evidence  to  indicate  that  such  virus  is 
contagious  to  susceptible  persons  who  are  in  contact 
with  the  vaccinated  individuals.  Consequently,  trans- 
mission, while  accepted  as  a theoretical  possibility, 
has  not  been  regarded  as  a significant  risk. 
Attenuated  live  virus  measles  and  mumps  vaccines, 
given  separately,  may  temporarily  depress  tuberculin 
skin  sensitivity;  therefore,  if  a tuberculin  test  is  to  be 
done,  it  should  be  scheduled  before  vaccination,  to 
avoid  the  possibility  of  a false  negative  response. 
Before  reconstitution,  refrigerate  vaccine  at  2-8  C 
(35.6-46.4  F)  and  protect  from  light.  Use  only  diluent 
supplied  to  reconstitute  vaccine.  If  not  used  immedi- 
ately, return  reconstituted  vaccine  to  refrigerator  at 
2-8  C (35.6-46.4  F),  and  discard  after  eight  hours. 


Adverse  Reactions:  Fever,  rash;  mild  local  reactions 
such  as  erythema,  induration,  tenderness,  regional 
lymphadenopathy;  parotitis;  thrombocytopenia  and 
purpura;  allergic  reactions  such  as  urticaria;  arthritis, 
arthralgia,  and  polyneuritis. 

Occasionally,  moderate  fever  (101-102.9  F);  less  com- 
monly, high  fever  (above  103  F);  rarely,  febrile  con- 
vulsions. 

Encephalitis  and  other  nervous  system  reactions  that 
have  occurred  very  rarely  with  the  individual  vaccines 
may  also  occur  with  the  combined  vaccine. 

Transient  arthritis,  arthralgia,  and  polyneuritis  are 
features  of  natural  rubella  and  vary  in  frequency  and 
severity  with  age  and  sex,  being  greatest  in  adult  fe- 
males and  least  in  prepubertal  children.  Such  reac- 
tions have  been  reported  with  live  attenuated  rubella 
virus  vaccines.  Symptoms  relating  to  joints  (pain, 
swelling,  stiffness,  etc.)  and  to  peripheral  nerves  (pain, 
numbness,  tingling,  etc.)  occurring  within  approxi- 
mately two  months  after  immunization  should  be  con- 
sidered as  possibly  vaccine  related.  Symptoms  have 
generally  been  mild  and  of  no  more  than  three  days’ 
duration.  The  incidence  in  prepubertal  children  would 
appear  to  be  less  than  l°/o  for  reactions  that  would 
interfere  with  normal  activity  or  necessitate  medical 
attention. 

How  Supplied:  Single-dose  vials  of  lyophilized  vac- 
cine, containing  when  reconstituted  not  less  than 
1,000  TCIDso  (tissue  culture  infectious  doses)  of 
measles  virus  vaccine,  live,  attenuated,  5,000  TCID50  of 
mumps  virus  vaccine,  live,  and  1,000  TCIDso  of  rubella 
virus  vaccine,  live,  expressed  in  terms  of  the  assigned 
titer  of  the  NIH  Reference  Measles,  Mumps,  and  Ru- 
bella Viruses,  and  approximately  25  meg  neomycin, 
with  a disposable  syringe  containing  diluent  and  fitted 
with  a 25-gauge,  Vs"  needle.  Also  in  boxes  of  10  single- 
dose vials  nested  in  a pop-out  tray 
with  a separate  box  of  10  diluent- 
containing  syringes. 

For  more  detailed  information,  con- 
sult your  MSD  representative  or  see 
full  prescribing  information.  Merck 
Sharp  & Dohme,  Division  of  Merck 
& Co.,  Inc.,  West  Point,  Pa.  19486 
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Methy (testosterone  N.F. 


mg 


tb£  treatment  of  impotence  due  to  androgenic  deficiencyTrTtn^  male. 


DESCRIPTION:  Methylteslosterone /is  1 7/?-Hydroxy-1 7- 
Matbylandrost-4-§n-3-ofle.  ACTION#:  Methyitestosterone 
is  an  oil  soluble  androgenic  hprmone.  INDICATIONS:  In 
the  male:  1.  Eunuchoidism  and  eunichism.  2.  Male  cli- 
macteric symptoms  when  these  are  secondary  to  andro- 
gen deficiency.  3.  Impotence  due  to  androgenic  deficien- 
cy. 4.  Postpuberal  cryptorchidism  with  evidence  of  hypo- 
gonadism. Cholestatic  hepatitis  with  jaundice  and  altered 
-tests,  such  as  increased  BSP  retention  and 
rises  in  SGOT  levels,  have  been  reported  after  Methyites- 
tosterone. These  changes  appear  to  be  related  to  dosage 
of  the  drug  Therefore,  in  the  presence  of  any  changes  in 
liver  function  tests,  drug  should  be  discontinued.  PRE- 
CAUTIONS: Prolonged  dosage  of  androgen  may  result  in 
sodium  and  fluid  retention.  This  may  present  a problem, 
especially  in  patients  with  compromised  cardiac  reserve 
or  renal  disease  In  treating  males  for  symptoms  of  cli- 


macteric, avoid  stimulation  to  the  point  of  increasing  the 
nervous,  mental,  and  physical  activities  beyond  the  pa- 
tient’s cardiovascular  capacity.  CONTRAINDICATIONS: 
Contraindicated  in  persons  with  known  or  suspected  car- 
cinoma of  the  prostate  and  in  carcinoma  of  the  male 
breast.  Contraindicated  in  the  presence  of  severe  liver 
damage.  WARNINGS:  If  priapism  or  other  signs  of  exces- 
sive sexual  stimulation  develop,  discontinue  therapy.  In 
the  male,  prolonged  administration  or  excessive  dosage 
may  cause  inhibition  of  testicular  function,  with  resultant 
ohgospermia  and  decrease  in  ejaculatory  volume.  Use 
cautiously  In  young  boys  to  avoid  premature  epiphyseal 
closure  or  precocious  sexual  development.  Hypersensi- 
tivity and  gynecomastia  may  occur  rarely.  PBI  may  be 
decreased  in  patients  taking  androgens.  Hypercalcemia 
may  occur,  particularly  during  therapy  for  metastatic 
breast  carcinoma.  If  this  occurs,  the  drug  should  be  dis- 


continued. ADVERSE  REACTIONS:  Cholestatic  jaundice  • 
Oligospermia  and  decreased  ejaculatory  volume  • Hyper- 
calcemia particularly  in  patients  with  metastatic  breast 
carcinoma  This  usually  indicates  progression  of  bone 
metastases  • Sodium  and  water  retention  • Priapism  • 
Virilization  In  female  patients  • Hypersensitivity  and  gyne- 
comastia DOSAGE  AND  ADMINISTRATION:  Dosage  must 
be  strictly  individualized,  as  patients  vary  widely  in  re- 
quirements. Oaily  requirements  are  best  administered  in 
divided  doses.  The  following  is  suggested  as  an  average 
daily  dosage  guide.  In  the  male:  Eunuchoidism  and 
eunuchism.  10  to  40  mg.;  Male  climacteric  symptoms  and 
impotence  due  to  androgen  deficiency,  10  to  40  mg.; 
Postpuberal  cryptorchism,  30  mg.  HOW  SUPPLIED:  5, 
10,  25  mg  in  bottles  of  60,  250. 


io 
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the  smooth  road 
to  thyroid  replacement 

therapy. 

Synth  raid  is  I4. 

It  provides  your  patients  with 
what  is  needed  for  complete 
thyroid  replacement  therapy. 


Free  Tab-Minder  sample 
packages  available 
from  Flint  Professional 
Services  Department. 


Indications:  SYNTHROID  (sodium  levothyroxine) 
is  specific  replacement  therapy  for  diminished 
or  absent  thyroid  function  resulting  from  pri- 
mary or  secondary  atrophy  of  the  gland,  con- 
genital defect,  surgery,  excessive  radiation,  or 
antithyroid  drugs.  Indications  for  SYNTHROID 
(sodium  levothyroxine)  Tablets  include  myxe- 
dema, hypothyroidism  without  myxedema,  hypo- 
thyroidism in  pregnancy,  pediatric  and  geriatric 
hypothyroidism,  hypopituitary  hypothyroidism, 
simple  (nontoxic)  goiter,  and  reproductive  dis- 
orders associated  with  hypothyroidism.  SYN- 
THROID (sodium  levothyroxine)  lor  Injection  is 
indicated  for  intravenous  use  in  myxedematous 
coma  and  other  thyroid  dysfunctions  where 
rapid  replacement  of  the  hormone  is  required. 
The  injection  is  also  indicated  for  intramuscular 
use  in  cases  where  the  oral  route  is  suspect  or 
contraindicated  due  to  existing  conditions  or  to 
absorption  defects,  and  when  a rapid  onset  of 
effect  is  not  desired. 


Precautions:  As  with  other  thyroid  preparations, 
an  overdosage  of  SYNTHROID  (sodium  levothy- 
roxine) may  cause  diarrhea  or  cramps,  nervous- 
ness, tremors,  tachycardia,  vomiting  and 
continued  weight  loss.  These  effects  may  begin 
after  four  or  five  days  or  may  not  become  appar- 
ent for  one  to  three  weeks.  Patients  receiving 
the  drug  should  be  observed  closely  for  signs  of 
thyrotoxicosis.  If  indications  of  overdosage  ap- 
pear, discontinue  medication  for  2-6  days,  then 
resume  at  a lower  dosage  level.  In  patients  with 
diabetes  mellitus,  careful  observations  should 
be  made  for  changes  in  insulin  or  other  antidia- 
betic drug  dosage  requirements.  If  hypothyroid- 
ism is  accompanied  by  adrenal  insufficiency, 
such  as  Addison's  Disease  (chronic  adrenocor- 
tical insufficiency),  Simmonds's  Disease  (pan- 
hypopituitarism) or  Cushing’s  syndrome 
(hyperadrenalism),  these  dysfunctions  must  be 
corrected  prior  to  and  during  SYNTHROID  (so- 
dium levothyroxine)  administration.  The  drug 


should  be  administered  with  caution  to  patien  , 
with  cardiovascular  disease;  development  <J 
chest  pains  or  other  aggravations  of  cardiovaii 
cular  disease  requires  a reduction  in  dosage,  jl 


Contraindications:  Thyrotoxicosis,  acute  myoca 
dial  infarction.  Side  effects:  The  effects  of  SYf) 
THROID  (sodium  levothyroxine)  therapy  are  slo1 
in  being  manifested.  Side  effects,  when  they  d 
occur,  are  secondary  to  increased  rates  of  bod 
metabolism;  sweating,  heart  palpitations  wit 
or  without  pain,  leg  cramps,  and  weight  loss 
Diarrhea,  vomiting,  and  nervousness  have  als 
been  observed.  Myxedematous  patients  wit 
heart  disease  have  died  from  abrupt  increase 
in  dosage  of  thyroid  drugs.  Careful  observatio 
of  the  patient  during  the  beginning  of  any  th> 
roid  therapy  will  alert  the  physician  to  any  ur 
toward  effects. 


It  has  been  shown  that  Synthroid  (T4) 
converts  to  T3  at  the  cellular  level 
to  supply  metabolic  needs.  L 2 


1 Synthroid  is  T4. 

o 

**  Because  T4  converts  to  T3  at  the  cellular 
level,  it  provides  full  thyroid  replacement 
at  maintenance  doses.1  2 

3x4  hormone  content  is  controlled 
by  chemical  assay. 

4 Synthroid  is  assayed  chemically; 
no  biologic  test  is  necessary  to 
measure  potency. 

5 Synthroid  provides  predictable 
results  when  used  with  current 
thyroid  function  tests. 

6 Synthroid  is  the  most  prescribed 
brand  name  of  thyroid  in  the  U.  S. 
and  Canada. 


7 Sodium  levothyroxine  in  Synthroid 
tablets  is  chemically  pure.  It  does  not 
contain  any  animal  gland  parts. 


8 When  stored  properly,  Synthroid  has  a 
longer  shelf  life  than  desiccated  thyroids. 

9 On  a daily  basis,  Synthroid  is  cost 
competitive  with  other  thyroid 
products. 


The  smooth  road  to 
thyroid  replacement  therapy. 


Synthroid 

(sodium  levothyroxine) 


1.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and  Sterling, 
K.:  Conversion  of  Thyroxine  (T4)  to  Triiodothyro- 
nine (T3)  in  Athyreotic  Human  Subjects,  J.  Clin. 
Invest.  49:855-64,  1970. 

2.  Surks,  M.  I.,  Schadlow,  A.  R.,  and  Oppen- 
heimer,  J.  H.:  A New  Radioimmunoassay  for 
Plasma  L-Triiodothyronine:  Measurements  in 
Thyroid  Disease  and  in  Patients  Maintained  on 
Hormonal  Replacement.  J.  Clin.  Invest.  51:3104- 
13,  1972. 


n most  cases  with  side  effects,  a reduction  of 
;age  followed  by  a more  gradual  adjustment 
ward  will  result  in  a more  accurate  indication 
he  patient’s  dosage  requirements  without  the 
jearance  of  side  effects. 


sage  and  Administration:  The  activity  of 
i.l  mg.  SYNTHROID  (sodium  levothyroxine) 
3LET  is  equivalent  to  approximately  one  grain 
roid,  U.S.P.  Administer  SYNTHROID  tablets 
a single  daily  dose.  In  hypothyroidism  with- 
myxedema,  the  usual  initial  adult  dose  is 
mg.  daily,  and  may  be  increased  by  0.1  mg. 
ry  30  days  until  proper  metabolic  balance  is 
lined.  Clinical  evaluation  should  be  made 
nthly  and  PBI  measurements  about  every  90 
is.  Final  maintenance  dosage  will  usually 
ge  from  0.2-0. 4 mg.  daily.  In  adult  myxedema, 
rting  dose  should  be  0.025  mg.  daily.  The 


dose  may  be  increased  to  0.05  mg.  after  two 
weeks  and  to  0.1  mg.  at  the  end  of  a second  two 
weeks.  The  daily  dose  may  be  further  increased 
at  two-month  intervals  by  0.1  mg.  until  the  opti- 
mum maintenance  dose  is  reached  (0. 1-1.0  mg. 
daily). 


Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg., 
0.15  mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and 
color-coded,  in  bottles  of  100,  500,  and  1000.  In- 
jection: 500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  U.S.P.,  in  10  ml.  single- 
dose vial,  with  5 ml.  vial  of  Sodium  Chloride  In- 
jection, U.S.P.,  as  a diluent.  SYNTHROID 
(sodium  levothyroxine)  for  Injection  may  be  ad- 
ministered intravenously  utilizing  200-400  meg. 
of  a solution  containing  100  meg.  per  ml.  If  sig- 
nificant improvement  is  not  shown  the  following 
day,  a repeat  injection  of  100-200  meg.  may  be 
given. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 

Deerfield.  Illinois  60015 


Colic?  Diarrhea?  Eczema?  Asthma? 
Rhinorrhea?  Fretfulness?  Fitful  Sleep 

Soyalac  is  offer 
the  answer. 

This  ailing,  wailing  syndrome  in  infants  (and  older 
children)  is  all  too  familiar.  Fortunately,  the  physicis 
has  at  his  command  a trusted  ally:  milk-free,  fibre- 
free,  hypo-allergenic  Soyalac. 

Soyalac  is  palatable,  readily  digested  and  assiir 
ilated.  It  simulates  human  milk  in  appearance,  taste 
texture.  It  is  complete  with  vitamins  and  minerals. 

It  is  equally  suitable  for  children  and  adults  allergic 
to  cow’s  milk. 

Through  the  years  Soyalac  has  proved  its  valu 
— in  promoting  growth  and  development  — as  atteste 
by  extensive  clinical  data. 

Free  samples  and  literature  on  request. 

A simple  note  on  your  prescription  form  will  do. 

Now  available  in  3 forms: 

Concentrated  Liquid, 

Ready-to-Serve,  Powdered 


a product  of 

LOMA  LINDA  FOODS 

MEDICAL  PRODUCTS  DIVISION 

RIVERSIDE,  CALIFORNIA  92505 
Mount  Vernon,  Ohio  43050,  U S A. 


Banana-Flavored  Donnagel  PG 

The  civilized  solution  to  the  age-old  problem  of  diarrhea. 


The  evolution  of  Donnagel  - PG: 

Kaolin  and  pectin  to  provide  demulcent-detoxicant  effects. 

Belladonna  alkaloids  for  antispasmodic  benefits. 

Powdered  opium,  the  therapeutic  equivalent  of  paregoric— without 
the  unpleasant  taste— to  promote  the  production  of  formed  stools  and 
lessen  the  urge. 

And  a delicious  banana  flavor  good  enough  for  the  most  discriminating 
tastes. 

All  together  in  the  evolutionary  discovery  that’s  the  best-tasting  way 
yet  to  treat  acute,  non-specific  diarrheas. 


Donnagel  PG 

Donnagel  with  paregoric  equivalent. 


Each  30cc.  contains: 

Kaolin 6.0  g. 

Pectin 142.8  mg. 

Hyoscyamine  sulfate 0.1037  mg. 

Atropine  sulfate 0.0194  mg. 

Hyoscine  hydrobromide 0.0065  mg. 

Powdered  opium,  USP 24.0  mg. 

(equivalent  to  paregoric  6 ml.) 

(warning:  may  be  habit  forming) 

Sodium  benzoate 

(preservative) 60.0  mg. 

Alcohol,  5% 


(v  Available  on  oral  prescription  or  without  prescription 
in  compliance  with  applicable  state  and  local  law. 
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Chimp  courtesy  of  Ringling  Brothers  & Bamum  & Bailey  Combined  Shows.  Inc. 


A.  H Robins  Company,  Richmond,  Virginia  23220 


Robitussf 


The  coughing  season  is  here  again.  Time  to 
rely  on  the  four  Robitussins  and  Cough 
Calmers  to  help  clear  the  lower  respiratory 
tract.  All  contain  glyceryl  guaiacolate,  the 
efficient  expectorant  that  works  systemically 
to  help  increase  the  output  of  lower  respiratory 
tract  fluid.  The  enhanced  flow  of  less  viscid 
secretions  soothes  the  tracheobronchial  mu- 
cosa, promotes  ciliary  action,  and  makes  thick, 
inspissated  mucus  less  viscid  and  easier  to 
raise.  Available  on  your  prescription  or  recom- 
mendation. 

For  coughs  of  colds  and  “flu” 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

ROBITUSSIN  A-C®  0 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 


ROBITUSSIN-DM® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide 15  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form  for  “coughs  on  the  go” 


COUGH  CALMERS® 

Each  Cough  Calmer  contains: 

Glyceryl  guaiacolate 50  mg. 

Dextromethorphan  hydrobromide 7.5  mg. 


elect  the  Robitussin® 
Clear-Tract”  Formulation 
That  Treats  Your  Patient’s 
Individual  Coughing 
Needs: 
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ROBITUSSIN®  • 

• 

ROBITUSSIN  A-C®  • 

* 

ROBITUSSIN-DM®  • 

* 

* 

ROBITUSSIN-PE®  • 

• 

COUGH  CALMERS®  ■ 

■ 

■ 

■ 

<eep  this  handy  chart  as  a guide  in  selecting  the  formula  that  provides  the  benefits  you  want  for  your  patient. 


Relieves  cough,  clears  sinuses  and  nasal  passages — 
keeps  them  “drip-dry”  but  not  bone  dry 


ROBITUSSIN-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride 10  mg. 

Alcohol,  1.4% 


/I'H'pOBINS 

A.  H.  Robins  Company,  Richmond,  Virginia  23220 
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itorials 


Opportunity  to  learn 


The  1973  Educational  and  Scientific  Assembly  sponsored 
by  the  Keystone  State  Medical  Society,  Pennsylvania  Medi- 
cal Society,  Pennsylvania  Nurses  Association,  and  Pennsyl- 
vania Osteopathic  Medical  Association  will  be  held  at  the 
Host  Inn  of  Harrisburg,  October  10  to  13.  Entitled  “The 
Humanistic  Medical  Team,”  the  four  day  conference 
includes  topics  of  interest  to  physicians,  nurses,  and  educa- 
tors. The  objective  of  the  conference  is  “to  identify  and  con- 
trast for  all  educators  a philosophy  of  medical  education  that 
will  encourage  a team  approach  both  in  teaching  and  the 
student  product  for  more  effective  health  care  delivery.” 

Three  morning  sessions  will  be  devoted  to  a "Heart 
Course"  which  will  be  acceptable  for  Category  One  credit. 
The  course  will  cover  bedside  diagnosis  of  heart  disease  with 
a discussion  of  pathophysiology  of  signs  and  symptoms  being 
presented.  This  will  be  followed  on  the  second  day  by  discus- 
sions of  arrhythmias,  cardiac  pacing,  CCUs,  and  ECGs.  The 
last  session  will  be  devoted  to  current  concepts  in  car- 
diovascular disease. 

Concurrent  with  the  heart  course  will  be  a “Lung  Course.” 


The  three  day  program  will  offer  current  information  on  a 
multitude  of  topics  including  blood  gases  and  ventilatory 
studies,  acute  pulmonary  problems  such  as  embolism  and  the 
adult  respiratory  distress  syndrome,  and  chronic  pulmonary 
problems  such  as  carcinoma  of  the  lung  and  emphysema.  The 
lung  course  will  also  be  acceptable  for  Category  One  credit. 

I n keeping  with  the  heart-lung  theme,  a nurses  seminar  on 
"The  patient  with  cardiopulmonary  disease”  will  be  offered 
Wednesday  morning,  followed  by  two  sessions  in  the  after- 
noon which  will  cover  rehabilitation. 

The  final  day  and  a half  of  the  meeting  will  present  a vari- 
ety of  topics  relating  to  continuing  medical  education, 
ranging  from  preparation  of  instructional  objectives  to  an  in- 
depth  discussion  of  use  of  physicians’  assistants.  Medical  edu- 
cators will  want  to  read  over  the  program  to  choose  those  ses- 
sions most  likely  to  aid  them  in  the  performance  of  their 
duties. 

David  A.  Smith,  M.D. 

Medical  Editor 
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New  thoughts  on  distribution 

To  the  Editor: 

Health  manpower  studies  I have  seen  assume  that  the 
numerical  ratio  of  physicians  to  population  determines 
physician  need.  For  example,  the  ratio  in  Philadelphia  is 
1 :47 1 , and  in  Somerset  it  is  1:1810. 

The  assumption  is  that  since  Somerset  County  has  only 
one-fourth  of  Philadelphia’s  physicians-to-population  ratio, 
then  Somerset  needs  more  physicians.  Further,  this  premise 
is  used  to  argue  a position  with  definite  implications  for  ed- 
ucational policy. 

But  I would  argue  that,  in  a very  real  sense,  areas  with  a 
high  concentration  of  physicians  probably  need  them  more 
than  those  with  low  concentrations.  This  is  not  to  say  that 
everybody  in  the  state  has  all  the  medical  care  they  need.  It 
is  only  to  say  that  the  statistics  hide  as  much  as  they  reveal. 

Consider  greater  Philadelphia  and  its  population.  There 
are  the  urban  poor,  who  are  sick  more  often,  who  have  a 
higher  infant  mortality  rate,  and  who  consequently  place 
greater  demands  on  local  health  manpower  and  facilities. 
There  are,  at  the  same  time,  the  suburban  affluent  who  peri- 
odically insist  on  maintaining  themselves  with  check-ups, 
who  call  upon  the  doctors  when  junior  has  a headache  and 
Sis  her  first  menstruation,  and  who  consequently  place 
greater  demands  on  local  health  manpower  and  facilities. 


Both  groups  require  the  support  of  an  extensive  health  care 
establishment — the  poor  because  they  are  sick  and  need 
help,  the  well-to-do  because  they  are  well  and  want  to  stay 
well. 

Now  consider  rural  Pennsylvania  (though  not  perhaps 
Appalachia).  The  disparity  between  rich  and  poor  is  not  as 
great,  so  that  widely  separate  reasons  for  medical  care  are 
not  as  likely  to  obtain.  The  incidence  of  sickness  and  the 
rate  ot  mortality  are  relatively  lower,  on  the  one  hand. 
Those  who  are  merely  "comfortable”  are  nowhere  near  as 
likely,  on  the  other  hand,  to  call  upon  a physician  for 
reasons  which  they  would  no  doubt  regard  as  trivial  or 
trifling.  This  group,  consequently,  may  have  fewer 
physicians  available  to  it,  but  they  do  not  need  or  demand 
them  as  much  as  do  urban  or  suburban  populations.  They 
have  less,  but  this  does  not  mean  they  need  more. 

My  conclusion  is  this:  what  we  need  in  planning  for  med- 
ical education  is  data  on  the  accessibility  and  the  efficient 
use  of  health  care.  How  often  is  such  care  needed — for 
whatever  reason— and  not  available?  How  often  is  one 
physician  looking  for  patients  at  the  same  time  that  another 
has  a closed  practice?  How  often  could  the  ailment  treated 
bY  a physician  have  been  handled  adequately  by  a nurse  or 
health  corpsman.’  How  often,  when  we  use  the  economic 
phrase  demand/supply,  does  demand  mean  only  an  absence 
of  medical  personnel,  rather  than  a positive  insistence,  a 
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demand  by  consumers,  for  a medical  product  or  service? 

If  we  do  not  look  for  these  figures,  then  we  are  suggesting 
to  the  good  people  of  Somerset  County  that  they  have  not 
the  good  sense  to  know  that  they  ought  to  use  their  doctors 
more  often.  If  we  continue  to  rely  on  a mere  headcount, 
then  we  are  telling  the  enterprising  medical  school  that  it 
should  enlarge  itself  beyond  all  our  ability  to  support  it. 

Dominic  V.  O’Brien,  Ph.  D. 

Higher  Education  Associate 

Bureau  of  Planning 

Pennsylvania  Department  of  Education 

How  good  is  your  penmanship? 

To  the  Editor: 

I have  compiled  a listing  of  drugs  whose  names  look  alike 
or  sound  alike.  When  a pharmacist  takes  a prescription  over 


Have  a problem? 

We  can’t  solve  it  unless  we  know  about  it.  Call 

your  Field  Contact  man  collect.  He's  here  to  help 

you. 

Field  Contact  Staff 

Charles  G.  Appleby 

William  A.  McDaniel 

Adams 

Armstrong 

Cumberland 

Butler 

Dauphin 

Clarion 

Franklin 

Indiana 

Lancaster 

Jefferson 

Lebanon 

Venango 

Perry 

John  C.  Rogalski 

York 

Blair 

L.  Riegel  Haas 

Centre 

Berks 

Clearfield 

Bucks 

Clinton 

Chester 

Columbia 

Delaware 

Elk-Cameron 

Lehigh 

Huntingdon 

Montgomery 

Lycoming 

Northampton 

Mifflin-Juniata 

Philadelphia 

Montour 

Kenneth  B.  Jones 

Northumberland 

Bedford 

Potter 

Cambria 

Schuylkill 

Fayette 

Tioga 

Greene 

Union 

Somerset 

Robert  R,  Weiser 

Washington 

Bradford 

Robert  L.  Lamb 

Carbon 

Crawford 

Lackawanna 

Erie 

Luzerne 

McKean 

Monroe 

Mercer 

Susquehanna 

Warren 

Wayne-Pike 

Donald  N.  McCoy 

Wyoming 

Allegheny 

Beaver 

Lawrence 

Telephone  (717)  238-1635 

Westmoreland 

the  telephone  or  attempts  to  decipher  a physician’s  hand- 
writing, a drug  product  not  intended  by  the  prescriber 
might  be  dispensed.  Such  an  error  might  be  the  result  of  a 
sound-alike  or  look-alike  drug. 

1 am  enclosing  a partial  list  of  such  drugs  with  striking 
similarities.  Physicians  are  urged  to  exercise  great  care 
when  writing  or  telephoning  prescriptions. 


Aerolone 

Aralen 

Arlidin 

Demerol 

Dicumarol 

Temaril 

Digoxin 

Digitoxin 

Desoxyn 

Dilantin 

Delalutin 

Deladumone 

Edecrin 

Ecotrin 

Medaprin 

Esimil 

Isomel 

Estomul 

Ethinamate 

Ethamide 

Ethionamide 

Femogen 

Phenergan 

Phenaphen 

Haldrone 

Halodrin 

Haldol 

Keflex 

Kalpec 

Kolpix 

Maalow 

Marax 

Maolate 

Mebaral 

Mellaril 

Medrol 

Metreton 

Meratran 

Mephyton 

Orabiotic 

Urobiotic 

Otobiotic 

Ornade 

Orinase 

Ornex 

Percodan 

Percorten 

Percobarb 

Persantine 

Persistin 

Trasentive 

Sansert 

Cenasert 

Singoserp 

Supranol 

Sopronol 

Supradin 

Synthroid 

Synthaloids 

Cystorrhoids 

Benjamin  Teplitsky,  R.  Ph. 
Brooklyn,  New  York 


Would  you  like  to  put  this  one  on  your  master  charge  . . . It’s 
a honey . . . 
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new  mem 


bers 


ALLEGHENY  COUNTY: 

Joseph  P.  Concannon,  M.D.,  Allegheny  General  Hospital,  Pitts- 
burgh 15212. 

Marcelo  B.  Corpuz,  Jr.,  M.D.,  5 Grandview  Ave.,  Pittsburgh 
15211. 

Rodney  W.  Cranston,  M.D.,  Children’s  Hospital,  Pittsburgh 
15213. 

Mike  Danoff,  M.D.,  Presbyterian  University  Hospital,  Pittsburgh 
15213. 

Erden  Fikri,  M.D.,  Western  Pennsylvania  Hospital,  Pittsburgh 
15224. 

Ute  Hasiba,  M.D.,  University  of  Pittsburgh  School  of  Medicine, 
Pittsburgh  15213. 

Gumercindo  R.  Jose,  M.D.,  Penn  Hills  Medical  Center,  9909 
Frankstown  Rd.,  Pittsburgh  15235. 

Irwin  L.  Katz,  M.D.,  Mercy  Hospital,  Pittsburgh  15219. 

Carol  L.  Lake,  M.D.,  Mercy  Hospital,  Pittsburgh  15219. 

Richard  K.  Lanz,  M.D.,  615  Washington  Rd.,  Pittsburgh  15228. 

Pavel  Maivald,  M.D.,  Presbyterian  University  Hospital,  Pitts- 
burgh 15213. 

Timothy  A.  McHugh,  M.D.,  Mercy  Hospital,  Pittsburgh  15219. 

David  Lee  Miller,  M.D.,  3520  Fifth  Ave.,  Pittsburgh  15213. 

Sukanta  K.  Mukhopadhyay,  M.D.,  McKeesport  Hospital, 
McKeesport  15132. 

M.  Mohammed  Nisar,  M.D.,  Allegheny  General  Hospital,  Pitts- 
burgh 15212. 

Thomas  F.  Rosenberg,  M.D.,  125  DeSoto  St.,  Pittsburgh  15213. 

Frederick  J.  Sauerburger,  M.D.,  St.  Francis  General  Hospital, 
Pittsburgh  15201. 

Peter  G.  Sellei,  M.D.,  352  Camelot  Drive,  Pittsburgh  15220. 

Robert  K.  Sigman,  M.D.,  4328  Glen  Lytle  Rd.,  Pittsburgh  15217. 

Swaminathan  Valliappan,  M.D.,  University  of  Pittsburgh,  Scaife 
Hall,  Pittsburgh  15213. 

Ramon  A.  Vasquez,  M.D.,  1100  State  Ave.,  Corapolis  15108. 

Eugene  S.  Wiener,  M.D.,  Children’s  Hospital,  Pittsburgh  15213. 


BEAVER  COUNTY: 

Seoup  Chong  Lee,  M.D.,  Medical  Center  of  Beaver  County, 
Rochester  15074. 

BERKS  COUNTY: 

Paul  C.  Aita,  M.D.,  216  S.  Sixth  Ave.,  West  Reading  19602. 
Chia-Lang  Liu,  M.D.,  523  E.  Fifth  St.,  Birdsboro  19508. 

David  Sussman,  M.D.,  420  N.  Fifth  St.,  Reading  19601. 

BLAIR  COUNTY: 

Harriet  S.  Mclnnes,  M.D.,  206  Allegheny  St.,  Hollidaysburg 
16648. 

BUCKS  COUNTY: 

Jaime  Arcilla,  M.D.,  210  Makefield  Rd.,  Morrisville  19067. 

Danilo  V.  Lucila,  M.D.,  Station  A.,  Trenton,  N.J.  08625. 

Harold  J.  Mann,  M.D.,  80  Second  St.  Pike,  Southampton  18966. 
Ernesto  Y.  Medina,  M.D.  8222  Colfax  Sts.,  Philadelphia  19136. 
Jose  R.  Ombao,  M.D.,  618  Hood  Blvd.,  Fairless  Hills  19030. 


CAMBRIA  COUNTY: 

Harry  M.  Cube,  M.D.,  1 1 57  Franklin  St.,  Johnstown  1 5905. 
William  P.  Pearson,  M.D.,  Center  Town  Mall,  Johnstown  1 5901 . 
Rifat  M.  Pere,  M.D.,  325  Diamond  Blvd.,  Johnstown  15905. 

CHESTER  COUNTY: 

Hilarion  A.  Beronilla,  Jr.,  M.D.,  108  Chester  County  Medical 
Bldg.,  West  Chester  19380. 

Harris  R.  Hayman,  M.D.,  122  Lancaster  Ave.,  Malvern  19335. 

Nicholas  G.  Spyropoulos,  M.D.,  519  E.  Chestnut  St.,  Coates- 
ville  19320. 

(Continued  on  page  64) 


PROLOID®  (thyroglobulin) 

Caution:  Federal  law  prohibits  dispensing  without 
prescription. 

Description.  Proloid  (thyroglobulin)  is  obtained 
from  a purified  extract  of  frozen  hog  thyroid. 
It  contains  the  known  calorigenically  active 
components,  Sodium  Levothyroxine  (To)  and 
Sodium  Liothyronine  (T3).  Proloid  (thyroglobu- 
lin) conforms  to  the  primary  USP  specifications 
for  desiccated  thyroid— for  iodine  based  on 
chemical  assay— and  is  also  biologically  as- 
sayed and  standardized  in  animals. 

Chromatographic  analysis  to  standardize  the 
Sodium  Levothyroxine  and  Sodium  Liothyro- 
nine content  of  Proloid  (thyroglobulin)  is  rou- 
tinely employed. 

The  ratio  of  T4  and  T3  in  Proloid  (thyroglob- 
ulin is  approximately  2.5  to  1 . 

Proloid  (thyroglobulin)  is  stable  when  stored 
at  usual  room  temperature. 

Indications.  Proloid  (thyroglobulin)  is  thyroid 
replacement  therapy  for  conditions  of  inade- 
quate endogenous  thyroid  production:  eg., 
cretinism  and  myxedema.  Replacement  therapy 
will  be  effective  only  in  manifestations  of  hypo- 
thyroidism. 

In  simple  (nontoxic)  goiter,  Proloid  (thyro- 
globulin)  may  be  tried  therapeutically,  in  non- 
emergency situations,  in  an  attempt  to  reduce 
the  size  of  such  goiters. 

Contraindication.  Thyroid  preparations  are 
contraindicated  in  the  presence  of  uncorrected 
adrenal  insufficiency. 

Warnings.  Thyroglobulin  should  not  be  used 
in  the  presence  of  cardiovascular  disease  un- 
less thyroid-replacement  therapy  is  clearly  in- 
dicated. If  the  latter  exists,  low  doses  should 
be  instituted  beginning  at  0.5  to  1.0  grain  (32 
to  64  mg)  and  Increased  by  the  same  amount 
in  increments  at  two-week  intervals.  This  de- 
mands careful  clinical  judgment. 

Morphologic  hypogonadism  and  nephroses 
should  be  ruled  out  before  the  drug  is  admin- 
istered. If  hypopituitarism  is  present,  the  adre- 
nal deficiency  must  be  corrected  prior  to 
starting  the  drug. 

Myxedematous  patients  are  very  sensitive  to 
thyroid  and  dosage  should  be  started  at  a very 
low  level  and  increased  gradually. 

Precaution.  As  with  all  thyroid  preparations 
this  drug  will  alter  results  of  thyroid  function 
tests. 

Adverse  Reactions.  Overdosage  or  too  rapid 
increase  in  dosage  may  result  in  signs  and 
symptoms  of  hyperthyroidism,  such  as  men- 
strual irregularities,  nervousness,  cardiac  ar- 
rhythmias, and  angina  pectoris. 

Dosage  and  Administration.  Optimal  dosage 
is  usually  determined  by  the  patient’s  clinical 
response.  Confirmatory  tests  include  BMR,  T3 
13'l  resin  sponge  uptake,  T3  '3II  red  cell  up- 
take, Thyro  Binding  Index  (TBI),  and  Achilles 
Tendon  Reflex  Test,  Clinical  experience  has 
shown  that  a normal  PBI  (3.5-8  mcg/100  ml) 
will  be  obtained  in  patients  made  clinically 
euthyroid  when  the  content  of  T4  and  T3  is 
adequate.  Dosage  should  be  started  in  small 
amounts  and  increased  gradually  with  incre- 
ments at  intervals  of  one  to  two  weeks.  Usual 
maintenance  dose  is  0.5  to  3.0  grains  (32  to 
190  mg)  daily. 

Overdosage  Symptoms.  Headache,  instability, 
nervousness,  sweating,  tachycardia,  with  un- 
usual bowel  motility.  Angina  pectoris  or  con- 
gestive heart  failure  may  be  induced  or 
aggravated.  Shock  may  develop.  Massive  over- 
dosage may  result  in  symptoms  resembling 
thyroid  storm.  Chronic  excessive  dosage  will 
produce  the  signs  and  symptoms  of  hyperthy- 
roidism. 

(Treatment:  In  shock,  supportive  measures 
should  be  utilized.  Treatment  of  unrecognized 
adrenal  insufficiency  should  be  considered.) 
How  Supplied.  'A  grain:  Va  grain;  scored  1 
grain;  1 V2  grain;  scored  2 grain;  3 grain;  and 
scored  5 grain  tablets,  in  bottles  of  100  and 
1000. 

Full  information  available  on  request. 


WARNER/CHILCOTT 

Division,  Warner-Lambert  Company 
Morris  Plains,  New  Jersey  07950 
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PENNSYLVANIA  MEDICINE 


IN  NATURAL  THYROID  THERAPY 

AIE  PATIENTS 
GETTING  THE  PfTENCY 
VON  PHSCKIIE? 
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Unlike  U.S.P. 
desiccated  thyroid, 

Proloid®  (thyro- 
globulin)  offers 
the  assurance  of 
constant  potency. 

To  begin  with, 

Proloid  is  uniquely 
purified.  The 

thyroglobulin  extracted  from  hog  thyroid  is  devoid  of  any  glandular  debris. 

Then,  Proloid  is  chemically  and  biologically  assayed  to  assure  consistent 
metabolic  activity  from  batch  to  batch.  The  T4  and  T3  content  of  every  dose  is 
blended  for  optimal  thyroid  replacement. 

Important,  too,  is  the  fact  that  Proloid  is  invariably  “fresh”  when  your  patients 
take  it.  Under  proper  storage  conditions,  its  potency  will  not  diminish  for  at  least 
four  years. 

All  of  which  adds  up  to  this:  the  potency  of  Proloid  is  constant...  for  more 
consistent  results. 


(thyroglobulin) 


natural  thyroid  therapy 
that  leaves 
nothing  to  chance 


not  if  the  vasodilator  is 

Vasodilan 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease1  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs-no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure-or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.:  Geriatrics  25.134-148  (May)  1970. 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud’s’disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 


Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 


Supplied:  Tablets,  10  mg.-bottles  of  100,  1000,  5000  and  Unit  Dose- 
20  mg. -bottles  of  100,  500  and  Unit  Dose. 


© 1973  MEAD  JOHNSON  4 COMPANY  • EVANSVILLE,  INDIANA  47721  U.S.A. 
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Bag  it  there 


Join  us  here 


Many  communities  throughout  the 
country. . . rural  and  inner  city. . . do  not 
have  a doctor. 

• They  need  your  help. 

• Practice  where  you  are  really  needed. 

• The  NHSC  can  give  you  this 
opportunity. 

• We  offer  personal  satisfaction . . . front 
line  medicine . . . and  professional 
challenge. 

Change  your  life  style . . .Try  a rodeo, 
take  up  photography,  do  a square  dance, 
learn  trailbiking  and  cross  country  skiing, 
breathe  fresh  air. 

Cure  a community. 


1 

Cure  A Community 

NATIONAL  HEALTH  SERVICE  CORPS 
U.S.  Public  Health  Service.  BCHS/HS A/ DHEW 
5600  Fishers  Lane,  Rockville.  Maryland  20852 

□ I'd  like  to  leam  more  about  NHSC.  Send  me  information 

□ The  Corps  sounds  terrific.  Send  me  an  application  and 
more  information. 

□ Call  me  (if  you  can).  I’m  really  turned  on! 

Name 

Address 

Telephone 

My  Specialty  is 

1 will  be  available  in  (year) 

I want  to  work  in:  □ Urban  □ Rural 

PEM-10 


The  National  Health  Service  Corps. 


300121 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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Affiliation  agreements 


Medical  school— community  hospital 


AS  THE  needs  of  a growing  popu- 
lation become  apparent,  it  is  evi- 
dent that  medical  schools  must  expand 
their  academic  capabilities  so  that  they 
can  not  only  train  more  physicians  but 
also  develop  the  health  care  team.  The 
team  approach  enables  the  physician 
to  use  his  time  more  efficiently  than 
heretofore  by  delegating  to  parame- 
dical associates  many  tasks  that  do  not 
require  his  expertise.  An  equally  im- 
portant change  in  emphasis  is  the 
training  of  more  family  physicians  to 
provide  health  care  at  the  community 
level. 

By  contracting  formal  associations 
with  community  hospitals,  medical 
schools  can  not  only  expand  their  fa- 
cilities for  the  clinical  training  of 
students  and  young  graduate  physi- 
cians, but  they  can  also  provide  a 
diversity  of  professional  experience. 
This  is  especially  valuable  in  encourag- 
ing the  development  of  more  primary 
care  physicians  and  allied  health  pro- 
fessionals. Before  entering  into  such  an 
association,  however,  many  factors 
that  can  contribute  to  its  success  or 
failure  should  be  clearly  understood. 

Interrelationships  and  Objectives 

The  professional  (academic)  depart- 
ments in  a medical  school  are  quite  dif- 
ferent in  organizational  structure  from 
those  in  a community  hospital.  The  dif- 
ferences between  the  two  are  important 
considerations  in  the  development  of  an 
affiliation  agreement,  and  these  dif- 
ferences should  be  understood  from  the 
beginning.  The  community  hospital 
should  not  be  considered  merely  a 
carbon  copy  of  the  medical  school  and 
its  university  hospital,  nor  should  it  be 
expected  to  function  as  such. 

A single,  broad-based  type  of 
training  for  medical  students  with  one 
common  curriculum  cannot  adequately 
prepare  them  for  the  broad  spectrum  ot 
professional  activities  open  to  physi- 
cians today.  We  must  develop  cur- 
ricular programs  in  which  students  first 


JOHN  H.  MOYER,  M.D.,  D.Sc. 

Philadelphia 

receive  a fundamental  training  in  labo- 
ratory medicine  and  basic  clinical  dis- 
ciplines, after  which  their  training  is 
differentiated  through  a system  of 
selective  programs.  This  should  be 
given  consideration  in  any  association 
agreement  so  that  the  best  use  can  be 
made  of  the  type  of  training  available  at 
the  community  hospital. 

In  the  department  of  internal  medi- 
cine at  Hahnemann,  the  student  may 
select  one  of  two  tracks;  namely,  gener- 
al internal  medicine  with  emphasis  on 
hospital-based  practice;  or  academic 
medicine,  largely  concerned  with 
research,  teaching,  and  administration. 
A related  track  in  family  medicine  is  of- 
fered by  the  department  of  family  medi- 
cine and  community  health,  empha- 
sizing comprehensive  ambulatory 
health  care.  The  end  product  in  such  a 
track  system  will  require  different  types 
of  teaching  programs  which  can  best  be 
provided  when  affiliated  institutions 
are  involved. 

The  students  going  into  the  clinical 
practice  of  medicine  (primary  patient 
care)  might  well  concentrate  their 
training  in  the  community  hospitals 
where  they  will,  of  necessity,  partake  of 
training  which  is  largely  family  medi- 
cine, general  internal  medicine,  and 
ambulatory  surgery.  The  more  special- 
ized programs  such  as  hematology,  en- 
docrinology, nephrology,  etc.,  will  for 
the  most  part  be  given  at  the  medical 
school  hospital,  although  those  com- 
munity hospitals  which  have  particu- 
larly strong  programs  in  the  systems 

Dr.  Moyer  is  professor  of  medicine 
at  Hahnemann  Medical  College  and 
Hospital.  He  is  a member  of  the 
Pennsylvania  Medical  Society 
Council  on  Education  and  Science, 
the  Hypertension  Information  and 
Education  Advisory  Committee  to 
the  Secretary  of  Health,  Education, 
and  Welfare,  and  the  Committee  on 
Hypertension  of  the  American  Med- 
ical Association. 


specialties  should  also  be  integrated 
into  this  aspect  of  the  overall  program. 
Obviously,  in  the  development  of  an  as- 
sociation, the  professional  capabilities 
and  needs  of  both  institutions  must  be 
taken  into  consideration.  In  brief,  the 
whole  network  of  community  hospitals 
associated  with  a medical  school  must 
be  organized  by  that  medical  school 
into  a single,  albeit  complex,  program 
in  which  each  institution  participates  in 
those  areas  where  it  has  strength  and  ac- 
ademic proficiency. 

Differences  in  Organization 

Medical  School  Academic  Depart- 
ments— It  will  be  helpful  to  describe 
the  organizational  structure  of  a typi- 
cal medical  school  department  of  med- 
icine (Hahnemann)  as  it  is  conceived 
to  relate  to  an  increasingly  complex 
organization  of  multiple  institutions 
(Fig.  I).  One  person  has  been  desig- 
nated to  coordinate  the  research  pro- 
gram, one  to  coordinate  the  subspe- 
cialties, and  another  to  coordinate  gen- 
eral medicine,  which  division  assumes 
the  responsibility  of  affiliate  coordina- 
tion. In  addition  to  coordinating  the 
total  program  at  the  medical  college, 
he  relates  to  the  affiliate  institutions. 
The  department  comprises  twelve 
subspecialty  divisions.  In  the  medical 
school  these  are  highly  structured. 
Each  division  has  a full-time  director, 
who  relates  to  the  corresponding 
specialty  division  or  staff  members  in 
his  specialty  at  the  affiliate.  The  other 
clinical  departments  are  organized 
along  similar  lines,  depending  on  size 
and  complexity. 

The  Community  Hospital — When  we 
get  into  community  hospital  planning 
for  academic  programs,  we  must 
define  our  objectives.  How  do  the  gen- 
eral medical  services  and  the  general 
surgical  services  relate  to  the  system 
specialties,  and  how  do  both  relate  to 
the  family  physician  in  the  communi- 
ty? How  will  all  of  these  in  turn  relate 
to  the  medical  school?  If  we  are  going 
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Department  of  Medicine 

Organizational  Chart 


SUBSPECIALTY  DIVISIONS 


CLINICAL 

IMMUNOLOGY 


CARDIOLOGY 


DERMATOLOGY 


ENDOCRINOLOGY 
AND  METABOLISM 


GASTROENTEROLOGY 


DENTAL 

MEDICINE 


HEMATOLOGY  AND 
MEDICAL  ONCOLOGY 


NEUROLOGY 


PULMONARY 

DISEASES 


RHEUMATOLOGY 


NEPHROLOGY  AND 
HYPERTENSION 


INFECTIOUS 

DISEASES 


1 . In  this  chart  showing  the  overall  organizational  structure  of  a medical  school  department,  it  can  be  seen  that  the  heads  of 
the  corresponding  departments  at  the  affiliate  hospitals  are  represented  on  the  departmental  advisory  committee  and  thus 
participate  in  the  development  of  policies  and  programs  involving  them.  The  coordinator  of  student/resident  training  pro- 
grams and  the  coordinator  of  continuing  education  also  relate  to  the  affiliate  institutions  and  work  with  them  in  developing  the 
teaching  programs  at  each  institution. 


to  develop  the  system  specialties,  what 
does  this  require  by  contrast  to  a gen- 
eral medical  or  general  surgical  serv- 
ice? In  university  hospital  practice,  the 
system  specialties  (urology- 
nephrology,  cardiology  - cardiac  sur- 
gery, rheumatology-orthopedics,  etc.) 
orient  themselves  around  technology 
and  specialty  laboratories  or  tech- 
niques with  emphasis  on  new  advances 
and  discoveries.  This  is  for  organiza- 
tional and  technical  purposes  as  well  as 
for  the  academic  programs.  As  a rule, 
however,  community  hospitals  have 
few  highly  specialized  laboratories.  If  a 
laboratory  is  not  available  to  him,  the 
system  specialist  in  medicine  will 
gradually  become  a general  internist 
with  a special  interest. 

The  General  Internist  and  the  Family 
Physician — What  is  the  role  of  the 
general  internist  in  the  hospital  set- 
ting? He  should  become  the  coor- 
dinator of  services  and  the  physician 
with  the  greatest  ability  to  handle  med- 
ical problems  within  the  hospital  set- 
ting. The  family  physician,  by  con- 
trast, should  become  the  real  specialist 
in  ambulatory  services  in  the  commu- 
nity. He  relates  to  the  patient  and  the 
patient  s family  in  his  community  or 
home  setting.  This  does  not  exclude 


the  family  physician  from  hospital 
practice,  but  it  does  mean  that  he  con- 
centrates his  efforts  on  ambulatory 
services  in  the  community — that  is  his 
specialty.  There  he  is  kingpin. 

Diverse  Contributions  of  Institu- 
tions— How  do  differences  between 
the  university  hospital  and  the  commu- 
nity hospital  affect  programming  for 
medical  student  education?  By  com- 
parison with  the  community  hospital, 
the  medical  school  environment  is 
rather  highly  structured  and  more 
highly  specialized.  What  the  university 
hospital  has  to  offer  the  medical 
student  is  really,  then,  the  specialized 
systems  approach.  The  community 
hospital  is  usually  in  a much  better 
position  than  the  medical  school  hospi- 
tal to  present  the  broad  base  of  medi- 
cine: general  internal  medicine,  gener- 
al surgery,  and  the  ambulatory  ser- 
vices— particularly  family  medicine  as 
a specialty  in  the  community.  In  that 
way  the  community  hospital  comple- 
ments the  university  or  medical  school 
hospital  in  the  training  of  a medical 
student.  This  is  the  kind  of  distinction 
that  we  have  to  concern  ourselves  with 
as  we  develop  our  affiliate  educational 
programs. 


The  Role  of  the  Department  Heads 

The  Medical  School  Department 
Chairman — As  we  move  into  the  edu- 
cational curriculum  in  the  community 
hospitals,  the  departmental  chairmen 
in  particular  have  the  responsibility  of 
coordinating  and  implementing  the  ac- 
ademic programs.  It  is  not  possible  for 
the  medical  school  just  to  send 
students  off  to  a community  hospital 
or  medical  center  and  then  forget 
about  them.  It  is  the  responsibility  of 
the  head  of  the  department  in  the  med- 
ical school  to  know  exactly  what  is 
going  on  at  the  affiliate  and  what  the 
students  are  taught  so  that  he  can  co- 
ordinate the  curriculum  in  such  a way 
that  it  will  provide  completely  dif- 
ferent types  of  experience  at  the  medi- 
cal school  and  at  the  community  hos- 
pitals. 

One  point  that  needs  emphasis  is  the 
importance  of  the  departmental 
chairman's  attitude.  He  is  the  one  who 
either  sidetracks  an  affiliation  or 
promotes  it.  He  must  be  just  as  inter- 
ested in  the  affiliated  community  hos- 
pital programs  as  he  is  in  the  universi- 
ty hospital  activities.  A chairman  of  a 
department  of  the  medical  school  can 
almost  assuredly  wreck  a program  if 
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he  does  not  give  direction  and  support 
to  the  affiliate  relationship. 

In  evaluating  his  position  as  a 
chairman,  he  must  accept  the  fact  that 
there  are  people  around  him  who  are 
better  in  almost  every  specialty  than  he 
is.  The  academician  has  become  a spe- 
cialist, and  the  chairman  must  be 
willing  to  accept  the  fact  that  in  a 
community  hospital  as  well  as  in  the 
medical  college  hospital,  there  are  peo- 
ple who  concentrate  on  restricted  areas 
of  scientific  medicine  and  are 
therefore  equally  or  more  capable  than 
he  is  in  respect  to  the  care  of  specific 
patients.  A chairman  must  make  max- 
imum use  of  the  people  who  are  avail- 
able around  him  in  order  to  develop 
specialized  areas  in  the  total  program, 
because  in  the  final  analysis  this  reflects 
on  his  ability  as  an  executive  in  a medi- 
cal school  running  an  educational  effort 
which  includes  affiliated  community 
hospitals. 

The  Affiliate  Hospital  Department 
Head — In  order  to  carry  out  its  aca- 
demic function,  the  affiliate  institu- 
tion, in  turn,  must  be  able  to  organize 
itself  along  strong  executive  and  ad- 
ministrative lines,  particularly  in  rela- 
tion to  the  student  programs.  The  head 
of  the  department  or  chief  of  service  at 
the  affiliate,  like  the  medical  school 
chairman,  must  be  appointed  on  the 
basis  of  his  professional  and  adminis- 
trative capabilities. 

It  is  essential  that  the  clinical  aca- 
demic program  at  the  affiliate  have  an 
executive  director.  The  financial  ar- 
rangements for  full-time  or  geograph- 
ical full-time  versus  volunteer  staff  are 
not  really  the  issue  as  far  as  the  func- 
tion of  the  responsible  directors  of 
departments  is  concerned.  The  real 
issue  concerns  the  partial  or  complete 
support  of  an  individual  in  the  com- 
munity hospital  who  has  the  time 
available  to  allocate  directly  to  super- 
vision of  the  basic  medical  training 
program,  together  with  his  counterpart 
in  the  medical  school. 

When  the  community  hospital  is 
tightly  integrated  into  the  medical 
school  program,  the  affiliation  agree- 
ment should  stipulate  that  the  chief  of 
service  of  each  of  the  participating 
departments  shall  spend  time  on  the 
advisory  committee  of  the  corre- 
sponding department  at  the  medical 
school.  It  is  essential  that  he  and  other 
faculty  members  from  the  community 


hospital  participate  in  the  development 
of  policies  and  academic  procedures  in 
the  medical  students’  curricula  that  af- 
fect the  participating  community  hos- 
pital. They  are  really  on  these  com- 
mittees to  share  responsibility;  they 
have  taken  the  responsibility  not  only 
of  developing  the  program  in  the  com- 
munity hospital,  but  also  of  integrating 
it  with  the  program  of  the  medical 
school  hospital. 

There  is  only  one  effective  way  to 
control  time  spent  in  practice  and  that 
is  to  put  the  financial  lid  on  the  private 
practice  of  the  geographical  full-time 
physician  who  serves  in  this  capacity 
and  has  practice  privileges.  A policy  of 
control  based  on  time  allocation  is 
possible,  but  that  is  very  difficult  to  ar- 
range. A person  can  be  employed  full- 
time or  part-time,  but  it  is  best  if  his 
private  practice  income  has  a max- 
imum ceiling  beyond  which  the  money 
reverts  to  the  development  of  the  aca- 
demic program  of  his  department  at 
the  affiliate  institution. 

Interinstitutional  Planning 

Involving  the  Affiliate  Hospital 
Staff — In  approaching  an  affiliation, 
there  are  two  types  of  relationship  to 
consider.  One  alternative  is  that  the 
affiliation  becomes  an  appendage.  This 
requires  close  geographical  proximity 
between  the  medical  school  and  the  af- 
filiate hospital.  In  such  a relationship, 
the  medical  school  relates  to  an  affili- 
ate hospital  for  occupied  beds  for  the 
faculty  from  the  medical  school  to  use 
in  their  teaching  program.  The  staff  at 
the  community  hospital  then  becomes 
removed  from  the  student,  and  the 
staff  members  become  more  or  less 
disinterested  bystanders  in  the 
teaching  program. 

A second  approach  is  to  develop  the 
educational  program  so  that  the  affili- 
ate institution  becomes  an  active  par- 
ticipant, with  its  own  academic  pro- 
gram. The  medical  school  integrates 
the  affiliate  staff  into  an  effective 
teaching  program  which  in  turn 
benefits  the  physician  and  the  affiliate 
institution  by  improving  patient  care. 
In  the  development  of  an  affiliate  pro- 
gram, Evans*  has  emphasized  the  im- 

*  Evans,  Robert  L.  The  pyramid  of  care 
and  education  within  the  hospital. 
Assoc.  Hosp.  Med.  Educ.  Journal  3:7- 
25,  1970. 


portance  that  should  be  given  to  con- 
tinuing education  of  the  staff  in  a com- 
munity hospital.  All  affiliations  with  a 
medical  school  should,  in  fact,  be  first 
based  on  continuing  education  pro- 
grams for  the  community  hospital  staff, 
after  which  the  students  are  superim- 
posed on  the  basic  continuing  in-house 
educational  program.  It  is  obvious  that 
the  direction  in  which  the  affiliate  pro- 
gram develops  will  be  quite  different 
depending  on  which  of  these  two 
approaches  are  taken  in  policy  develop- 
ment. In  the  development  of  a program 
in  which  the  affiliate  institution 
becomes  a contributing  member,  then, 
of  necessity,  the  staff  and  faculty  in  that 
institution  must  be  inherently  interest- 
ed in  the  educational  process  because  it 
is  going  to  be  their  contributions  and 
their  effort  which  will  make  this  an  ef- 
fective educational  endeavor  or  a fail- 
ure. 

What  is  the  responsibility  of  the 
medical  school  and  how  can  it  meet  its 
commitments  to  the  community  hospi- 
tal? First,  the  medical  school  faculty 
gives  counsel  to  the  affiliate  in  the  de- 
velopment of  its  academic  program 
and  policies.  Second,  the  medical 
school  faculty  should  act  as  the  coor- 
dinator of  the  program;  that  is,  coor- 
dinate the  affiliate  program  with  the 
basic  medical  school  programs.  Final- 
ly, and  of  necessity,  to  meet  its  respon- 
sibility to  the  students  there  must  be 
surveillance  by  the  medical  school  of 
the  quality  of  academic  programs  in 
the  affiliate  institution.  In  order  to  de- 
velop an  effective  relationship,  the  fac- 
ulty of  the  medical  school  and  the  staff 
of  the  affiliate  hospital  must  have  a 
basically  cooperative  marriage. 

Need  for  Administrative  Channels  of 
Communication — In  order  to  deal 
with  developmental  problems  as  they 
arise,  there  should  be  mechanisms 
whereby  the  responsible  faculty  can 
approach  the  academic  program  in  an 
objective  manner  and  keep  open  all 
lines  of  communication.  The  first 
approach  is  to  maintain  strong  in- 
tradepartmental  communications  be- 
tween the  two  institutions,  because  in 
addition  to  the  interinstitutional  rela- 
tionship, most  affiliations  also  involve 
individual  clinical  departmental  rela- 
tionships. Specifically,  as  a medical 
school  begins  to  relate  to  numerous  af- 
filiate institutions,  a basic  relationship 
must  be  established  between  the 


OCTOBER  1973 


43 


departments  of  medicine  and  surgery 
at  the  medical  school  and  each  affili- 
ate. An  affiliation  basically  should 
include  medicine  and  surgery  (if  one  is 
involved,  the  other  should  be  also),  al- 
though there  may  perhaps  be  special- 
ized affiliations,  such  as  with  specialty 
hospitals  or  institutes. 

Intradepartmental  Liaison  Com- 
mittee —Since  adequate  com- 
munication between  the  individual 
departments  in  the  medical  school  and 
the  departments  in  the  affiliate  hospi- 
tal is  essential,  an  interinstitutional 
departmental  liaison  committee  should 
be  established.  If  the  community  hos- 
pital feels  that  an  injustice  has  been 
done,  the  problem  can  then  be  referred 
to  this  secondary  echelon  of  reference, 
one  of  whose  important  functions  is  to 
review  such  matters  (Fig.  2).  This  type 
of  committee  should  be  composed  of 
members  appointed  from  the  depart- 
ment of  the  community  hospital  along 
with  an  equal  number  appointed  from 
the  corresponding  medical  school 
department.  It  seems  best  if  the 
chairman  of  the  committee  is  from  the 
medical  school,  and  the  vice  chairman- 
secretary is  the  chief  of  service  at  the 
community  hospital.  With  that  rela- 
tionship, there  exists  a channel  for  any 
problems  that  might  arise. 

Interinstitutional  Planning  and  Refer- 
ence Committee  — When  intradepart- 
mental problems  cannot  be  resolved  by 
the  liaison  committee,  there  should  be 
a primary  line  of  reference  at  an  exec- 
utive interinstitutional  level.  It  should 
consist  at  least  of  the  dean  from  the 
medical  school  and  the  director  of 
medical  education  at  the  affiliate  insti- 
tution, as  well  as  the  clinical  chairmen 
involved  in  the  program.  This  interin- 
stitutional reference  committee  is  the 
top  echelon  and  is,  in  fact,  the  dean’s 
committee.  Their  review  of  the 
problem  is  referred  to  the  boards  of 
trustees  of  the  community  hospital  and 
the  medical  school,  which  must  make 
the  final  decision — approval  or  rejec- 
tion of  the  committee’s  recommen- 
dation. The  affiliate  institution's  board 
of  trustees  should  have  the  authority  to 
make  a final  decision  on  such 
problems. 

Improved  Patient  Care 
through  Continuing  Education 

The  primary  reason  for  the  commu- 


nity hospital  to  affiliate  with  a medical 
school  is  to  improve  the  delivery  of 
health  services,  thus  strengthening  the 
basis  of  support  derived  through  third- 
party  payments.  Secondarily,  of  course, 
the  person  who  benefits  most  in  the  ed- 
ucational process  is  the  teacher,  so  that 
the  attending  staff  in  a community  hos- 
pital benefit  by  becoming  involved  in 
the  academic  process. 

Evaluation  of  Patient  Care — In  order 
to  guarantee  quality  education,  the 
medical  school  must  be  concerned  with 
the  quality  of  care  delivered  in  the 
affiliated  hospitals.  This  requires  the 
development  of  a method  for  eva- 
luating quality  of  care  in  each  institu- 
tion. Following  the  evaluation  proce- 
dure, a program  of  continuing  educa- 
tion must  be  established  for  the  com- 
munity hospital  staff.  The  program 
should  be  designed  to  correct  specific 
deficits  revealed  by  the  evaluation,  and 
the  physicians  at  the  community  hospi- 
tal should  be  directly  involved  in  the 
entire  process.  The  educators  in  the 
medical  school  are  then  assigned  the 
task  of  developing  the  educational  pro- 
gram for  that  institution  in  collabo- 


ration with  appropriate  members  of 
their  staff  and,  later,  of  evaluating  their 
educational  program  once  it  is  es- 
tablished. By  far  the  most  effective  and 
most  productive  method  makes  use  of 
an  institution’s  own  case  material.  I 
know  of  no  better  way  than  to  follow  | 
through  with  sequential  case  analyses, 
using  staff  members  of  the  same  hospi- 
tal. These  can  be  supplemented,  if  nec- 
essary. by  importing  teachers  from  the 
medical  school  who  have  greater  capac- 
ity in  the  treatment  of  a particular  type  > 
of  patient. 

One  of  the  biggest  pitfalls,  of  course, 
and  one  of  the  difficulties  of 
implementing  any  continuing  educa- 
tion program  in  an  affiliate  institution, 
is  half-hearted  effort  on  the  part  of  the 
medical  school  faculty.  That  is,  the  fac- 
ulty member  indulges  in  a hit-and-run 
procedure  by  running  out  to  an  affiliate 
institution,  talking  for  an  hour  and  a 
half,  and  then  calling  it  a day.  Nobody 
has  learned  very  much  and  it  certainly 
has  not  applied  to  patient  care  in  that 
hospital. 

Purpose  and  Value  of  Continuing 
Education — The  concept  of  the  com- 


2.  The  intradepartmental  liaison  committees  are  the  principal  means  of  com- 
munication between  the  medical  school  department  and  the  corresponding 
department  or  service  at  the  affiliate  hospital.  A separate  liaison  committee  is 
established  for  each  affiliate. 
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munity  hospital  as  an  adjunctive  edu- 
cational center  in  the  teaching  pro- 
gram should  be  emphasized.  The  affili- 
ate program  in  the  community  hospital 
can  become  a secondary  educational 
support  system.  The  general  practi- 
tioner who  has  become  a specialist  in 
ambulat  y care  in  the  community  set- 
ting also  relates  to  the  community  hos- 
pital as  part  of  the  continuing  educa- 
tion process  whether  or  not  he  is  on 
the  staff  of  the  hospital.  When  the  fam- 
ily physician  admits  his  patients  to  a 
general  hospital,  he  thereby  establishes 
a working  relationship  between  him- 
self and  the  specialist;  and,  in  addition 
to  that  relationship  of  medical  care,  he 
gets  involved  in  the  continuing  educa- 
tion process.  Some  of  the  medical 
schools  have  added  another  compo- 
nent in  the  last  several  years  through 
the  development  of  “In-house 
training”  for  practicing  physicians  at 
the  university  hospital.  As  the  educator 
works  more  and  more  with  education  in 
a community  hospital,  he  comes  to  real- 
ize that  the  primary  objective  of  con- 
tinuing education  is  to  increase  the  in- 
formation base  of  the  primary  care 
physician.  The  latter,  because  of  his 
wide  range  of  involvement,  finds  it  dif- 
ficult to  keep  up  with  advances  in  the 
various  specialties.  By  contrast  the  car- 
diac surgeon,  for  example,  gets  his  con- 
tinuing education  primarily  from  sur- 
gical meetings  and  his  relations  with  his 
peers.  His  is  a highly  technical  skill,  and 
for  the  most  part,  he  actually  has  very 
little  use  for  continuing  education  as  it 
is  presented  in  the  usual  community 
hospital.  The  educational  effort  at  most 
community  hospitals  is,  in  effect, 
directed  toward  the  family  practice 
group;  it  is  these  physicians  who  are  re- 
ally the  principal  recipients  of  that  ef- 
fort. 

To  help  in  developing  our  program, 
we  have  formed  a regional  council  for 
continuing  education  consisting  of  rep- 
resentatives from  participating  depart- 
ments in  the  medical  school,  along  with 
a representative  from  each  of  the  affili- 
ates. The  council  forms  the  governing 
body,  and  they  develop  their  own 
policies  for  the  entire  affiliate  complex. 

Continuing  Education  Sponsorship — 

Formal  courses  and  programs  given  at 
the  medical  school  are  good  for  up- 
dating information  and  presenting  fun- 
damental concepts  in  a clinical  setting. 
However,  education  that  is  to  be  really 


effective  in  upgrading  patient  care  must 
be  conducted  in  the  setting  in  which  the 
physician  practices.  Some  forms  of  sup- 
plementary education  given  at  or  by  the 
medical  school  are:  (1)  seminars,  which 
are  restricted  in  size;  (2)  major  national 
symposia,  more  or  less  disease- 
oriented,  in  which  we  go  into  a disease 
or  diseases  in  depth;  (3)  tutorial  in- 
house  training  programs  for  practicing 
clinicians.  An  example  of  this  would  be 
in  cardiology.  Hahnemann  has  eight  in- 
house  training  programs  of  three  weeks 
each  in  cardiology,  so  that  a practicing 
clinician  can  register  in  this  specialty 
and  take  three  weeks  in  electrocar- 
diography, three  weeks  in  the  cardiac 
catheterization  laboratory,  three  weeks 
in  the  phono-echocardiography  labora- 
tory, etc.  As  the  trainees  rotate  through 
these  over  a twenty-four  week  period, 
they  can  spend  six  months  in  training, 
or  they  can  restrict  their  training  to  any 
three-week  component.  The  enrollee 
can  repeat  any  number  of  three-week 
cycles  in  the  same  subject  (e.g.,  elec- 
trocardiography) if  he  wishes.  This  is  an 
unstructured  program  in  which  the 
enrollee  spends  his  time  working  side 
by  side  with  the  cardiologist,  auditing 
and  participating  in  activities  in  the 
particular  area  of  his  preceptor’s  exper- 
tise; (4)  academic  programs  conducted 
at  the  affiliates.  In  addition  to  programs 
located  at  the  medical  school,  the  facul- 
ty of  the  medical  school  participate  in 
lectures  and  visiting  professorship  pro- 
grams and  in-house  training  programs 
in  the  community  hospital.  In  so  doing, 
they  spend  extended  periods  of  time 
with  the  community  hospital  staff. 

Educational  Requirements  for  State 
Licensure — The  big  problem  is  what  to 
do  about  those  physicians  who  do  not 
participate  in  any  educational  effort 
and  how  this  affects  the  affiliate  educa- 
tional program.  Such  physicians  are 
often  unrelated  to  institutions,  and  here 
is  where  the  state  medical  society  can 
help  by  becoming  involved.  Faculty 
members  in  the  medical  schools  who 
are  primarily  involved  in  postgraduate 
physician  education,  at  least  in  Penn- 
sylvania, have  recently  been  quite  ac- 
tive in  the  educational  effort  of  the 
State  Society.  The  State  Society  is  set- 
ting up  the  procedure  for  establishing  a 
separate  corporation  (institute)  to 
promote  continuing  education  for  the 
practicing  physician,  to  be  known  as 
the  Institute  for  Continuing  Education. 


In  addition  to  the  directors,  who  are  ap- 
pointed by  the  medical  society  itself, 
the  institute  is  to  be  composed  of  repre- 
sentatives from  the  medical  schools  and 
from  other  professional  organizations 
such  as  the  Heart  Association,  the 
Cancer  Society,  the  Osteopathic  Asso- 
ciation, etc.  After  these  appointments 
have  been  made,  the  board  of  the  insti- 
tute will  assume  the  responsibility  of  in- 
tegrating continuing  medical  education 
throughout  the  state. 

Obviously  the  primary  effort  will  be 
directed  to  those  areas  which  are  not 
being  covered  adequately  by  the  medi- 
cal schools.  A basic  requirement  of 
continuing  education  will  be  necessary 
in  order  to  maintain  membership  in  the 
Pennsylvania  State  Medical  Society 
after  1975.  Probably  there  will  soon  be 
some  requirement  of  this  type  for  state 
licensure.  This  provides  some  sur- 
veillance over  the  continuing  education 
requirement  for  all  physicians. 

Contents  of  the  Written  Affiliation 
Agreement* 

The  following  may  be  used  as  a guide 
in  drawing  up  an  affiliation  agreement. 

A.  The  introduction  should  indicate 
the  institutions  entering  into  the 
agreement  and  their  geographical  loca- 
tions. 

B.  Statement  of  objectives:  The 
agreement  should  clearly  indicate  the 
objectives  of  both  the  university  and  the 
affiliate  institution  in  a clear  and  yet 
concise  manner. 

C.  Statement  of  corporate  interrela- 
tions: The  responsibilities  and  adminis- 
trative interaction  of  the  separate  cor- 
porations should  be  precisely  indicated 
(unless  objectives  otherwise  dictate),  as 
should  the  degree  to  which  the  cor- 
porate structure  may  or  may  not 
become  integrated,  such  as  by  exchange 
of  board  members  (i.e.,  interlocking 
board  of  trustees),  etc. 

D.  Statement  of  financial  rela- 
tionships: This  should  cover  in  detail 
any  financial  responsibility  common  to 
both  institutions,  such  as:  (1)  Any  ar- 
rangements relating  to  patient  care 
costs.  (2)  House  staff  costs  (independ- 
ent program  and  integrated  programs). 
Definition  of  the  extent  to  which  such 
costs  might  be  shared  or  be  common  to 
both  institutions.  The  agreement 

* A representative  agreement  is 
available  from  the  author  upon 
request. 
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should  specify  whether  the  affiliate  is  to 
participate  in  an  integrated  residency 
program  based  at  the  medical  school 
and  involving  several  affiliate  institu- 
tions, or  is  to  have  an  independent 
residency  program.  (3)  Medical  student 
maintenance.  The  contract  should 
include  specific  arrangements  for 
student  maintenance.  The  institutions 
must  of  necessity  understand  from  the 
beginning  how  the  students  are  going  to 
be  supported — their  housing  facilities, 
their  meals,  etc.  There  is,  of  course,  a 
great  deal  of  difference  in  this  respect 
between  a medical  school  relating  to  an 
affiliate  institution  in  the  immediate 
vicinity  and  to  one  that  is  50,  70,  or  100 
miles  away.  We  have  found  it  neces- 
sary, when  any  distance  is  involved,  to 
work  out  some  method  whereby  hous- 
ing for  students  becomes  an  institu- 
tional responsibility  of  the  affiliate  hos- 
pital. This  is  because  the  students  are 
not  in  a position  to  accept  housing  re- 
sponsibilities for  themselves  in  the  affil- 
iate community  while  assigned  there  on 
a short-term  basis.  (4)  Reimbursement 
formulae  for  faculty  particiation  when 
faculty  members  based  at  the  medical 
school  travel  to  the  affiliate  and  when 
they  interchange  between  the  two  insti- 
tutions. (5)  Research  funds:  How  shall 
these  be  managed  and  shared?  Here  the 
agreement  should  note  responsibility 
for  research  facilities,  approval 
required  for  research  protocols,  assign- 
ment of  research  costs,  and  the  assign- 
ment of  overhead  monies  when  avail- 
able. 

E.  Statement  of  professional  require- 
ments for:  (1)  Appointments  to  direc- 
torships of  services;  the  mechanics  of 
search  and  approval  should  be  in- 
dicated. (2)  Appointments  to  active 
(teaching)  staff.  The  method  of  ap- 
pointment as  well  as  the  requirements 
for  staff  and  faculty  appointments  must 
be  included,  together  with  the  method 
of  review  and  appeal,  and  an  indication 
of  who  has  final  authority  to  approve 
the  appointments.  (3)  Grandfather 
Clause:  This  provision  should  be  as 
inclusive  as  needed  to  ensure  a smooth 
transition  and  prevent  disruption  of  the 
medical  staff,  patient  services  and  hos- 
pital administration.  Initially  every  at- 
tempt should  be  made  to  appoint  all 
members  of  the  staff  at  the  affiliate  to 
the  faculty  when  they  are  willing  and 
able  to  teach.  This  helps  to  get  the  asso- 


ciation started  with  good  interpersonal 
relations. 

F.  Statement  of  policies  regulating//- 
nancial  arrangements  for  salaried  facul- 
ty and  other  professional  personnel, 
including:  (1)  Directors  of  service;  (2) 
Salaried  faculty  other  than  professional 
administrative  personnel;  (3)  Sup- 
porting clinical  services  (laboratory 
personnel,  etc.). 

G.  Communications:  Most  impor- 
tantly, the  agreement  should  spell  out 
the  channels  of  communication  be- 
tween the  two  institutions,  especially  at 
the  intradepartmental  level.  An  iron- 
clad system  should  be  set  up  whereby 
communications  are  maintained  on  a 
regular  basis,  and  this  would  be  written 
into  the  affiliation  agreement.  The 
mechanics  for  operation  of  the  follow- 
ing should  be  included:  (1)  An  interin- 
stitutional  planning  committee,  which 
is  the  general  committee  of  highest  au- 
thority between  the  two  institutions, 
i.e.,  a Dean’s  Committee.  (2)  In- 
tradepartmental planning  committees. 
These  committees  function  between  the 
institutions,  but  there  is  a separate  com- 
mittee for  each  department.  Their 
primary  functions  involve:  (a)  Curricu- 
lum development;  (b)  Clinical  services 
development;  (c)  Processing  of  new  ac- 
ademic appointments;  (d)  Failure  of 
faculty  members  to  perform. 

H.  Exclusivity  as  dictated  by  specific 
needs  of  both  institutions.  When  the 
faculties  of  more  than  one  medical 
school  are  involved  with  the  same  affili- 
ate, difficulties  and  conflicts  are  auto- 
matically built  into  the  association. 

I.  Long-term  commitment  by  both 
institutions.  A long-term  commitment 
is  important;  whether  it  is  an  affiliation 
for  continuing  education  only  or  for 
student/ resident  education  makes  no 
difference.  To  develop  a continuing  ed- 
ucation effort  in  a hospital  requires  at 
least  three  or  four  years,  and  the 
planners  must  always  be  looking  ahead 
so  that  the  input  will  be  significant  on 
the  part  of  both  the  recipient  institution 
and  the  medical  school.  Consequently 
one  must  be  willing  to  accept  the  fact 
that  this  is  a long-term  association — a 
marriage,  not  an  affair — if  the  effort  is 
to  be  effective  and  receive  whole- 
hearted bilateral  support.  In  the 
approach  to  an  affiliation  agreement, 
the  important  thing  is  dedication  of 


purpose  and  interest  of  the  community  li 
hospital  in  the  development  of  an  aca-  |£ 
demic  program  at  that  institution.  If  I 
this  is  lacking,  it  is  unlikely  that  an 
affiliation  agreement  can  be  made  to  ! 
work  under  any  circumstances. 

Summary 

Formal  associations  between  univer-  I 
sities  (medical  schools)  and  communi-  j 
ty  hospitals  offer  opportunities  for  mu- 
tual benefit.  They  increase  the  medical 
school’s  capability  to  provide  the  facil-  ! 
ities  and  diversified  training  needed  to  ; 
supply  more  primary  physicians  and 
other  allied  health  personnel  for  the 
nation’s  present  health  requirements,  i 
In  addition,  the  community  hospital 
staff  profits  from  its  involvement  in 
the  educational  experience  by  the  op- 
portunity to  improve  patient  care. 

To  be  successful,  an  association 
must  be  founded  on  a sound  organiza- 
tional structure  at  both  institutions. 
This  must  be  developed  with  an  appre- 
ciation of  their  differences  in  function 
as  well  as  of  their  common  interests. 

Channels  of  communication  must 
be  established  in  the  form  of  com- 
mittees on  which  both  institutions  are 
well  represented,  especially  at  the  in- 
tradepartmental level.  In  this  way  the 
staff  at  the  community  hospital  is  ac- 
tively involved  in  the  planning  of 
teaching  programs  in  which  it  partici- 
pates, and  any  problems  that  arise  can 
be  dealt  with  directly. 

Evaluation  of  patient  care  at  the 
community  hospital  and  the  develop- 
ment of  an  educational  program 
specifically  designed  to  correct  iden- 
tified deficits  should  precede  the  as- 
signment of  students  (and  residents,  if 
any)  to  an  affiliate  institution  and 
should  be  continued  as  an  ongoing 
process. 

The  written  agreement  should 
specifically  state  the  terms  of  the  asso- 
ciation. Especially  important  are  the 
details  of  financial  and  other  commit- 
ments or  obligations  of  each  institu- 
tion, requirements  and  procedure  for 
faculty  appointments,  the  mechanism 
provided  for  interinstitutional  com- 
munications at  all  levels,  and  duration 
of  agreement.  A long-term,  binding 
agreement  is  essential  to  the  stability 
of  an  association,  without  which  an  ef- 
fective educational  program  cannot  be 
developed.  □ 
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E-Mycin 

(erythromycin,  Upjohn) 

Available  in  250  mg  tablets 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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A topical  steroid 


that  has  clinically 
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in  study. ..after  study. ..after  study " 


Excellent/good  results 
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Wisone 


brand  of 


befesir  

valerate  (0.1%) 
Cream/Ointment 


lethasone 


Plus  economy  B.  id.  dosage  often  found  effective * 
Available  in  5, 15,  at  id  45  Gm.  tubes. 


in  contact  dermatitis 

( 81  of  84  patients / 


CLINICAL  CONSIDERATIONS: 
Description  VALI SONE  products  oontain 
betamethasone  valerate  (9-fluoro-i  i0 ,17,21- 
tri  hydroxy- 1 6,,  -methylpregna-i,4-diene-3,20- 
dione  17-valerate).  Each  gram  of  VALI  SONE 
Cream  0.1%  contains  x.2  mg.  betamethasone 
valerate  (equivalent  to  1.0  mg.  betamethasone) 
in  a soft,  white,  hydrophilic  cream  of  water; 
mineral  oil,  petrolatum,  polyethylene  glycol  1000 
monocetyl  ethei;  cetostearyl  alcohol,  monobasic 
sodium  phosphate,  and  phosphoric  acid;  4- 
chloro-m-cresol  is  present  as  a preservative.  Each 
gram  of  VALI SONE  Ointment  0.1%  contains 
1.2  mg.  betamethasone  valerate  (equivalent  to 
1.0  mg.  betamethasone)  in  an  ointment  base  of 
liquid  and  white  petrolatum,  and  hydrogenated 
lanolin.  VALI  SONE  Cream  and  Ointment 
contain  no  parabens. 

Indications  VALI  SONE  Cream  and 
Ointment  are  indicated  for  the  relief  of  the 
inflammatory  manifestations  of  corticosteroid- 
responsive  dermatoses. 

Contraindications  VALI  SONE  Cream  and 
Ointment  are  contraindicated  in  vaccinia  and 
varicella.  Topical  steroids  are  contraindicated  in 
those  patients  with  a history  of  hypersensitivity 
to  any  of  the  components  of  the  preparation. 
Precautions  If  irritation  develops  with  the 
use  of  VALI  SONE  Cream  or  Ointment, 
treatment  should  be  discontinued  and 
appropriate  therapy  instituted.  In  the 
presence  of  an  infection,  the  use  of  an  appro- 
priate antifungal  or  antibacterial  agent  should  be 
instituted.  If  a favorable  response  does  not 
occur  promptly,  the  corticosteroid  should  be 
discontinued  until  the  infection  has  been  ade- 
quately controlled.  If  extensive  areas  are  treated 
or  if  the  occlusive  technique  is  used,  the  pos- 
sibility exists  of  increased  systemic  absorption  of 
the  corticosteroid  and  suitable  precautions  should 
be  taken.  Although  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect  on  preg- 
nancy, the  safety  of  their  use  in  pregnant  females 
has  not  been  absolutely  established.  Therefore, 
they  should  not  be  used  extensively  in  pregnant 
patients,  in  large  amounts,  or  for  prolonged 
periods  of  time.  VALI  SONE  Cream  and  Oint- 
ment are  not  for  ophthalmic  use. 

Adverse  Reactions  The  following  local 
adverse  reactions  have  been  reported  with 
topical  corticosteroids:  burning,  itching, 
irritation,  dryness,  folliculitis,  hypertrichosis, 
acneform  eruptions,  and  hypopigmentation.  The 
following  may  occur  more  frequendy  with 
occlusive  dressings  than  without  such  therapy: 
maceration  of  the  skin,  secondary  infection, 
skin  atrophy,  striae,  and  miliaria. 

Dosage  and  Administration  Apply  a thin 
film  of  VALI  SONE  Cream  or  Ointment  to  the 
affected  skin  areas  one  to  three  times  a day. 
Clinical  studies  of  VALISONE  have  indicated 
that  dosage  only  once  or  twice  a day  is  often 
feasible  and  effective.  AUGUST  1972 
For  more  complete  details,  consult  Schering 
literature  available  from  your  Schering 
Representative  or  Professional  Services 
Department,  Schering  Corporation, 
Kenilworth,  New  Jersey  07033. 

References:  ( 1)  Files  of  Headquarters  Medical  Research 
Division , Schering  Corporation.  ( 2 ) Carter,  V.  H.,  and 
Noojiii,  R.  O.-.Curr.  The  rap.  Res.  9 .253,  1967.  (3)  Falk,  M.  S.: 

Cutis  2:788,  1966.  (4)  Goldblum,  R.  W.:  Pennsylvania  Med . 

69:5(9,  1966.  (5)  Nierman,  M.  M.:J.  Indiana  M.  A.  10:1184, 

1966.  (6)  Zimmerman,  E.  H.:  Arch.  Dermal.  95:514,  1967. 
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When  a cough  spoils  your  patient’s  day 


Triaminic®  Expectorant 

Each  teaspoonful  (5  ml.)  contains: 

Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.; 
pheniramine  maleate,  6.25  mg.;  pyrilamine  maleate,  6.25  mg.); 
glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 


Triaminic®  Expectorant 
with  Codeine  © 

Each  teaspoonful  (5  ml.)  contains: 

Codeine  phosphate,  10  mg.  (Warning:  May  be  habit  forming); 
Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  me 
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THE  FIVE  FACES 
OF  HYPERLIPIDEMIA 


WHEN  FACED  WITH 
CHOLESTEROL  ELEVATION 


Choloxin 


(sodium  dextrothyroxine) 


IS  A PRACTICAL  ANSWER 


When  tacod  with  a diagnosed  hypercholesterolemic  patient, 

Cl  tOLOXIN  is  a practical  and  appropriate  drug  to  select.  It  is  a 
thyroid  analogue  which  effectively  lowers  elevated  serum 
cholesterol  1 5 to  35%  (see  adjacent  chart)  in  Types  II  and  III 
patients  . . for  treatment  of  hypercholesterolemia  in  euthyroid, 
non-cardiac  patients. 

Although  the  mechanism  of  action  of  CHOLOXIN  therapy  has  not 
been  conclusively  demonstrated,  animal  studies  show  both 
increased  oxidative  catabolism  in  the  liver  and  excretion  of 
cholesterol  and  its  degradation  products  via  the  biliary  route. 


AN  IMPORTANT  NOTE: 

It  has  not  been  established  whether  drug-induced  lower 
Ing  of  serum  cholesterol  or  other  lipid  levels  has  a detrl 
mental,  a beneficial,  or  no  effect  on  the  morbidity  o 
mortality  due  to  atherosclerosis  or  coronary  heart  disease 
Several  years  will  be  required  before  current  investiga 
tions  con  yield  an  answer  to  this  question. 


Effect  of  sustained  therapy  at  constant  dosage  in  406  euthyroid  patier 
The  mean  control  values  were  at  262.  335  and  468  mg.  %. 


NOT  ALL  PATIENTS  ARE  REPRESENTED  AT  EACH  TIME  INTERVAL 
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Choloxin 

(sodium  dextrothyroxine) 

Description 

CHOLOXIN  (sodium  dextrothyroxine)  is  the 
sodium  salt  ot  the  dextrorotatory  Isomer  ol 
thyroxine  It  Is  chemically  described  as 
D~3,5,3',5'-totralodothyronlno  sodium  salt 

Actions 

The  predominant  etlect  ot  CHOLOXIN  (sodi- 
um dextrothyroxine)  Is  the  reduction  ot  serum 
cholesterol  levels  In  hypsrllpldemlc  patients. 
Beta  lipoprotein  and  triglyceride  tractions 
may  also  he  reduced  trom  previously  ele- 
vated levels. 

Most  ot  the  available  evidence  Indicates  that 
CHOLOXIN  stimulates  the  liver  to  increase 
catabolism  and  excretion  ot  cholesterol  and 
its  degradation  products  via  the  biliary  route 
into  the  faces.  Cholesterol  synthesis  is  not 
Inhibited  and  abnormal  metabolic  end- 
products  do  not  accumulate  in  the  blood 

Indications 

This  Is  not  an  Innocuous  drug.  Strict  atten- 
tion should  be  paid  to  the  Indications  and 
contraindications. 

CHOLOXIN  (sodium  dextrothyroxine)  is  an 
antilipldemic  agent  used  ns  an  adjunct  to 
diet  and  other  measures  tor  the  reduction  ot 
elevated  serum  cholesterol  (low  density  lipo- 
proteins) In  euthyroid  patients  with  no  known 
evidence  ot  organic  heart  disease 
The  drug  is  also  Indicated  In  the  treatment  ot 
hypothyroidism  In  patients  with  cardiac  dis- 
ease who  cannot  tolerate  other  types  ot 
thyroid  medication. 

Belore  prescribing,  note  the  following:  Re- 
sults trom  a randomized  clinical  study  have 
indicated  .1  possible  adverse  effect  when 
CHOLOXIN  Is  administered  to  a patient  re- 
ceiving a digitalis  preparation.  There  may 
be  an  additive  effect.  This  additive  effect 
may  possibly  stimulate  the  myocardium  ex- 
cessively in  patients  with  significant  myocar- 
dial Impairment.  CHOLOXIN  dosage  should 
not  exceed  4 mg  per  day  when  the  patient  is 
receiving  a digitalis  preparation  concomit- 
antly. Careful  monitoring  ot  the  total  effect 
ot  both  drugs  Is  important. 

It  has  not  been  established  whether  the 
drug-induced  lowering  ot  serum  cholesterol 
or  lipid  levels  has  a detrimental,  beneficial, 
or  no  etlect  on  the  morbidity  or  mortality 
due  to  atherosclerosis  or  coronary  heart  dis- 
ease. Several  years  will  be  required  before 
current  Investigations  will  yield  an  answer 
to  this  question 

Contraindications 

The  administration  ot  CHOLOXIN  (sodium 
dextrothyroxine)  to  euthyroid  patients  with 
one  or  more  ot  the  following  conditions  is 
contraindicated: 

t.  Known  organic  heart  disease,  including 
angina  pectoris:  history  ot  myocardial 
Infarction:  cardiac  arrhythmia  or  tachy- 
ca'dia.  either  active  or  in  patients  with 
demonstrated  propensity  tor  arrhyth- 
mias: rheumatic  heart  disease:  history 
ot  congestive  heart  failure:  and  decom- 
pensated or  borderline  compensated 
cardiac  status. 


* Hypertensive  states  (other  than  mild, 
labile  systolic  hypertension). 

3.  Advanced  liver  or  kidney  disease. 

4.  Pregnancy. 

5.  Nursing  mothers. 

6 History  ot  lodlsm. 

Warnings 

CHOLOXIN  (sodium  doxtrothyroxlne)  may 
potentiate  the  effects  ol  anticoagulants  on 
prothrombin  time.  Reductions  ol  anticoagu- 
lant dosage  by  as  much  as  30%  hnvo  boon 
required  In  some  patients.  Consequently,  the 
dosage  ot  anticoagulants  should  bo  reduced 
by  one-third  upon  Initiation  ot  CHOLOXIN 
therapy  and  the  dosage  subsequently  read- 
justed on  the  basis  ot  prothrombin  time.  The 
prothrombin  lime  ot  patients  receiving  anti- 
coagulant therapy  concomitantly  with  CHO- 
LOXIN therapy  should  be  observed  as  fre- 
quently ns  necessary,  but  at  least  weekly, 
during  the  lirst  few  weeks  ol  treatment. 

In  the  surgical  patient,  it  is  wise  to  consider 
withdrawal  ot  the  drug  two  weeks  prior  to 
surgery  it  the  use  ol  anticoagulants  during 
surgery  is  contemplated. 

When  CHOLOXIN  is  used  as  thyroid  replace- 
ment therapy  in  hypothyroid  patients  with 
concomitant  coronary  artery  disease  (espe- 
cially those  with  a history  ol  angina  pectoris 
or  myocardial  Infarction)  or  other  cardiac 
disease,  treatment  should  be  initiated  with 
cere.  Special  consideration  ol  the  dosage 
schedule  ol  CHOLOXIN  is  required.  This 
drug  may  increase  the  oxygen  requirements 
ot  the  myocardium,  especially  at  high  dos- 
age levels.  Treated  subjects  with  coronary 
artery  disease  must  be  seen  at  trequent  in- 
tervals. If  aggravation  ot  angina  or  increased 
myocardial  ischemia,  cardiac  failure,  or  clin- 
ically significant  arrhythmia  develops  during 
the  treatment  ot  hypothyroid  patients,  the 
dosage  should  be  reduced  or  the  drug 
discontinued. 

Special  consideration  must  be  given  to  the 
dosage  ot  other  thyroid  medications  used 
concomitantly  with  CHOLOXIN.  As  with  all 
thyroactive  drugs,  hypothyroid  patients  are 
more  sensitive  to  a given  dose  ot  CHOLOXIN 
than  euthyroid  patients. 

Epinephrine  injection  in  patients  with  coro- 
nary artery  disease  may  precipitate  an 
episode  ot  coronary  insufficiency.  This  con- 
dition may  be  enhanced  in  patients  receiving 
thyroid  analogues.  These  phenomena  should 
be  kept  in  mind  when  catecholamine  injec- 
tions are  required  in  sodium  dextrothyroxlne- 
treated  patients  with  coronary  artery  disease 
Since  the  possibility  ot  precipitating  cardiac 
arrhythmias  during  surgery  may  be  greater  in 
patients  treated  with  thyroid  hormones,  it 
may  be  wise  to  discontinue  CHOLOXIN  in 
euthyroid  patients  at  least  two  weeks  prior 
to  an  elective  operation.  During  emergency 
surgery  in  euthyroid  patients,  and  in  surgery 
in  hypothyroid  patients  in  whom  it  may  be 
advisable  to  withdraw  therapy,  the  patients 
should  be  carefully  observed. 

There  are  reports  that  sodium  dextrothyrox- 
ine in  diabetic  patients  is  capable  ot  increas- 
ing blood  sugar  levels  with  a resultant 
increase  in  requirements  ot  insulin  or  oral 
hypoglycemic  agents.  Special  attention 
should  be  paid  to  parameters  necessary  for 
good  control  of  the  diabetic  state  in  dextro- 
thyroxine-treated  subjects  and  to  dosage  re- 
quirements ol  insulin  or  other  antidiabetic 
drugs.  It  sodium  dextrothyroxine  is  later 


withdrawn  trom  patients  who  had  required 
an  increase  of  Insulin  (or  oral  hypoglycemic 
ngonts)  dosage  during  its  administration,  tho 
dosage  of  anlidiabefic  drugs  should  be  re- 
duced and  adjusted  to  maintain  good  control 
ol  tho  diabetic  state. 

When  either  or  both  impaired  liver  or  kidney 
function  are  present,  tho  advantages  ot  CHO- 
LOXIN therapy  must  be  weighed  against  the 
possibility  of  deleterious  results 

Usage  in  Women  of  Childbearing  Age 

Women  ot  childbearing  age  with  tamillal  hy- 
percholesterolemia or  hyperlipemia  should 
not  be  deprived  ot  the  use  oi  this  drug:  It 
can  be  given  to  those  patients  exercising 
strict  birth  control  procedures.  Since  preg- 
nancy may  occur  despite  the  use  of  birth 
control  procedures,  administration  ol  CHO- 
LOXIN (sodium  dextrothyroxine)  to  women 
ot  this  ago  group  should  be  undertaken  only 
alter  weighing  the  possible  risk  to  the  tetus 
against  the  possible  benefits  to  the  mother. 
Teratogenic  studies  in  two  animal  species 
have  resulted  In  no  abnormalities  in  the 
offspring. 

Precautions 

It  is  expected  that  patients  on  dextrothyrox- 
ine therapy  will  show  greatly  increased 
serum  protein-bound-lodine  levels.  These  In- 
creased serum  PBI  values  are  evidence  ot 
absorption  and  transport  ot  the  drug,  and 
should  NOT  be  interpreted  as  evidence  ot 
hypermetabolism:  similarly,  they  may  not  be 
used  lor  titrating  tho  effective  dose  ot  CHO- 
LOXIN (sodium  dextrothyroxine).  PBI  values 
in  the  range  ot  10  to  25  mcg%  in  treated 
patients  are  common. 

II  signs  or  symptoms  ot  iodism  develop  dur- 
ing CHOLOXIN  therapy,  the  drug  should  be 
discontinued. 

A few  children  with  lamilinl  hypercholesterol- 
emia have  been  treated  with  CHOLOXIN  tor 
periods  ot  one  year  or  longer  with  no  ad- 
verse effects  on  growth.  However,  it  is  rec- 
ommended that  the  drug  be  continued  in 
patients  in  this  age  group  only  it  a signifi- 
cant serum  cholesterol-lowering  effect  is 
observed. 

Adverse  Reactions 

The  side  effects  attributed  to  dextrothyroxine 
therapy  are.  tor  the  most  part,  due  to  in- 
creased metabolism,  and  may  be  minimized 
by  following  the  recommended  dosage 
schedule  Adverse  ettects  are  least  com- 
monly seen  in  euthyroid  patients  with  no 
signs  or  symptoms  ot  organic  heart  disease: 
the  incidence  ot  adverse  effects  is  increased 
in  hypothyroid  patients,  and  is  highest  in 
those  patients  with  organic  heart  disease 
superimposed  on  the  hypothyroid  state. 

In  the  absence  ot  known  organic  heart  dis- 
ease, some  cardiac  changes  may  be  precip- 
itated during  sodium  dextrothyroxine  therapy. 
In  addition  to  angina  pectoris,  arrhythmia 
consisting  of  extrasystoles,  ectopic  beats,  or 
supraventricular  tachycardia.  ECG  evidence 
of  ischemic  myocardial  changes  and  in- 
crease in  heart  size  have  been  observed. 
Myocardial  intarctions.  both  fatal  and  non- 
fatal.  have  occurred,  but  these  are  not  un- 
expected in  untreated  patients  in  the  age 
groups  studied.  It  is  not  known  whether  any 
of  these  infarcts  were  drug  related. 

Changes  in  clinical  status  that  may  be  re- 
lated to  the  metabolic  action  ot  the  drug 
include  the  development  ot  insomnia,  ner- 
vousness. palpitations,  tremors,  loss  ot 


weight,  lid  Ing,  sweating,  (lushing,  hyper 
thormln.  hair  loss,  diuresis,  and  menstrual  li 
regularities.  Gastrointestinal  complaints  dui| 
ing  therapy  have  included  dyspepsia,  nause 
and  vomiting,  constipation,  diarrhea,  and  dr 
crease  in  appetite. 

Other  side  effects  reported  to  be  associate 
with  CHOLOXIN  (sodium  dextrothyror 
therapy  Include  the  development  ot  heac 
ache,  changes  in  libido  (increase  or  dt; 
crease),  hoarseness,  tinnitus,  dizziness,  pei 
ipheral  edema,  malaise,  tiredness,  visut 
disturbances,  psychic  changes,  paresthesit: 
muscle  pain,  and  various  bizarre  subject^ 
complaints.  Skin  rashes,  including  a lei 
which  appeared  to  be  due  to  Iodism,  an 
itching  have  been  attributed  to  dextrothyror 
ine  by  some  investigators.  Gallstones  hav 
been  discovered  in  occasional  dextroth)  , 
rcixine-treated  patients  and  cholestatic  jaur 
dice  has  occurred  in  one  patient,  althoug  ‘ 1' 
its  relationship  to  CHOLOXIN  therapy  wa 
not  established. 

In  several  instances,  the  previously  exlstin 
conditions  ot  the  patient  appeared  to  cor  1 
tinuo  or  progress  during  the  administrate  1 
ot  CHOLOXIN:  a worsening  ot  peripherj 
vascular  disease,  sensorium,  exophthalmos  , 
and  retinopathy  have  been  reported. 
CHOLOXIN  potentiates  the  effects  ot  anticc  f 
agulants.  such  as  warfarin  or  Dicumarol,  0 
prothrombin  time,  thus  indicating  a decreas  \ 
in  the  dosage  requirements  of  the  anticoagi 
lants.  On  the  other  hand,  dosage  require  i 
monts  ot  antidiabetic  drugs  have  been  re 
ported  to  be  increased  during  dextrothyrox  I 
ine  therapy  (see  WARNINGS  section). 

Dosage  and  Administration 
For  adult  euthyroid  hypercholesterolemic  pa 
tients.  the  recommended  maintenance  dost 
ot  CHOLOXIN  (sodium  dextrothyroxine)  is  I 
to  8 mg  per  day  The  initial  daily  dose  shouli 
be  1 to  2 mg  to  be  increased  in  1 to  2 mj 
increments  at  intervals  ot  not  less  than  ori 
month  to  a maximum  level  of  4 to  8 mg  daily 
it  that  dosage  level  is  indicated  to  etlect  ttl 
desired  lowering  ot  serum  cholesterol. 

When  used  as  partial  or  complete  substltij 
tion  therapy  (or  levothyroxine  in  hypothyroii 
patients  with  cardiac  disease  who  cannd 
tolerate  other  types  of  thyroid  medicatioi) 
the  initial  daily  dose  should  be  1 mg  to  bl 
increased  in  1 mg  increments  at  intervals  4 
not  less  than  one  month  to  a maximum  lev* 
of  4 to  8 mg  daily,  preferably  the  lower  do* 
age.  The  maximum  in  patients  receiving  dig! 
tabs  therapy  is  4 mg. 

For  pediatric  hypercholesterolemic  patients 
the  recommended  maintenance  dose  Q 
CHOLOXIN  is  approximately  0.1  mg  per  kilq  1 
gram.  The  initial  daily  dosage  should  b( 
approximately  0.05  mg  per  kilogram  to  bj 
increased  in  up  to  0.05  mg  per  kilograir 
increments  at  monthly  intervals.  The  recoin 
mended  maximal  dose  is  4 mg  daily,  It  the 
dosage  is  indicated  to  ettect  the  desiral 
, lowering  ot  serum  cholesterol. 

II  new  signs  or  symptoms  ot  cardiac  disease 
develop  during  the  treatment  period,  the 
drug  should  be  withdrawn. 

How  Supplied 

CHOLOXIN  (sodium  dextrothyroxine)  is  sup- 
plied in  prescription  packages  ot  scored  l 
2.  4.  and  6 mg  tablets. 
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A patient  is  presented  who  represents  the  longest  reported  survivor  with 
good  palliative  results  following  discovery  of  a metastatic  lesion  to  the  brain 
from  colonic  carcinoma.  The  patient  was  effectively  treated  with  surgical 
excision  of  the  metastatic  tumor  and  in  addition  was  afforded  the  benefits  of 
chemotherapy  in  the  form  of  5-fluorouracil.  As  of  this  writing,  he  is  leading  a 
useful  life  without  evidence  of  further  metastasis  thirty-six  months  following 
craniotomy. 


INI  RAC  RAMAI.  metastasis  due  to 
. colonic  carcinoma  is  an  uncommon 
occurrence.1  even  though  carcinoma 
of  the  colon  is  the  second  most 
common  neoplasm  in  the  United 
States.2  A vigorous  approach  utilizing 
several  modalities  of  therapy  may  af- 
ford prolonged  survivals,  particularly 
when  there  are  solitary  metastatic 
lesions  and  a relatively  long  latency 
period  from  the  discovery  of  the 
primary  lesion  until  signs  of  in- 


tracranial involvement. 

I he  case  presented  is  that  of  a pa- 
tient. who.  following  excision  of  a tem- 
poral parieto-occipital  metastasis  was 
treated  with  chemotherapy  and  to  date 
has  led  a productive  life  for  thirty-six 
months. 

Case  Report 

Cj.  L.  is  a fifty-one-year-old  Cauca- 
sian male,  who  in  1967  had  an 


adenocarcinoma  of  the  proximal  sig- 
moid colon  resected.  At  the  time  of  sur- 
gery, the  sigmoid  lesion  was  hound  to 
the  cul-de-sac  and  to  the  posterior 
bladder  wall.  One  lymph  node  excised 
was  positive  for  tumor,  hut  there  was  no 
evidence  of  distant  metastasis.  Micro- 
scopic examination  revealed  a well  dif- 
ferentiated mucous  secreting  adenocar- 
cinoma (figure  I ). 

In  January  of  1 970  (two and  one  half 
years  after  the  initial  resection)  the  pa- 
tient presented  with  a three  month  hiv 
tory  of  attacks  which  included  a vio- 
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tion  to  Suzanne  M.  Shultz,  for  her 
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Figure  1.  Microscopic  appearance  of 
carcinoma  removed  from  proximal 
sigmoid  colon  showing  a well  differen- 
tiated mucous  secreting  adenocar- 
cinoma (H  and  E,  x 140). 
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lent,  rocking  type  of  vertigo,  auditory 
symptoms  suggestive  of  both  hypoa- 
cusis  and  tinnitus  (“everything  was  far 
away"),  bright  white  and  colored  sco- 
tomata and  colored  jagged  lines  pro- 
ceeding at  times  to  complete  loss  of 
vision  for  brief  periods.  His  attacks 
included  staggering  in  association  with 
his  objective  vertigo.  The  duration  of 
the  episodes  was  minutes  to  hours.  The 
attacks  appeared  to  be  precipitated  by 
extension  of  the  neck  and  rapid  turning 
of  the  head  to  the  right. 

At  the  time  of  presentation  the  pa- 
tient's temperature  was  37°  centigrade 
(98.6  fahrenheit).  sitting  blood  pres- 
sure in  the  right  arm  was  120/80 
millimeters  of  mercury,  and  pulse  was 
eighty  and  regular.  He  was  in  no  acute 
distress.  No  bruit  was  heard  over  the 
major  vessels  in  the  neck  or  over  the 
skull.  There  were  no  palpable  lymph 
nodes  and  the  chest  was  clear  to  aus- 
cultation and  percussion.  Examination 
of  the  heart  revealed  a regular  sinus 
rhythm  without  evidence  of  murmurs 
or  gallops.  The  liver  was  palpable 
three  centimeters  below  the  right 
costal  margin,  but  the  total  span  was 
normal  to  percussion.  There  was  a 
functioning  colostomy  in  the  left 
hypogastrium.  Bedside  neurological 
examination  revealed  the  discs  to  be 
normal,  the  fields  to  be  full  to  confron- 
tation, and  optokinetic  nystagmus  to 
be  + + with  targets  left  and  right. 
There  was  a left  esotropia  and 
amblyopia  following  an  attack  at  bed- 
side. There  was  a constant  vertical/ro- 
tary nystagmus  which  on  upgaze  ap- 


peared to  be  largely  vertical.  There 
was  slight  cerebellar  dysmetria,  slight 
cerebellar  ataxia,  and  inability  to  per- 
form a tandom  walk  well. 

Laboratory  evaluation  revealed  a 
hemoglobin  of  15.8  gm  %,  total  white 
count  of  7000  per/mnv*  with  56 
polymorphonuclear  forms,  37  lympho- 
cytes, 5 monocytes,  and  2 eosinophils. 
Chemistry  values  which  were  in- 
terpreted as  normal  included  sodium, 
potassium,  chloride,  carbon  dioxide 
content,  blood  urea  nitrogen,  glucose, 
calcium,  inorganic  phosphate,  uric 
acid,  cholesterol,  total  protein,  al- 
bumin, alkaline  phosphatase,  lactic 
acid  dehydrogenase,  serum  glutamic 
oxaloacetic  transiminase,  and  serum 
creatinine.  The  urine  analysis  was 
normal  and  a VDRL  and  kolmer  were 
negative. 

A standard  twelve  lead  electrocar- 
diogram and  a liver  and  spleen  scan 
were  normal.  An  erect,  posterior-an- 
terior chest  x-ray  revealed  a right 
upper  lobe  infiltrate,  consistent  with 
old  fibronodular  disease,  unchanged 
from  prior  x-rays.  Roentgenograms  of 
the  cervical  spine  demonstrated  mod- 
erate degenerative  changes  and  those 
of  the  skull  were  normal. 

A brain  scan  utilizing  15  millicuries 
of  technetium  99  m was  consistent 
with  an  area  of  increased  uptake  in  the 
left  occipital  lobe  (Figure  2).  Bilateral 
cerebral  arteriograms  demonstrated  an 
avascular  mass  lesion  in  the  left 
parieto-occipital  region  (Figure  3). 

At  the  time  of  surgical  intervention, 
incision  was  made  behind  the  left  ear. 


Figure  2.  Lateral  view  of  brain  scan 
showing  an  area  of  increased  uptake 
in  the  parietal-occipital  area. 


When  the  dura  was  opened,  the  brain 
was  quite  tight  and  the  gyri  were 
swollen.  The  lesion  was  not  visible  from 
the  surface  nor  could  it  be  palpated 
with  the  finger  or  a brain  needle.  A 
transcortical  incision  was  made  in  the 
posterior  temporo-parieto-occipital 
junction,  and  a large  nodule  weighing 
four  grams  was  removed  with  points  of 
cleavage  quite  good  and  relatively 
avascular.  Grossly  the  lesion  was  com- 
pletely removed.  On  microscopic  exam- 
ination the  nodule  was  compatible  with 
a well  differentiated  mucinous  type, 
metastatic  adenocarcinoma  (Figure  4). 

The  patient's  immediate  postopera- 
tive course  was  uneventful,  and  on  the 
eleventh  postoperative  day  he  was 
discharged  while  beginning  a program 
of  chemotherapy  utilizing  5- 
fluorouracil,  five  hundred  milligrams 
intravenously  for  three  consecutive 
days,  then  five  hundred  milligrams 
weekly  intravenously.  He  received 
weekly  injections  of  5-fluorouracil  for  a 
total  of  four  months  and  then  bi-weekly 
for  eight  additional  months,  the  in- 
terval of  time  being  lengthened  at  the 
patient's  request.  At  the  end  of  one 
year,  the  chemotherapy  was  stopped  en- 
tirely at  the  patient's  request.  At  no 
time  did  he  demonstrate  untoward  ef- 
fects from  the  5-fluorouracil. 

Over  the  thirty-six  months  since 
craniotomy,  the  patient  has  demon- 
strated no  further  evidence  of  metas- 
tatic disease.  On  re-examination  at  that 
time,  he  complained  of  brief  automa- 
tisms in  which  he  became  confused  and 
was  unaware  of  time  or  place  for  five  or 


Figure  3.  Left  carotid  arteriogram 
revealing  a foreward  displacement  of 
the  Sylvian  triangle. 
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Figure  4.  Microscopic  appearance  of  metastatic  nodule 
enucleated  from  left  parieto  occipital  area  showing  a well 
differentiated,  mucinous  type,  adenocarcinoma  (H  and  E, 
x 140). 


ten  minutes.  He  had  been  taking 
phenobarbital  30  mg  three  times  daily, 
and  these  attacks  tended  to  recur  partic- 
ularly when  he  reduced  the  dose.  He 
reported  that  he  rarely  had  very 
minimal,  gentle  rolling  vertigo  but  this 
was  the  only  residual  from  the  attacks 
of  which  he  complained  three  years 
before.  These  occurred  about  once  a 
month.  He  had  no  tinnitus  and  no  loss 
of  hearing.  His  speech  was  normal  as 
was  his  swallowing.  There  was  no 
hemiparesis. 

Physical  examination  thirty-six 
months  after  craniotomy  revealed  an 
alert,  cooperative,  ambulatory  man 
with  a blood  pressure  of  120/70  and  a 
pulse  of  84.  He  had  very  slight 
dysarthria,  but  the  speech  was  other- 
wise normal.  His  craniectomy  could  be 
palpated.  The  fundi  were  normal 
including  the  optic  discs.  His  left  eso- 
tropia and  amblyopia  were  unchanged. 
He  had  a constant  primary  gaze  nys- 
tagmus which  was  partly  rotary  and 
partly  vertical.  At  times  it  appeared  to 
be  wholly  rotary.  It  was  exaggerated  in 
gaze  in  any  direction.  He  had  good 
strength  in  all  four  extremities,  and 
there  was  no  evidence  of  hemiparesis. 
The  deep  and  superficial  reflexes  were 
normal.  There  were  no  sensory  signs 
and  no  parietal  lobe  signs.  He 
ambulated  well  and  showed  a very 
slight  tendency  to  teeter  when  he  was 
placed  in  the  Romberg  position  with 
the  eyes  open  or  shut.  Neuro- 
opthalmologic  examination  revealed 
left  esotropia  with  amblyopia  on  the 
left,  rotary  nystagmus,  and  no  evidence 
for  a homonymous  field  defect. 


Discussion 

The  case  presented  is  that  of  a patient 
who  has  continued  to  lead  a useful  life 
for  thirty-six  months  following  the 
resection  of  a cerebral  metastasis. 

A review  of  the  literature  fails  to 
reveal  any  survivor  for  a comparable 
length  of  time  following  specific  thera- 
py. Stortebecker  reported  two  patients 
with  gastrointestinal  malignancies  (type 
not  specified)  who  survived  one  to  two 
years  after  surgical  removal.8  Richards 
and  McKissock  reported  a twelve- 
month  survival  following  craniotomy 
in  a fifty-six-year-old  female.8  Lang 
and  Slater  reported  a survivor  follow- 
ing craniotomy  for  a large  intestinal 
metastatic  tumor  who  lived  eleven 
months.  In  their  series  seven  patients 
had  no  surgery.  The  longest  survival 
was  two  months.  This  compares  with 
an  additional  twelve  patients  who  un- 
derwent craniotomy  with  an  average 
survival  rate  of  seven  months.'1 

Unlike  prior  reported  cases  of  long 
term  survivors,  our  patient  following 
craniotomy  was  offered  the  potential 
benefit  of  adjunctive  chemotherapy 
with  5-flurouracil.  Effective  chemo- 
therapy for  metastatic  brain  disease 
has  yet  to  be  shown  although  its  effec- 
tiveness ip  some  primary  brain  tumors 
has  been  suggested.8  Five-fluorouracil 
therapy  has  been  shown  to  increase 
survival  in  metastatic  disease  of 
colonic  neoplasms,  and  because  it  has 
been  demonstrated  to  pass  the  “blood 
brain  barrier."7  we  elected  to  treat  our 
patient  with  chemotherapy  following 
craniotomy.  Since  this  patient  has  sur- 


vived longer  than  any  patient  whose 
case  has  been  reported,  we  feel  adjunc- 
tive chemotherapy  definitely  in- 
fluenced this  good  result. 

Other  factors  in  this  case  which  may 
have  contributed  to  long  term  survival 
are:  First,  he  had  no  other  evidence  of 
widespread  metastasis.  Second,  the  me- 
tastatic lesion  was  found  to  be  solitary. 
Nisce  has  demonstrated  that  71  per- 
cent of  cerebral  metastases  from  car- 
cinoma of  the  colon  are  solitary.4  This 
compares  with  a series  by  Stortebecker 
where  the  reported  frequency  for 
single  metastatic  lesions  to  the  central 
nervous  system  in  all  neoplasms  is  35 
percent.8  Therefore  a surgical  ap- 
proach to  metastatic  lesions  to  the 
brain  from  colonic  carcinoma  is  par- 
ticularly applicable. 

The  longer  latency  period  from  the 
time  of  discovery  of  the  primary  lesion 
to  the  onset  of  cerebral  signs  also  may 
have  contributed  to  our  patient's 
longer  survival.  In  a series  published 
by  Raskind.  the  percentages  of  patients 
with  an  internval  of  time  from  the 
primary  tumor  to  signs  of  brain  metas- 
tasis of  greater  than  one  year  is  66  per- 
cent for  carcinoma  of  the  colon  as  op- 
posed to  33  percent  or  less  for  breast 
and  lung  cancer.5  □ 
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A status  report 


psoriasis 


IN  1808  an  English  physician.  Rob- 
ert Willan.  was  credited  with  the 
first  accurate  clinical  description  of 
psoriasis.  Before  that  time  it  was  con- 
fused with  leprosy,  syphilis,  and 
tuberculosis.  Indeed,  the  differential 
diagnosis  of  leprosy  in  biblical  times 
(Leviticus,  chapter  1 3,  King  James  ver- 
sion) leads  one  to  the  speculation  that 
many  of  the  "unclean''  were  in  reality 
psoriatic.  Today,  psoriasis  may  be  mis- 
taken for  nummular  eczema,  lichen 
planus,  pityriasis  rosea,  seborrheic  der- 
matitis, tinea  capitis,  tinea  corporis, 
and  tinea  cruris. 

Definition 

Psoriasis  is  a papulosquamous  erup- 
tion that  once  begun,  is  chronic,  ubiqui- 
tous, recurrent  and  incurable.  With 
present  day  dermatological  care,  most 
cases  can  be  kept  in  reasonable  control, 
which  is  the  physician's  goal.  Just  as  in 
diabetics,  it  is  important  that  psoriatics 
understand  this  concept.  Patients  who 
come  under  treatment  within  a few 
months  of  the  onset  of  the  disease  have 
a better  prognosis  than  those  in  whom 
treatment  is  delayed  for  more  than  a 
year.  Being  unsightly  and  disfiguring, 
the  lesions  may  cause  irreversible  emo- 
tional stigma  in  those  with  extensive 
disease.  Although  psora  is  a Greek 
word  for  itch,  psoriasis  is  seldom  a 
pruritic  eruption  except  when  the  inter- 
triginous  and  flexure  areas  are  in- 
volved. 

Etiology,  Genetics  and 
Incidence 

A multitude  of  etiological  mecha- 
nisms have  been  proposed  for  psoria- 
sis. However,  to  date  no  specific  at- 
tribute of  the  disease  has  been  found. 
It  is  considered  to  be  transmitted  as  a 
simple  autosomal  Mendelian  dominant 
trait  with  incomplete  penetrance.  It  is 
difficult  to  obtain  accurate  statistics  on 
its  incidence,  but  generally  it  is  consid- 
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ered  to  be  between  I and  3 percent  in 
the  Caucasian  population.1  Psoriasis  is 
more  common  in  the  American  Black 
and  African  Negro  than  previously 
recognized  but  very  rare  among  the 
American  Indian.  Current  consensus  is 
that  the  ratio  of  psoriasis  between 
males  and  females  is  hi2-3  and  its 
frequency  is  the  highest  between  ages 
fifteen  and  forty-five  years  (77  per- 
cent) with  two  peak  rises  at  pubertal 
and  climacteric  years.4  Psoriasis  is  not 
seen  in  animals  and  it  cannot  be 
produced  experimentally  in  humans 
who  have  not  inherited  the  predisposi- 
tion to  the  disease.  There  are  an  es- 
timated eight  million  victims  of  this 
disease  in  the  United  States,  and  there 
are  about  150,000  new  cases  diagnosed 
annually. 

Pathogenesis 

The  basic  defect  is  not  known,  but 
the  skin  factory  works  overtime. 
Cellular  reproduction  is  too  rapid  to 
allow  normal  keratinization  to  occur 
resulting  in  a pile-up  of  scales  on  the 
skin  and  horny  debris  under  the  nails. 
This  subungal  build-up  causes  separa- 
tion of  the  nailplate  from  its  bed 
(onycholysis),  a common  finding  in 
psoriatics  and  a valuable  diagnostic 
aide.  Investigators  have  demonstrated 
that  psoriatic  skin  is  characterized  by 
an  increase  in  the  mitotic  index  of  the 
germinative  cell  population,  a ninefold 
increase  in  germinative  cells  per  unit 
length  of  epidermis,5  and  a reduction 
in  epidermal  cell  transit  time.6  or 
epidermal  cell  turnover  time.  Re- 
cently, a defect  of  the  adenyl  cyclase- 
cylic  AMP  cascade  (defective  chalone 
mechanism)  has  been  postulated.7 

Precipitating  Factors 

A number  of  phenomena  are  known 
to  precipitate  psoriasis  or  cause  it  to 
increase  in  severity.  1 feel  emotional 
stress  is  the  most  common  factor. 


Chronic  exasperations  occur  in  some 
patients  from  pressures  of  everyday 
life,  while  others  will  remain  in  good 
control  until  some  traumatic  episode 
occurs.  Investigators  evaluated  the  role 
of  emotional  factors  in  their  psoriatic 
patients6  and  attempted  to  define  the 
degree  of  "neuroticism"  in  their 
psoriatic  population.  They  concluded 
that  "psoriasis  patients  cannot  be  con- 
sidered to  be  significantly  more  neu- 
rotic than  the  general  population." 
Also,  in  separate  studies  Farber  et  al9 
and  Baughman  et  al10  studied  the 
stress-strain  concept  in  regards  to  the 
psoriatic  personality,  and  neither 
group  of  authors  could  establish  a spe- 
cific personality  profile  for  psoriasis 
patients.  In  fact,  the  Baughman  group 
feel  that  some  yet-to-be-identified  met- 
abolic, autonomic  or  hormonal  phe- 
nomena assume  a more  significant  role 
in  causing  flare-ups  than  stress.  Gener- 
al opinion  is,  however,  that  psoriatic 
patients  are  not  more  nervous  than  pa- 
tients with  other  skin  diseases,  but  ex- 
acerbation may  be  associated  with 
emotional  upsets. 

Sunlight  is  usually  beneficial  for 
psoriatics,  and  it  is  quite  common  for 
patients  to  spend  a week  at  the 
seashore  with  remarkable  improve- 
ment. Yet  about  one  in  ten  is  made 
worse  by  sun.  and  it  can  precipitate  an 
acute  psoriatic  erythroderma. 

Various  sorts  of  trauma  to  the  skin 
can  cause  acute  flare-ups  of  psoriasis. 
The  response  in  which  lesions  of  the 
same  form  are  traumatically  induced 
in  uninvolved  skin  is  known  as  the 
Koebner  phenomenon.11  Approxi- 
mately 25  percent  of  psoriatic  patients 
relate  the  occurance  of  new  lesions  to 
areas  of  trauma.12  Actinic,  chemical, 
mechanical,  and  surgical  trauma  may 
all  illicit  a Koebner  response — even  in- 
sect bites.  Although  the  Koebner  phe- 
nomenon is  best  known  in  psoriatic 
patients,  it  also  occurs  in  other  derma- 
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tologic  diseases  as  lichen  planus,  lichen 
simplex,  lichen  nitidus,  Darier's 
disease,  pityriasis  rubra  pilaris  and 
porokeratosis  of  Mibelli.11  The 
Koebner  response  may  be  the  first  ap- 
pearance of  the  disease  in  a previously 
unaffected  individual.  Koebner  reac- 
tors should  be  warned  to  reduce  oc- 
cupational and  incidental  trauma  to 
minimize  the  appearance  of  additional 
lesions.  It  is  especially  important  for 
young  psoriatics  to  understand  the 
Koebner  phenomenon  in  guiding  them 
to  choose  a career. 

Ingestion  of  alcohol  with  regard  to 
its  effect  on  psoriasis  has  been  a topic 
often  discussed  among  dermatologists. 
Many  feel  excessive  intake  does 
aggravate  the  disease,  although  1 know 
of  no  double  blind  studies  to  support 
this  opinion.  Most  feel  it  isn't  the 
alcohol  per  se  but  rather  the  reasons 
for  which  the  alcohol  is  being  con- 
sumed that  aggravates  psoriasis.  This 
again  relates  to  the  emotional  aspect. 

Explosive  exacerbations  may  occur 
following  streptococcal  infections, 
especially  in  younger  persons.13  The 
acute  guttate  form  is  usually  seen.14  It 
is  characterized  by  the  sudden  appear- 
ance of  numerous  drop-like  lesions, 
primarily  on  the  trunk  and  proximal 
extremities.15  Streptococcus  tonsillitis 
and  pharyngitis  are  most  commonly 
noted.  An  associated  elevation  of  the 
anti-streptolysin-O  (ASO)  titer  can 
usually  be  demonstrated.  Other  factors 
that  can  adversely  influence  the  course 
of  psoriasis  are  antimalarial  drugs,16 
withdrawal  of  systemic  steroids  and 
harsh  topical  therapy.17 

Shoe  sensitizers,  mainly  rubber  and 
dichromates,  may  produce  an  inflam- 
matory contact  allergic  dermatitis  and 
aggravate  a pre-existing  psoriasis  of 
the  feet.13 

Clinical  Patterns 

Psoriasis  is  classified  in  the  group  of 
papulosquamous  dermatoses.  This 
group  of  dermatologic  diseases  has  the 
common  denominator  of  a scaling 
papule  as  a primary  lesion.  The 
primary  lesion  of  psoriasis  is  an 
erythematous  papule,  topped  by  a sil- 
very, micaceous  scale  which  is  loosely 
adherent  (See  Fig  1).  When  the  scale 
is  scraped  off,  several  bleeding  points 
are  seen.  This  is  known  as  Auspitz 
sign,  and  while  not  entirely  diagnostic, 
its  presence  certainly  suggests  the  possi- 
bility of  psoriasis. 


Figure  1 . Typical  psoriasis  en  plaque. 
Note  silvery  micaceous  scale. 


Figure  2.  Geographic  psoriasis. 


The  usual  distribution  involves  the 
extensor  surfaces.  However,  the  erup- 
tion may  be  localized,  asymmetric  or 
generalized.  The  primary  lesions  co- 
alesce to  form  plaques,  which  may  as- 
sume many  different  patterns.  The 
plaques  are  sharply  demarcated  and 
vary  from  coin  size  to  extensive  lesions 
resembling  a chart  or  map.  These  are 
called  geographic  and  may  cover  the 
entire  trunk  or  extremity  (See  Fig.  2). 
Characteristic  symmetrical  annular 
plaques  with  a raised  scaling  border  and 
central  clearing  may  develop  and  as- 
sume gyrate,  serpiginous  or  figurate 
outlines  (See  Fig.  3). 

Psoriasis  commonly  begins  on  the 
scalp  and  involves  the  anterior  hair  line 
in  the  form  of  discrete  plaques  with  sil- 
very scales  (See  Fig.  4).  Seborrheic 
capitis  is  more  diffuse  with  greasy 
yellowish  scales.  Guttate  psoriasis  con- 
sisting of  small  teardrop  lesions,  seen 
most  commonly  in  children,  hasbeen  dis- 
cussed (See  Fig.  5).  When  the  axillae, 
groin,  and  body  fold  areas  of  the  body 
are  involved,  the  term  “inverse"  is 


a.i 


Figure  3.  Psoriasis  gyrata  or  psoriasis 
figurata. 


Figure  4.  Typical  psoriasis  of  anterior 
scalp  with  extension  onto  forehead. 


Figure  5.  Psoriasis  guttata. 


applied  (See  Fig.  6).  This  form  of 
psoriasis  should  always  be  considered 
when  you  are  entertaining  such  diag- 
noses as  seborrheic  dermatitis,  monilia, 
intertrigo,  and  erythrasma.  The  rare 
variant  pustular  form  most  frequently  is 
confined  to  the  palms  and  soles.  These 
patients  usually  have  evidence  of  psori- 
asis elsewhere.  It  is  resistant  to  therapy 
and  quite  often  associated  with 
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Figure  6.  Inverse  psoriasis. 


disabling  disease  (See  Fig.  7).  Exfolia- 
tive erythrodermic  psoriasis  (See  Fig. 
8),  may  evolve  gradually  from  psoriasis 
vulgaris  or  may  occur  explosively.18 
This  may  happen  spontaneously  or 
follow  topical  or  systemic  therapy  with 
corticosteroids  or  • antifolic  com- 
pounds. High  output  cardiac  failure, 
loss  of  temperature  control,  anemia, 
and  hidden  sepsis  may  complicate  this 
form  of  the  disease.18  Sunlight  may 
cause  psoriasis  to  appear  or  even 
worsen  an  existing  case  in  a small  per- 
centage of  cases.  Light-sensitive  psori- 
asis usually  has  an  acute  onset,  is 
inflammed,  and  is  extensive. 

Psoriasis  is  associated  with  specific 
nail  changes  (See  Fig.  9).  These  are 
usually  very  obvious,  but  sometimes 
they  are  quite  subtle  and  may  be  the 
only  manifestation  of  the  disease.  In 
these  cases  they  can  be  very  valuable 
diagnostic  criteria.  The  most  common 


Figure  8.  Generalized  erythrodemic 
psoriasis. 


Figure  7.  Pustular  psoriasis. 


nail  finding  is  tiny  “ice-pick”  pits.  The 
entire  nailplate  may  be  stippled,  or 
only  a few  scattered  pits  may  be  seen. 
Yellowish  discoloration,  onycholysis, 
subungual  hyperkeratosis,  and  punc- 
tate telangiectasis  of  the  nailbed  occur 
in  that  order  of  frequency. 

About  10  percent  of  psoriatic  pa- 
tients have  associated  arthritis.19  The 
distal  interphalangeal  joints  character- 
istically are  involved  first  and  most 
severely.  Almost  always  nails  are  in- 
volved. and  the  arthritis  on  occasion 
may  precede  skin  or  nail  changes.18 
Roentgenograms  show  joint  erosions  at 
the  margins  of  these  joints  which 
progress  to  ankylosis  in  15  percent  of 
patients.18  Psoriatic  arthritis  may  be 
indistinguishable  from  rheumatoid  ar- 
thritis, and  some  authorities  believe 
that  all  arthropathy  in  psoriasis  is  a 
variant  of  rheumatoid  arthritis  and 
that  psoriatic  arthritis  should  not  be 


Figure  9a.  Note  “ ice-pick ” pits. 


classified  as  a separate  entity.19  There 
are,  however,  certain  clinical  features 
that  distinguish  the  two:  (1)  psoriatic 
arthritis  predominates  in  men.  (2) 
psoriatic  arthritis  is  usually  associated 
with  long  duration  of  cutaneous  psori- 
asis, (3)  the  joints  are  more  painful  in 
rheumatoid  arthritis,  (4)  the  latex  fixa- 
tion test  is  negative  in  psoriasis,  (5)  in 
psoriasis  parallel  exacerbations  and 
remissions  of  joint  symptoms  and  cu- 
taneous lesions  occur. 

Psoriatics  have  an  elevated  serum 
uric  acid  which  is  due  to  the  pro- 
nounced increase  in  cutaneous  nucleic 
acid  synthesis  and  degradation.  Physi- 
cians should  not  be  led  into  the  trap  of 
labeling  a patient  with  psoriasis,  arthri- 
tis, and  elevated  serum  uric  acid  as  a 
gouty  arthritic.  It  should  also  be  men- 
tioned that  psoriatics  have  a low  zinc 
content  of  the  epidermis;  however,  the 
internal  administration  of  zinc  sulfate 
has  no  therapeutic  effectiveness. 

Therapy 

Presently,  diet  is  not  felt  to  play  any 
role.  A number  of  factors  should  be 
considered  by  the  physician  before  at- 
tempting topical  treatment.  Among 
these  are  the  type  of  psoriasis,  the 
body  areas  to  be  treated,  the  stage  of 
the  eruption,  previous  therapy  (espe- 
cially question  patients  as  to  what 
commercial  preparations  they  have 
tried),  sensitivity  to  medication,  and 
side  effects.  For  instance,  extreme  cau- 
tion must  be  used  with  topical 
remedies  for  patients  with  acute, 
erythrodermic  or  pustular  disease. 
Harsh  therapy  here  can  result  in  dis- 
semination of  lesions  with  striking  ra- 
pidity. A conservative  approach  using 


Figure  9b.  Note  onycholysis  and 
subungual  hyperkeratosis. 
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soothing  baths  and  bland  external 
agents  should  be  employed.  Presently, 
the  principal  forms  of  local  therapy 
include  tar,  anthralin,  salicylic  acid, 
and  corticosteroids. 

The  Goeckerman  regimen  is  one  of 
the  oldest  and  most  effective  methods 
of  therapy,  especially  if  used  in  a hos- 
pital. It  consists  of  applying  crude  coal 
tar  (1-5  percent)  to  the  lesions  and 
giving  ultraviolet  light  in  increasing 
suberythema  doses.  Adding  3-5  per- 
cent salicylic  acid  enhances  the  effec- 
tiveness of  therapy.  Usually  over  80 
percent  improvement  can  be  obtained 
in  three  weeks.  Tar  baths  are  part  of 
the  program.  The  principle  of  the 
Goeckerman  regimen  is  the  photoac- 
tivation of  the  tar  by  ultraviolet  light.18 

The  Ingram  regimen  is  a very  popu- 
lar method  of  therapy  in  Europe.  It 
consists  of  using  anthralin  0. 1-0.4  per- 
cent, salicylic  acid  0.2-0.4  percent, 
hard  paraffin  5 percent  in  equal  parts 
zinc  oxide  paste  and  petrolatum. 
Anthralin  was  introduced  in  1916  in 
Europe  as  an  effective  topical 
modality;  it  was  not  used  by  American 
physicians  until  1935.  Its  chemical 
structure  is  similar  to  chrysarobin, 
only  it  is  more  active  and  is  used  in  a 
lower  concentration.  The  mechanism 
of  action  of  anthralin  is  unknown.  It 
probably  binds  DNA  and  inhibits  pro- 
tein synthesis.  It  is  available  in  the 
United  States  as  Anthra-Derm® 
(Dermik  Laboratories)  in  concentra- 
tions of  0.1  percent,  0.25  percent,  0.5 
percent  and  1 percent,  and  Lasan® 
(Stiefel  Laboratories)  0. 1-0.4  percent 
concentrations  in  occlusive  Lassar's 
paste  with  salicylic  acid.  Both 
anthralin  and  tar  can  cause  irritation 
and  sensitivity  and  may  not  be 
tolerated  by  some  patients. 

Intralesional  injections  of  corticos- 
teroids are  beneficial  in  selected  situa- 
tions, especially  when  there  is  not  ex- 
tensive involvement  and  the  lesions  are 
small.  Aristospan®  (Lederle  Labora- 
tories) 5mg  per  cc  and  Kenalog®  (E.R. 
Squibb  & Sons)  lOmg  per  cc  are  good 
selections.  Fluorinated  topical  cor- 
ticosteroid creams  and  ointments  are 
very  beneficial  for  most  psoriatic  pa- 
tients. However,  for  the  best  therapeu- 
tic results,  it  is  best  they  be  adminis- 
tered by  a physician  knowledgeable  in 
the  treatment  of  this  disease.  Varying 
strengths  are  available  and  when  used 


under  occlusion  with  tape.  Saran  Wrap 
or  plastic  suit,  they  are  made  more  ef- 
fective. Grenz  rays,  in  the  hands  of  a 
physician  well  acquainted  with  its  use, 
can  be  beneficial  in  selected  patients. 

Systemic  steroids  should  not  rou- 
tinely be  used  in  the  treatment  of  pso- 
riasis. Their  use  is  rarely  indicated,  but 
may  benefit  selected  cases.  An- 
timalarial  drugs  and  arsenic  no  longer 
are  considered  to  have  a place  in  psori- 
asis therapy.  Methotrexate®  (Lederle 
Laboratories)  has  recently  been  ap- 
proved by  the  FDA  for  the  treatment 
of  certain  very  selected  cases  of  psoria- 
sis.20 Its  use  should  be  restricted  to 
severe,  disabling  disease  and  proven 
cases  recalcitrant  to  more  conservative 
treatment.20  The  FDA  further  cautions 
it  should  be  given  only  by  physicians 
who  are  thoroughly  familar  with  its 
adverse  effects.20  Pregnant  women,  pa- 
tients with  pre-existing  renal,  hepatic 
or  hematopoietic  disease  should  not  be 
administered  the  drug.  Hydroxyurea 
has  also  been  found  to  be  an  effective 
antimetabolite  for  the  treatment  of 
psoriasis.  It  should  be  administered 
with  the  same  precautions  as  metho- 
trexate, but  to  date  a drop  in  the  white 
blood  count  has  been  its  major  adverse 
effect. 


The  treatment  of  severe  scalp  psori- 
asis is  always  a challenging  problem. 


Dr.  Tompkins  is  cm  associate  in  the 
department  of  medicine  in  derma- 
tology at  the  Harrisburg  Polyclinic 
Hospital.  He  is  certified  by  the 
American  Board  of  Dermatology. 
He  is  a fellow  of  the  American  and 
Pennsylvania  Academies  of  Derma- 
tology and  the  Philadelphia  Derma- 
tological Society.  He  is  a member  of 
the  Dermatology  Foundation  and 
the  American  Society  of  Contem- 
porary Medicine  and  Surgery. 


The  first  objective  that  must  be 
achieved  is  to  loosen  the  thick  matted- 
down  plaques.  1 like  to  use  10-20  per- 
cent salicylic  acid  in  hot  olive  oil 
applied  to  the  scalp  for  thirty  minutes 
with  the  head  wrapped  in  a hot  towel. 
This  is  followed  by  washing  with  a tar 
shampoo.  The  same  procedure  may  be 
employed  using  20  percent  oil  of  cade, 
10  percent  sulfur,  5 percent  salicylic 
acid  in  petrolatum.  Baker's  P&S  liquid 
may  be  applied  at  night,  occluded  with 
a bathing  cap,  and  washed  out  in  the 
morning  with  either  a sulfur-salicylic 
acid  or  tar  shampoo.  Once  the  plaques 
start  breaking  up,  adding  a fluorinated 
corticosteroid  preparation  such  as 
Synalar®  (Syntex  Laboratories)  solu- 
tion or  Cordran®  (Eli  Lilly  and  Co.)  lo- 
tion to  the  program  of  therapy  is  very 
beneficial.  Lasan®  (Stiefel  Labora- 
tories) pomade  and  pragmatar® 
(Smith.  Kline  and  French  Labora- 
tories) are  also  effective  therapies  for 
scalp  psoriasis. 

The  following  are  therapies  I have 
found  helpful  in  managing  specific  dif- 
ficult psoriatic  problems: 

(1)  inverse  psoriasis — topical  steroid 
lotions;  (2)  generalized  erythroder- 
mamild  hydration  baths,  petrolatum  or 
eucerin,  steroid  creams  or  ointments; 
(Ocassionally  systemic  steroids  or  an- 
timetabolities  in  individual  cases)  (3) 
pustular  psoriasis  of  the  palms  and 
soles — tar  soaks,  anthralin.  potent  topi- 
cal corticosteroids  under  occlusion, 
cordran  tape.  If  disabling  and/or  ac- 
companied by  arthritis,  systemic 
steroids  until  the  disease  is  controlled 
then  resume  topical  therapy;  (Others 
have  reported  success  using  metho- 
trexate 30mg  weekly  in  one  oral  dose 
and  vitamin  A 400.000u.  daily  for  six 
to  eight  weeks.)  (4)  severe  nail  involve- 
ment— intralesional  corticosteroids  in- 
jected beneath  the  posterior  nail  fold; 
antimetabolites  in  individual  cases — 
usually  not  advised  unless  nail  involve- 
ment is  accompanied  by  other  manifes- 
tations of  the  disease;  (5)  psoriatic 
arthritis — Indocin*  (Merck  Sharp  and 
Dohnie)  25  mg  t.i.d. 

Topical  vitamin  A acid21  and  topical 
nitrogen  mustard22*22  are  the  newest 
topical  approaches  to  psoriasis;  but 
comparatively  speaking,  only  a small 
number  of  patients  have  been  treated 
and  these  modalities  have  not  stood 
the  test  of  time. 


OCTOBER  1973 


59 


Research 

Promising  fields  of  investigation 
into  the  pathogenesis  of  psoriasis 
would  presently  seem  to  lie  in  im- 
munologic and  viral  research,  lipid 
metabolism,  the  study  of  uninvolved 
skin,  the  study  of  dermal  factors  and 
their  influence  on  epithelial  cell  mi- 
tosis. and  nucleic  acid  metabolism  in 
cells  of  psoriatic  lesions. 

Conclusion 

Ultimate  control  of  psoriasis  is  in- 
dicated if  it  can  receive  the  support  of 
an  all-out.  intensive  research  pro- 
gram. Such  a program  was  initiated  in 
1968  in  the  form  of  the  National  Pso- 
riasis Foundation.  Its  purpose  is  to 
promote  funds  for  research  to  find 
more  effective  methods  of  therapy  and 
to  learn  the  cause  and  ultimately  the 
cure  for  psoriasis. 

As  good  as  topical  agents  are 
in  controlling  psoriasis,  they  still  leave 
much  to  be  desired  in  severe  cases  and 
it  is  doubtful  that  the  cure  lies  in  topi- 
cal therapy.  The  answer  may  lie  in 
learning  ways  to  systeniically  change, 
disrupt,  or  control  the  biochemistry  of 

Does  a practice 

(Continued  from  page  19) 

money.  The  excess  amounts  should  either  be  distributed  out 
for  the  partners'  personal  use  or  transferred  to  a practice 
savings  account  to  draw  interest.  A professional  corporation 
could  first  deflect  excess  moneys  into  faster  funding  of  its 
retirement  plans,  which  would  then  earn  income  tax-free; 
and.  after  this  is  accomplished,  transfer  additional  funds  to 
a savings  and  loan  association  account.  A bookkeeper  or 
secretary  can  handle  checking  and  savings  accounts 
transfers  easily  with  almost  no  supervision  once  guidelines 
and  audits  are  established. 

B.  Fair  Rental  for  Office  Space — If  one  or  more  members 
of  a medical  group  owns  the  building  housing  the  group 
practice,  a fair  rental  should  be  determined  and  paid  each 
month.  1 urge  this  even  if  the  practice  and  the  building  are 
owned  by  the  same  doctors  in  the  same  ownership  ratios,  so 
they  will  be  aware  of  the  "true”  cost  of  their  practicing 
medicine.  The  recommendation  is  also  useful  as  protection 
against  the  time  when  ownership  of  the  practice  and  the  real 
estate  might  cease  to  be  the  same.  Since  the  Internal  Reve- 
nue Service  has  power  to  more  realistically  reallocate  in- 
come between  related  entities,  I believe  the  doctors  should 
seek  the  same  goal  of  arm's  length  rental  and  be  able  to 
prove  its  legitimacy  if  audited. 

C.  Purchase  Disability  Insurance — Too  many  doctors  I in- 
terview seem  to  be  heavily  insured  against  death  but  quite 
underinsured  against  disability.  Nevertheless,  the  statistical 
odds  of  a doctor  in  his  forties  becoming  disabled  for  a fairly 
long  term  are  far  greater  than  of  his  dying  in  the  specific 
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guttate — associated  with  beta  hemolytic  strep- 
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435-436,  1956. 

17.  Roe,  D.A.  The  nature  of  exfoliative  psoria- 
sis. Cutis  1:  411-420,  1965. 

18.  Rees,  R.B.  Psoriasis.  Modern  Medicine 
(Dermatology  Symposium)  pp.  95-100,  April  1972. 

19  Farber,  E.M.  and  Roth,  R.J.  Current  con- 
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G.P  29:  no.  6,  pp.  94-99,  June  1964. 

20.  Methotrexate:  Its  use  in  psoriasis.  FDA  Drug 
Bulletin,  October  1971. 

21.  Frost,  P.  and  Weinstein,  G.D.  Topical  vi- 
tamin A acid  for  ichthyosiform  dermatoses  and 
psoriasis.  JAMA  207:  no.  10.  1863-68,  March  1969. 

22.  Mandy,  S.;  Taylor,  J.R.;  and  Halprin,  K. 

Topically  applied  mechlorethamine  in  the  treat- 
ment of  psoriasis.  Arch.  Derm.  103:  272-276, 
March  1971. 

23.  Zackheim,  H.;  Arnold,  J.;  Farber,  E.;  and 

Cox,  A.  Topical  therapy  of  psoriasis  with 
mechlorethamine.  Arch  Derm.  105:  702-706,  May 
1972. 

survey  pay  off? 

year.  Since  extended  disability  usually  involves  the  same  in- 
come loss  as  death,  protection  should  be  at  least  as  impor- 
tant. Furthermore,  the  costs  of  providing  for  the  disabled 
person  himself  and  maintaining  the  family  lifestyle  will  be 
greater  upon  disability  than  upon  death.  The  insurance  is 
relatively  inexpensive  if  fairly  extended  waiting  periods  (90 
or  180  days)  are  chosen,  and  hence  it  should  not  be  ignored 
as  much  as  it  seems  to  be. 

Practice  Organization 

A.  Revision  of  Partnership  Agreement — Management 
surveys  sometimes  discover  areas  of  discontent  among  the 
partners  themselves.  In  fact,  although  often  unstated,  some 
type  of  interpersonal  discontent  among  the  partners  may 
well  be  the  underlying  reason  a consultant  is  engaged  to 
survey  a practice.  When  such  problems  exist,  I have 
concluded  that  it  is  best  for  the  consultant  to  face  them 
squarely  and  bring  them  out  into  the  open.  This  will  often 
result  in  conclusions  that  the  group's  partnership  agreement 
itself  should  be  revised  to  meet  the  new  circumstances. 

B.  Cleaning  Up  the  Professional  Corporation — In  previous 
articles  I have  commented  on  my  distress  at  the  number  of 
incorporated  practices  which  are  "sitting  ducks"  for  income 
tax  audits.  Independent  consultants’  surveys  should  delve 
into  a practice's  corporate  structure  and  documentation 
enough  to  determine  the  extent  to  which  it  is  insulated 
against  tax  failure.  Specific  descriptions  of  shortcomings 
should  cause  the  practice's  attorneys  and  accountants  to 
patch  up  the  corporation  before  an  IRS  agent  pays  a visit. 


the  psoriatic  lesion  through  using  en- 
zymes, ribosomes,  amino  acids,  pros- 
taglandins or  suppressive  non-toxic 
drugs.  □ 
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CODE  KEY 

("  indicates  institution  has  Category  One  accreditation) 

AAFP — Amer.  Acad  of  Family  Phys.  (Contact  Pa.  Acad  ot  Family  Phys.,  5600 
Derry  St  .,  Harrisburg  17111)" 

ACC — Amer.  Coll,  of  Cardiology,  9650  Rockville  Pike,  Bethesda,  Md." 

ACGP — Amer  Coll,  ot  Gen  Practitioners  in  Osteo.  Med  & Surg.,  Suite  1940, 
111  W.  Washington  St.,  Chicago,  III.  60602. 

ACP — Amer.  Coll,  of  Phys..  4200  Pine  St.,  Philadelphia  19104" 

AHA — Amer.  Heart  Assn..  Pa.  Alfiliate,  P.0  Box  2435,  Harrisburg  17105" 

AMA — Amer.  Med.  Assn.,  535  N.  Dearborn  St..  Chicago,  III.  60610" 

Chestnut  Hill — Chestnut  Hill  Hosp.,  8835  Germantown  Ave.,  Philadelphia 
19118" 

Coatesville  VA — Coatesville  Vet.  Admin.  Hosp.,  Coatesville  19320" 
Conemaugh — Conemaugh  Valley  Memorial  Hosp.,  1086  Franklin  St..  Johns- 
town 15905" 

Delaware  Co. — Delaware  Co.  Mem.  Hosp.,  Lansdowne  Ave  . Drexel  Hill 
19026" 

Einstem/North — Albert  Einstein  Med.  Cntr. /Northern  Div.,  York  & Tabor  Rds.. 
Phila.  19141" 

Elwyn — Elwyn  Institute,  111  Etwyn  Rd.,  Elwyn  19063" 

Hahnemann — Hahnemann  Med.  Coll.,  230  N Broad  St..  Philadelphia  19102" 
Harrisburg — Harrisburg  Hosp.,  Harrisburg  17101" 

M.  S.  Hershey — Pa.  State  Univ.  Coll,  of  Med.,  M S.  Hershey  Med  Cntr.,  Univ. 
Dr  . Hershey  17033 

Institute — Institute  of  the  Pa  Hosp  . Ill  N.  49th  St.,  Philadelphia  19139" 
Jefferson — Jefferson  Med.  Coll..  1025  Walnut  St.,  Philadelphia  19107 " 
Lebanon  VA — Lebanon  Vet.  Admin.  Hosp.,  Lebanon  17042" 

Lehigh  AHEC — Lehigh  Valley  Area  Health  Ed.  Cntr  , 17th  & Chew  Sts  , Allen- 
town 18102" 

MCP — Med.  Coll,  of  Pa.,  3300  Henry  Ave.,  Philadelphia  19129" 

Mercy/Pgh. — Mercy  Hosp.,  Pride  & Locust  Sts.,  Pittsburgh  15219" 

Norristown  State — Norristown  State  Hosp.,  Stanbridge  & Sterigere  Sts  , Nor- 
ristown 19141" 

Packer — Robert  Packer  Hosp.,  Sayre  18840" 

PAFP — Pa.  Acad  of  Family  Phys..  5600  Derry  St.,  Harrisburg  17111" 

Paoli — Paoli  Mem.  Hosp..  Paoli  19301" 

PAO&O — Pa  Acad,  of  Oph.  & Otol  . 232  N.  5th  St.,  Reading  19601" 

PMS — Pa.  Med.  Society,  20  Erford  Rd.,  Lemoyne  17043 
Reading — Reading  Hosp  . 6th  Ave.  & Spruce  St  . Reading  19602" 

St.  Margaret — St.  Margaret  Mem.  Hosp.,  265-46th  St.,  Pittsburgh  15201" 
Temple — Temple  Univ.  Sch.  of  Med.,  3400  N.  Broad  St.,  Philadelphia  19140" 

U.  of  Pa. — Univ  of  Pa.  Sch.  of  Med  . 288  Med.  Labs.  Bldg.,  Philadelphia 
19104" 

Pitt — Univ  of  Pittsburgh  Sch.  of  Med  , 1022-H  Scaife  Hall.  Pittsburgh  15213" 
WP/RMP — Western  Pa.  RMP,  200  Meyran  Ave  , Pittsburgh  15213 
Washington — Washington  Hosp.,  155  Wilson  Ave.,  Washington  15301" 

Wesf  Penn — Western  Pa  Hosp.,  4800  Friendship  Ave.,  Pittsburgh  15224" 

York — York  Hosp.,  George  St.  & Rathton  Rd  ..York  17405" 


Key  to  symbols: 

( ) Indicates  the  PRA  Category  Number  In  which  attendance  at  this  pro- 
gram should  be  reported.  You  may  report  each  hour  ot  attendance. 

Bold  Face  Type  indicates  an  institution  that  has  Category  I accreditation 
This  name  MUST  APPEAR  on  your  PRA  APPLICATION  to  the  AMA  if  you  are 
to  receive  Category  I credit. 

In  most  cases  each  of  the  following  continuing  medical  education  activities 
has  been  granted  AAFP  and  ACGP  (Osteopathic)  credit.  Contact  those  offices 
for  details. 


CME PROGRAMS 

Listed  below  are  programs  of  continuing  medical  education  which 
include  a series  of  two  or  more  sessions  on  various  subjects.  To  deter- 
mine the  specific  topic  on  any  given  day,  the  instructor,  the  frequency  of 
sessions,  fees,  maximum  registration,  etc.,  contact  the  director  at  the 
address  given  in  the  course  listing  or  in  the  CODE  KEY  box. 


Altoona  Hospital;  Oct.  4,  1973  - May  2,  1974 

(1)  Postgraduate  Seminar  for  Physicians;  by  Jefferson.  Contact:  Philip  W. 
Hoovler,  M.D.,  Dir.  Med.  Educ.,  Altoona  Hosp.,  Altoona  16601. 


Bridgeville;  April,  1973  - Jan.,  1974 

(1)  General  Medicine;  by  Pitt  and  Western  Pa.  RMP;  at  Mayview  State 


Hosp.  Contact:  Marion  H.  Elwood.  Admin.  Asst.,  Western  Pa.  RMP 


Bristol;  Sept.  1973  - June  1974 

(1)  Psychiatric  Aspects  of  Physiological  Problems;  at  Delaware  Valley 
Hosp.;  by  Hahnemann.  Contact:  Richard  E Hicks,  M.D..  Dir.,  Educ.  & Trng  . 
Hahnemann. 

Carlisle  Hosp.;  Oct.  5 - Nov.  9,  1973 

(1)  Psychiatry  in  Medical  Practice;  by  the  Institute.  Contact:  June  E. 
Schneider,  Asst.  Dir.,  Physician  Educ.  Project,  Institute. 


Easton  Hospital  Sept.  26,  1973  - June  26,  1974 
(1)  Psychiatry  in  Medical  Practice;  by  Hahnemann.  Contact:  Richard  E. 
Hicks,  M.D.,  Dir.,  Educ.  & Trng.,  Hahnemann. 


Harrisburg;  Sept.  20,  1973  - April  25,  1974 

(1)  Continuing  Medical  Education  for  the  Practitioner;  at  Harrisburg  Hosp. 
and  Harrisburg  Polyclinic  Hosp.  Contact:  Thomas  F.  Fletcher,  M.D.,  Dir.  Med. 
Affairs,  Harrisburg  Hosp. 


Harrisburg  Polyclinic  Hosp.;  Oct.  5,  1973  - April  19,  1974 

(1 ) Psychiatric  Problems  in  Medical  Practice;  by  Hahnemann.  Contact: 
Richard  E.  Hicks.  M.D.,  Dir.,  Educ.  & Trng.,  Hahnemann. 


Hershey;  1st-30th  each  month 

(2)  Physician-Resident  Exchange  Program;  M.S.  Hershey.  Contact:  Robert 
L.  Bauer,  M.D.,  Dir.,  Dept,  of  Family  & Community  Med..  M.S.  Hershey. 


Lancaster;  Sept.  19  - Dec.  26,  1973 

(1)  Postgraduate  Seminar  for  Physicians;  at  St.  Joseph  Hosp.;  by  Jefferson 
Contact:  Kenneth  M.  Carroll,  M.D.,  Med.  Dir.,  St.  Joseph  Hosp.,  Lancaster 
17604. 


Lancaster  General  Hospital,  73  74  Academic  Year 
(1)  Ambulatory  Health  Care  Conference;  Sept.  11,  1973  - May  29,  1974;  by 

Temple. 

(1)  Medical  Grand  Rounds;  Sept.  7,  1973  - Aug.  30,  1974;  by  Temple. 

(1)  Program  in  Continuing  Medical  Education;  Sept.  11,  1973  - May  21, 
1974;  by  Temple. 

(1 ) Scientific  Program — Monthly  Staff  Meeting;  Sept.  12,  1973  - May  8, 
1974;  by  Temple. 

(1)  Human  Dimensions  in  Medicine;  Sept.  20,  1973  - May  23,  1974;  by 

Temple. 

(1)  Clinical  Correlation  in  Family  Medicine;  July  11,  1973  - June  26,  1974; 

by  Temple. 

Contact:  John  H.  Esbenshade,  Jr.,  M.D..  Dir.  of  Med.  Educ.,  Lancaster  Gen. 
Hosp..  555  N,  Duke  St.,  Lancaster  17604. 


Lebanon;  Nov.  6.  1973  - May  7,  1974 

(1)  Postgraduate  Continuing  Medical  Education  Program;  at  Good  Samari- 
tan Hosp.;  by  Jefferson  and  the  Lebanon  County  Medical  Society.  Contact: 
Joseph  P Bering,  M.D.,  Prgm.  Dir.,  Good  Samaritan  Hosp.,  Route  72, 
Lebanon  17042. 


McKeesport  Hospital;  Oct.  19,  1973  - Dec.  14,  1973 
(1)  Physiology;  by  Pill.  Contact:  Frank  R Bondi,  M.D.,  Chr.,  Dept  of  Surg  . 
McKeesport  Hosp.,  1500  Fifth  Ave.,  McKeesport  15132 


Meadowbrook;  Sept.  20  - Dec.  19,  1973 
(1)  Medical  Seminars  for  Physicians;  at  Holy  Redeemer  Hosp.;  by  Jef- 
ferson. Contact:  Dr.  Wardner,  Co-Chrm.,  Educ.  Cmte  , Holy  Redeemer  Hosp  . 
Meadowbrook  19046. 


Monongahela;  July  17,  1973  - Feb.  19,  1974 

(1)  Continuing  Education  for  Physicians;  at  Monongahela  Valley  Hosp.;  by 
Pitt.  Contact:  H.  J.  Levin,  M.D..  Monongahela  Div.,  Monongahela  Valley 
Hosp.,  Inc.,  426  W.  Main  St.,  Monongahela  15063. 


New  Kensington;  Feb.  6 - Nov.  27,  1973 
(1)  Continuing  Education  for  Physicians;  at  Citizens'  Gen.  Hosp.;  by  Pitt. 
Contact:  Walter  N.  Zuck,  M.D.,  Citizens  Gen.  Hosp..  New  Kensington  15068. 


Norristown;  October  1973  - May  1974 

(2)  Cardiovascular;  at  Suburban  General  Hosp.  Contact:  Albert  J.  Fornace. 
D O.,  Chr.  Dept,  of  Med.,  Suburban  Gen.  Hosp.,  DeKalb  & Germantown  Pike. 
Norristown  19401. 


Norristown;  Nov.  7 - Dec.  12,  1973 
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(1)The  Physician  as  Sexual  and  Marital  Counselor;  at  Montgomery  Hosp.; 
by  the  Institute.  Contact  June  E.  Schneider.  Asst.  Dir.,  Phy.  Educ.  Project,  In- 
stitute. 


Norristown  State;  '73  - 74  Academic  Year. 

(1)  Intensive  Review  of  Neurology;  Sept.  10,  1973  - Apr.  15.  1974 
(1)  Current  Psychiatric  Books  Seminar;  Sept.  18,  1973  - May  21,  1974 
(1)  Basic  Administrative  Principles  in  a Psychiatric  Hosp.;  Oct.  5 - Nov.  16, 
1973 

(1)  Psychopharmacology  for  Medical  Practitioners;  Oct.  9 - Nov.  13,  1973 
(1)  Behavioral  Therapy;  Jan.  4 - Feb.  15,  1974 

(1)  General  Medicine  Topics  for  Psychiatrists;  Mar.  1 - April  26.  1974 
Contact:  John  D.  Prjjitt,  M.D.,  Dir.  C.M.E..  Norristown  State 


Philadelphia;  Einstein/North;  73  - 74  Academic  Year 

(1)  Anesthesiology  Lecture  Series;  Sept.  1.  1973  - May  31.  1974 

(1)  Arthritis  and  Rheumatism  Seminar;  Sept.  1,  1973  - June  30,  1974;  at 
Moss  Rehabilitation  Hosp. 

(1)  Basic  Science  Conference  & Lecture  Series;  Sept.  1,  1973  - June  30, 
1974. 

(1)  Basic  Science  Review;  July  1,  1973  - May  31,  1974;  at  Moss  Rehabili- 
tation Hosp. 

(1)  Cardiovascular  and  Hemodynamics  Conference;  July  1,  1973  - June  30, 
1974 

(1)  Cardio-Pulmonary-Renal  Research  Series;  Jan.  1 - June  30,  1974 

(1)  Cardiovascular  Lecture-Discussion  Series;  Sept.  1,  1973  - June  30.  1974 

(1)  G-l  Weekly  Conference  Series;  Sept.  1,  1973  - May  31.  1974 

(1)  Weekly  Lab  Review  Conference;  July  1.  1973  - June  30,  1974. 

(1)  Grand  Rounds  for  Medicine;  July  1,  1973  - June  30,  1974. 

(1)  Network  for  Continuing  Medical  Education  (Radio)  Series;  Continual. 

(1)  Neurology  Lecture  and  Seminar  Series;  July  1,  1973  - May  30,  1974. 

(1)  Nuclear  Medicine  (Introduction  Physics  & Clinical);  Apr.  3 - July  17, 
1974. 

(1 ) Pathology  Lecture  Series;  July  1,  1973  - June  30,  1974. 

(1 ) Pediatric  Grand  Rounds;  July  1,  1973  - June  30,  1974. 

(4)  Prosthetics/Orthotics  Conference;  July  1,  1973  - June  30,  1974;  at  Moss 
Rehabilitation  Hosp. 

(1)  Child  Psychiatry  Lecture  Series;  Sept.  1,  1973  - May  31,  1974. 

(1)  Conference  and  Lecture  Series  (Psychiatry);  Oct.  1.  1973  - May  31.  1974. 

(1 ) Pulmonary  Lecture  Series;  July  1 . 1973  - June  30,  1974. 

(1)  Radiation  Therapy  (Introductory  Physics  & Clinical);  Dec.  3,  1973  - Mar. 
29.  1974. 

(1)  Introduction  to  Radiological  Physics  and  Physics  of  Diagnostic 
Radiology;  Aug.  6 - Nov.  30,  1973. 

(1)  Current  Concepts  in  Rehabilitation;  Sept.  1,  1973  - July  31,  1974. 

(1)  Grand  Rounds  in  Rehabilitation;  July  1,  1973  - May  31.  1974;  at  Moss 
Rehabilitation  Hosp. 

(1)  Renal  Seminar  Series;  July  1,  1973  - June  30,  1974. 

(1)  Research  Division  Seminars;  Sept.  1,  1973  - May  31,  1974. 

(1)  Televised  Grand  Rounds  from  Temple  Univ.;  Continual 
Contact:  William  A.  Fackler,  Educ.  Coordinator,  Einstein/North 


Philadelphia:  Hahnemann;  '73-'74  Academic  Year 

(1)  Tutorial  Courses  in  many  specialties  and  sub-specialties  (see  Aug. 
JAMA). 

(1)  Pulmonary  Radiology;  Sept.  5,  1973  - May  16,  1974. 

(1)  Radiology  Reviews;  Sept.  13,  1973  - May  9.  1974. 

(1)  Rheumatology-Radiology;  Sept.  28,  1973  - May  24,  1974. 

(1)  Internal  Medicine  Reviews;  Oct.  3,  1973  - May  31,  1974. 

Contact:  R.  J.  Schaefer,  Exec.  Dir.,  Cont.  Educ.,  Hahnemann. 

(1)  Schools  of  Psychiatric  Thought;  Sept.  18  - Oct.  16,  1973. 

(1)  Adolescence  and  the  Youth  Culture;  March  20  - May  23,  1974. 

(1)  Psychological  Pediatrics  Conference;  Sept.  19,  1973  - May  1.  1974. 

(1)  Sexual  Problems  in  Medical  Practice;  Oct.  24,  1973  - Jan.  16,  1974. 

(1)  Seminars  in  Psychotherapy:  Short  term.  Crisis  and  Supportive 
Therapies;  Oct  10.  1973  - Dec.  12,  1973  (repeat  1/2/74-3/6/74  and 

3/13/74.6/15/74). 

(1)  Drug  Abuse:  Oct.  3 - Dec.  19,  1973. 

Contact:  Richard  E.  Hicks,  M.D.,  Dir.,  Educ.  & Trng.,  Hahnemann. 


Philadelphia;  Institute;  '73-'74  Academic  Year 

(1)  Professional  Management  and  Economics  of  Psychiatric  Practice;  Sept. 
24  - Oct.  15.  1973. 

(1)  Psychopharmacology — 1973;  Sept.  25  - Nov.  13.  1973. 

(1)  Review  of  Basic  Psychiatry;  Oct.  3 - Dec.  12,  1973. 

(1 ) Feature  Films  and  Human  Personality;  Oct.  13.  1973  - Mar.  2.  1974. 

(1)  Review  of  Basic  Neurology;  Jan.  10  - Mar.  21.  1974. 

(1)  Self-Assessment  Workshop;  Feb.  6 - 20,  1974. 

(1)  Survey  of  Basic  Psychoanalysis;  Feb.  4 - Mar.  4.  1974. 

(1)  Principles  and  Practice  of  Group  Psychotherapy;  Mar.  16  - May  25,  1974. 
Contact:  Peter  B.  Bloom,  M.D.,  Coord.  Cont.  Educ.  in  Psych.,  Institute. 

(1)  The  Doctor  and  the  Sexual  Revolution;  Oct.  4 - Dec.  13,  1973. 

(1)  Medical  Hypnosis;  Oct.  3.  1973  - Mar.  6,  1974. 

Contact:  June  E.  Schneider,  Asst  Dir.,  Phvs.  Educ.  Project,  Institute. 


Philadelphia;  MCP;  '73  - '74  Academic  Year 

(1)  Continuing  Education  for  Physicians;  at  Frankford  Hosp.;  Sept.  14,  1973 
- June  21,  1974.  Contact  Ronald  E.  Cohn,  M.D..  Med.  Dir.  MCP 


Philadelphia;  Temple;  73  - 74  Academic  Year 

(1)  Recent  Advances  in  Medicine;  Oct.  17  - Dec.  5.  1973.  Contact:  Albert  J. 
Finestone,  M.D.,  Asst.  Dean,  C.M.E..  Temple. 


Pittsburgh;  Pitt;  73  - 74  Academic  Year 

(1)  Seminars  for  the  Practicing  Physician;  Sept.  12,  1973  - April  25,  1974 
(1)  Lunch  Box  Theater;  Sept.  12,  1973  - April  24,  1974.  Contact:  William  M. 
Cooper,  M.D.,  Dir.,  Div.  of  Cont.  Educ.,  Pitt. 


Pittsburgh;  St.  Margaret  Mem.  Hosp.;  Sept.  1.  1973  - Aug.  31.  1974 

(1)  Rheumatology  for  the  Orthopedic  Surgeon;  by  Pitt,  and  St.  Margaret 
Mem.  Hosp. 

(1)  Rheumatology  Grand  Rounds;  by  Pitt,  and  St.  Margaret  Mem.  Hosp. 

(1)  Workshop  in  Rheumatology  and  Orthopedics;  by  Pitt,  and  St.  Margaret 

Mem.  Hosp. 

Contact:  Paul  W.  Dishart,  M.D.,  Dir.  Med.  Educ.,  St.  Margaret. 


Pottsville;  Sept.  27.  1973  - May  30,  1974 

(1)  Continuing  Education  Program;  at  Good  Samaritan  Hosp.;  by  Hah- 
nemann. Contact:  R.  J.  Schaefer,  Exec.  Dir..  Cont.  Educ.,  Hahnemann. 


Pottsville  Hospital;  Sept.  6.  1973  - June  6,  1974 

(1)  Continuing  Medical  Education  Program;  by  Jefferson.  Contact:  E.  W. 
Cubler,  M.D.,  D.M.E.,  Pottsville  Hosp.,  Pottsville  17901. 


Reading;  Fourth  Tuesday  ea.  mo. 

(2)  Tumor  Conference;  at  Community  Gen.  Hosp.  Contact:  Harold  I.  Farber, 
M.D..  Dir.  Tumor  Clinic,  Community  Gen.  Hosp.,  145  N.  Sixth  St.,  Reading 
19601. 


Reading  Hosp.;  Oct.  11,  1973  - May  9.  1974 
(1)  Psychiatry  on  Rounds;  by  the  Institute.  Contact:  June  E Schneider, 
Asst.  Dir.,  Physician  Educ.  Project,  Institute. 


Scranton  Community  Med.  Center;  Sept.  12,  1973  - Apr.  24,  1974 

(1)  Psychiatry  in  Medical  Practice;  by  the  Institute.  Contact:  June  E.  Sch- 
neider, Asst.  Dir.,  Physician  Educ.  Project,  Institute. 


Sunbury  Community  Hospital;  Feb.  14  - Nov.  28,  1973 

(1)  Continuing  Education  Program:  by  Hahnemann.  Contact  Willard  W. 
Christman,  M.D..  Community  Hosp..  Sunbury  17801. 


Uniontown  Hospital;  Sept.  26,  1973  - May  22,  1974 

(1)  Continuing  Education  for  Physicians;  by  Fayette  Co.  Med.  Soc.  and  Pitt. 
Contact:  Walter  Lion,  Exec.  Secy.,  Fayette  Co.  Med.  Soc.,  30  Delaware  Ave., 
Uniontown  1 5401 , 


Williamsport  Hospital;  Sept.  14,  1973  - June  14,  1974 

(1)  A Continuing  Education  Program;  by  U.  of  Pa.  Contact:  Henry  G. 
Sparks,  Coordinator  of  Cont.  Med.  Educ.,  U.  of  Pa. 

York  Hosp.;  Sept.  13,  1973  - May  2,  1974 
(1)  Continuing  Education  for  Physicians;  by  York  & Jefferson.  Contact 
Merle  S.  Bacastow,  M.D..  Vice  Pres./Med.  Affairs,  York 


COURSES 


ALLERGY 

Nov.  8-11.  1973;  Pittsburgh 

(1)  Diseases  Due  to  Immune  Mechanisms;  by  Pitt;  at  William  Penn  Hotel 
Contact:  William  M.  Cooper,  M.D.,  Dir..  Div.  of  Cont.  Educ.,  Pitt. 


CARDIOVASCULAR  DISEASE 
Oct.  11-12,  1973;  Philadelphia 
May  22.  1974;  Pittsburgh 

(1)  Instructors  Training  Courses  in  Cardiopulmonary  Resuscitation — for 
Physicians;  by  AHA.  Contact:  AHA 


ELECTROCARDIOGRAPHY 
Oct.  25-27,  1973;  Philadelphia 

(1)  3rd  Annual  Symposium  Principles  of  Cardiac  Arrhythmias;  by  Jefferson. 
Contact  John  H.  Killough.  M.D.,  Assoc.  Dean,  Jefferson. 


ENDOCRINOLOGY 

Nov.  1-3,  1973  Philadelphia 

(1)  Endocrinology  for  the  Practicing  Physician;  by  Jefferson.  Contact:  John 
H.  Killough,  M.D.,  Assoc.  Dean,  Jefferson. 

FAMILY  MEDICINE 

Oct.  31,  1973;  Wilkes-Barre 

(2)  Lymphoma  as  It  Affects  Family  Practice;  at  Mercy  Hosp.  Contact:  J.  P. 
Brennan,  M.D..  D.M.E.,  Mercy  Hosp.,  196  Hanover  St..  Wilkes-Barre  18703 
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PENNSYLVANIA  MEDICINE 


GENERAL  MEDICINE 


As  Arranged:  Philadelphia 

(1)  Preceptorships  for  Practicing  Physicians  (Anes.,  Int.  Med.,  Neurology, 
Ob-Gyn,  Path.,  Ped.,  Psych.,  Radiol.,  or  Surg.);  at  MCP.  Contact:  Gerald  H. 
Escovitz,  M.D.,  Assoc.  Dean,  MCP. 


Oct.  14,  1973:  Pittsburgh 

(1)  Doctor's  Office  Management  (for  physicians):  by  Allegheny  Co.  Med. 
Soc.;  at  Pitt.  Contact:  William  M.  Cooper,  M.D.,  Dir.,  Div.  of  Cont.  Educ.,  Pitt. 


December  3-7,  1973;  Eagleville  Hospital  and  Rehabilitation  Center 
(2)  Alcoholism  Training  Program  for  Mental  Health  Professionals;  by  Natl. 
Inst,  of  Alcohol  and  Natl.  Inst,  of  Mental  Health.  Contact:  Barry  Vernick,  Proj. 
Dir.,  Eagleville  Hosp.,  Eagleville  19408. 


Nov.  14,  1973;  Franklin 

(1)  Postgraduate  Course  for  Physicians;  at  Franklin  Hosp.;  by  Jefferson. 
Contact  Helen  Griffin,  M.D.,  Franklin  Hosp.,  Franklin  16323. 


INTERNAL  MEDICINE 
Oct.  22-24,  1973;  Philadelphia 

(1)  Individualization  of  Drug  Therapy;  at  Coll,  of  Phys.,  of  Phi  la. : by  Temple 
and  ACP.  Contact:  Albert  J.  Finestone,  M.D.,  Asst.  Dean,  C.M.E.,  Temple. 


MALIGNANT  DISEASE 

Nov.  9,  1973;  Philadelphia 

(2)  Trends  in  Diagnosis  and  Treatment  of  Tumors  of  the  Nervous  System; 
by  Fox  Chase  Center  for  Cancer  & Medical  Sciences;  at  American  Oncologic 
Hosp.  Contact:  H.  Gunter  Seydel,  M.D.,  M.S.,  Chief,  Dept,  of  Radiation  Thera- 
py, Amer.  Oncologic  Hosp.,  Central  & Shelmire  Aves.,  Philadelphia  19111. 


OBSTETRICS  AND  GYNECOLOGY 
Oct.  20.  1973;  Pittsburgh 

(1)  First  Ob-Gyn  Anesthesia  Symposium;  by  Pitt.;  at  Magee-Women's  Hosp. 
Contact:  William  M.  Cooper,  M.D.,  Dir.,  Div.  of  Cont.  Educ.,  Pitt. 


Nov.  7,  1973;  Philadelphia 

(1)  14th  Annual  Forman  Postgraduate  Course  in  Ob-Gyn;  by  Temple.  Con- 
tact: Albert  J.  Finestone.  M.D.,  Asst.  Dean,  C.M.E.,  Temple 


Nov.  11-17;  Pittsburgh 

(1)  Surgical  Anatomy  & Techniques  of  the  Temporal  Bone;  at  Pitt.  Contact: 
Ralph  J.  Caparosa,  M.D.,  Course  Director.  Pitt. 


PSYCHIATRY 

Oct.  17,  1973;  Coatesville 

(1)  Interpersonal  Relationship  in  Health  Care;  by  Coatesville  VA  and  Jef- 
ferson. Contact:  J.  Clifford  Scott.  M.D.,  Dir.,  Prof.  Educ.,  Coatesville  VA. 


Nov.  26,  1973  - December  4,  1973;  Philadelphia 
(1)  Seminars  at  Sea;  S.  S.  Statendam;  by  Hahnemann.  Contact:  Richard  E. 
Hicks,  M.D.,  Dir.  of  Educ.  & Trng.,  Dept,  of  Mental  Health  Sciences,  Hah- 
nemann. 


Dec.  8,  1973;  Philadelphia 

(1)  Mental  Health  Administration;  by  the  Institute.  Contact:  Peter  B.  Bloom. 
M.D..  Coord.  Cont.  Educ.  in  Psych.,  the  Institute. 


RADIOLOGY 

Nov.  9,  1973;  Coatesville 

(1)  New  Techniques  in  Physical  Diagnoses,  at  Coatesville  VA  Contact:  J. 
Clifford  Scott,  M.D.,  Dir.,  Prof.  Educ.,  Coatesville  VA. 


Dec.  10-14,  1973;  Philadelphia  (repeat  Mar.  25-29,  1974;  and  May  20-24,  1974) 
(1)  Radiology — Diagnostic  Ultrasound  Physician's  Training  Course;  by 
Temple  at  Episcopal  Hosp.  Contact:  Barry  B.  Goldberg,  M.D.,  Prgm.  Dir., 
Sect,  of  Diag.  Ultrasound.  Sept,  of  Radiol.,  Episcopal  Hosp.,  Front  St.  & 
Lehigh  Ave.,  Philadelphia  19125. 


SURGERY 

Nov.  1-2,  1973;  Pittsburgh 

(1)  Workshop  in  Use  of  Staplers  in  Surgery;  at  Pitt.  Contact:  William  M. 
Cooper,  M.D.,  Dir.,  Div.  of  Cont.  Educ.,  Pitt. 


Nov.  12,  1973;  Lancaster 

(2)  Pa.  Division,  International  College  of  Surgeons  (Annual  Meeting);  at 
Host  Farm.  Contact:  John  W.  Egoville,  M.D.,  Secy.,  6357  Lancaster  Ave., 
Philadelphia  19151. 


Nov.  16,  1973;  Allentown 

(2)  Annual  Scientific  Meeting;  Eastern  Pa.  Chapt.  of  American  College  of 
Surgeons;  at  Holiday  Inn.  Contact:  George  W.  Hartzell,  Jr.,  M.D.,  2004  Allen 
St.,  Allentown  18104. 


Space  limitations  preclude  the  publication  this  month  of  any  listings  of 
courses  that  are  scheduled  after  December  31.  1973. 

Contact  the  Council  on  Education  and  Science.  PMS.  for  a complete  sum- 
mary. 


First  Annual  Friends  Hospital  Clinical 
Conference 

DEPRESSION— BASIC  UNDERSTANDINGS 
AND  TREATMENT 

November  1 and  2,  1973 

at  Friends  Hospital,  Philadelphia,  Pennsylvania 

Depression  is  a ubiquitous  health  problem  often  related  to 
other  psychological  and  physiological  conditions  and 
frequently  requiring  hospitalization.  Believing  that  in- 
creased communication  will  foster  improved  understanding 
and  treatment,  Friends  Hospital  has  planned  its  first  annual 
clinical  conference  for  mental  health  professionals  around 
the  topic  of  depression. 

Thursday,  November  1 

Basic  Understandings  of  Depression 
9:00  a.m.  - 12:30  p.m. — Five  views  of  Depression  research 
Paradoxes  of  Depression— Aaron  T.  Beck,  M.D.,  Professor 
of  Psychiatry,  University  of  Pennsylvania 
Biochemical  Roots  of  Depression — William  E.  Bunney,  Jr., 
M.D.,  Director,  Division  of  Narcotic  Addiction  and  Drug 
Abuse,  National  Institute  of  Mental  Health 
Depression:  A Psychoanalytic  Overview — Norman  D. 

Weiner,  M.D.,  Director,  Residency  Training,  Friends  Hospi- 
tal 

Basic  Research  on  Depression — J.  Richard  Wittenborn, 
Ph.D.,  University  Professor  of  Psychology  and  Education. 
Rutgers  University 

Suicide  and  Depression — Edwin  S.  Shneidman,  Ph.D., 
Professor  of  Medical  Psychology,  U.C.L.A. 

Discussant — Eugene  B.  Brody,  M.D.,  Chairman,  Department 
of  Psychiatry,  University  of  Maryland  School  of  Medicine 
12:30  p.m.  - 3:00  p.m. — Luncheon  and  small  group  discus- 
sions of  issues  raised  in  the  morning  session. 

3:00  p.m.  - 5:00  p.m. — All  participants  will  convene  for  a 
plenary  session  in  which  the  six  morning  speakers  will  con- 
stitute a panel  to  respond  to  issues  and  questions  raised 
6:00  p.m.  - 9:00  p.m. — Dinner — Presentation:  Anthropo- 
logical Insights  into  Depression — Margaret  Mead,  Ph  D., 
Curator  Emeritus  of  Ethnology,  American  Museum  of  Natu- 
ral History 

Friday,  November  2,  1973 

Treatment  of  Depression 

9:30  a.m.  - 12:30  p.m. — Four  treatment  approaches 

Chemotherapy  of  Depression — Heinz  E.  Lehmann,  M.D., 
Chairman,  Department  of  Psychiatry,  McGill  University 
Electroconvlusive  Treatment  of  Depression — Lothar  B. 
Kalinowsky,  M.D.,  Clinical  Professor,  Department  of  Psychi- 
atry, New  York  Medical  College 

Behavioral  Treatment  of  Depression — Arnold  A.  Lazarus, 
Ph.D.,  Chairman,  Department  of  Psychology,  Rutgers 
Psychoanalytic  and  Psychotherapeutic  Treatment— Edith 
Jacobson,  M.D.,  Psychoanalyst,  New  York 
Discussant — Daniel  X.  Freedman,  M.D.,  Chairman,  Depart- 
ment of  Psychiatry,  University  of  Chicago. 

12:30  p.m.  - 3:00  p.m. — Luncheon  and  small  discussion 
groups  to  discuss  clinical  issues  raised  in  the  morning 
3:00  p.m.  - 5:00  p.m. — Plenary  session  with  speakers  from 
morning  session. 

5:00  p.m. — Adjournment 

• • • 

$60  fee  includes  lunches  at  Friends  Hospital  for  both  days 
of  the  conference  and  Thursday  evening  dinner  at  the  Holi- 
day Inn,  City  Line  Avenue,  Philadelphia. 

Friends  Hospital 
Box  4812 

Roosevelt  Boulevard  and  Adams  Avenue 
Philadelphia,  Pennsylvania  19124 


new  members 


(Continued  from  page  36) 

COLUMBIA  COUNTY: 

Krishnaswami  Aligiriswami,  M.D.,  540  E.  11th  St.,  Berwick 
18603. 

DAUPHIN  COUNTY: 

Gordon  C.  Arnold,  M.D.,  1 1 15  N.  Second  St.,  Harrisburg  17102. 
Rugh  A.  Henderson,  M.D.,  500  University  Drive,  Hershey  17003. 
David  M.  Judge,  M.D.,  Milton  S.  Hershey  Medical  Center, 
Hershey  1 7033. 

Steven  M.  Lapidus,  M.D.,  12  Oakwood  Bldg.,  Pineford  Drive. 
Middletown  1 7057. 

Abdus  Saleem,  M.D.,  Milton  S.  Hershey  Medical  Center, 
Hershey  1 7033. 

Richard  P.  Stewart,  M.D.,  1501  N.  Front  St.,  Harrisburg  1 7102. 


DELAWARE  COUNTY: 

Larissa  T.  Bilaniuk,  M.D.,  100  Plush  Mill  Rd.,  Wallingford 
19086. 

Dorothy  D.  Chacko,  M.D.,  2108  Chestnut  St.,  Chester  19013. 
Thomas  A.  DiLiberto,  M.D.,  785  E.  Providence  Rd.,  Lansdowne 
19050. 

Drew  McCausland,  M.D.,  310  Plush  Mill  Rd.,  Wallingford 
19086. 


ERIE  COUNTY: 

Saroj  K.  Dubey,  M.D.,  4480  Granada  Blvd.,  No.  14,  Cleveland, 
Ohio  44128. 

David  F.  Dieteman,  M.D.,  3308  State  St.,  Erie  16508. 

Sze  Key  Ho,  M.D.,  232  West  25th  St.,  Erie  16512. 

Vincent  P.  Rogers,  M.D.,  471  Hillton  Rd.,  Erie  16509. 

FAYETTE  COUNTY: 

Godofredo  B.  Perez,  M.D.,  210  Second  National  Bank  Bldg., 
Connellsville  15425. 

Kasen  Sirikolkarn,  M.D.,  30  Delaware  Ave.,  Uniontown  15401. 

FRANKLIN  COUNTY: 

Domingo  A.  Garcia,  M.D.,  South  Potomac  St.,  Waynesboro 
17268. 

LACKAWANNA  COUNTY: 

Homayoon  Froozan,  M.D.,  628  Scranton  Life  Bldg.,  Scranton 
18503. 

LANCASTER  COUNTY: 

N.  Anthony  Mastropietro,  M.D.,  81  Valleybrook  Drive, 

Lancaster  1 7601 . 

Albert  C.  Price.  M.D.,  1875  Lititz  Pike,  Lancaster  17601. 

LEBANON  COUNTY: 

Jose  N.  R.  Sayson,  M.D.,  1201  Heritage  Lane,  Lebanon  17042. 

Lilia  M.  Sayson,  M.D.,  1201  Heritage  Lane,  Lebanon  17042. 

LUZERNE  COUNTY: 

Jalal  Boushehri  Fatemi,  M.D.,  73  Ross  St.,  Wilkes-Barre  18701. 

Andrew  G.  Lefko,  M.D.,  65  Walden  Drive,  Mountaintop  18707. 

MONTGOMERY  COUNTY: 

Edgardo  P.  Avancena,  M.D.,  2936  Hannah  Ave.,  Norristown 
19401. 

Simplicio  E.  Evangelista,  M.D.,  Bryn  Mawr  Hospital,  Bryn  Mawr 
19010. 

Edward  A.  Troncelleti,  M.D.,  936  County  Line  Rd.,  Bryn  Mawr 
19010. 

Roslyn  C.  Souser,  M.D.,  195  Midfield  Rd.,  Ardmore  19033. 
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MONTOUR  COUNTY: 

Albert  M.  Nalevanko,  M.D.,  Geisinger  Medical  Center,  Danville 
17821. 

NORTHUMBERLAND  COUNTY: 

Ismail  Dimililer,  M.D.,  370  Market  St.,  Ste.  503-5,  Sunbury 
17801. 

Mohammad  M.  Munir,  M.D.,  Box  74-A,  Shamokin  Dam  17876. 

Mohammad  A.  Samad,  M.D.,  Box  74-A,  Shamokin  Dam  17876. 

Winfield  S.  Gibbs,  M.D.,  Sunbury  Community  Hospital,  Sunbury 
17801. 

PHILADELPHIA  COUNTY: 

Eoin  Aberdeen,  M.D.,  1740  Bainbridge  St.,  Philadelphia  19146. 

Samuel  A.  Adebonojo,  M.D.,  230  N.  Broad  St.,  Philadelphia 
19102. 

Edward  A.  Adorn,  M.D.,  4407  Walnut  St.,  Philadelphia  19104. 

Krishan  Kumar  Aneja,  M.D.,  533  Rector  St.,  Philadelphia 
19128. 

Ali  G.  Arani,  M.D.,  107  Lehigh  Ave.,  Philadelphia  19125. 

William  W.  Beck,  Jr.,  M.D.,  Pennsylvania  Hospital,  8th  and 
Spruce  Sts.,  Philadelphia  19107. 

Thomas  Behrendt,  M.D.,  8104  St.  Martin’s  Lane,  Philadelphia 
19118. 

Edward  Melvin  Bleeden,  M.D.,  7701  Revere  St.,  Philadelphia 
19152. 

Elena  Parisi  Bruno,  D.O.,  1801  Vine  St.,  Philadelphia  19103. 

Stanley  S.  Chaplin,  M.D.,  255  S.  17th  St.,  Philadelphia  19103. 

Rodolfo  C.  Fontanilla,  M.D.,  Delaware  County  Memorial  Hospi- 
tal, Drexel  Hill  19026. 

Kenneth  J.  Forman,  M.D.,  675  E.  State  Rd.,  No.  2104,  War- 
minister  1 8974. 

Thomas  B.  Gain,  M.D.,  8200  Henry  Ave.,  Philadelphia  19128. 

Laureano  P.  Garcia,  M.D.,  328  W.  Godfrey  Ave.,  Philadelphia 
19120. 

Perla  G.  Gascon,  M.D.,  York  and  Tabor  Rds.,  Philadelphia 
19141. 

Bernadette  A.  Herbst,  M.D.,  3300  Henry  Ave.,  Philadelphia 
19129. 

Valerie  Jorgensen,  M.D.,  Pennsylvania  Hospital,  8th  and 
Spruce  Sts.,  Philadelphia  19107. 

Tai-Hee  Kang,  M.D.,  414  Fountain  St.,  No.  21,  Philadelphia 
19128. 

Irving  M.  Katz,  M.D.,  1403  Marlbrook  Lane,  Lansdale  19446. 

Gordon  M.  Kay,  M.D.,  623  W.  Upsal  St.,  Philadelphia  191 19. 

Irving  Kitchner,  M.D.,  1930  Chestnut  St.,  Philadelphia  19103. 

Norman  S.  Knee,  D.O.,  5103  Whitaker  Ave.,  Philadelphia 
19124. 

Jack  Lebeau,  M.D.,  220  E.  Mermaid  Lane,  Philadelphia  19118. 

Bong  Shik  Lee,  M.D.,  4195  S.  19th  St.,  Philadelphia  19146. 

Si  Gaph  Lee,  M.D.,  3401  N.  Broad  St.,  Philadelphia  19104. 

Harry  J.  Long,  M.D.,  213  Wickley  Rd.,  Philadelphia  19154. 

Aurora  L.  Lucena,  M.D.,  142  Windmere  Ave.,  Lansdowne 
19050. 

Lawrence  J.  Macatee,  M.D.,  2506  South  20th  St.,  Philadelphia 
19145. 

Maciej  T.  Malecki,  M.D.,  1460  Ranier  Rd.,  Brookhaven  19015. 

Teruo  Matsumot,  M.D.,  1412  Flat  Rock  Rd.,  Philadelphia  19127. 

Richard  V.  McCloskey,  M E.,  5th  and  Reeds  Sts.,  Philadelphia 
19147. 

Jerome  Miller,  D.O.,  5103  Whitaker  Ave.,  Philadelphia  19124. 

R.  Barrett  Noone,  M.D.,  3731  Lankenau  Rd.,  Philadelphia 
19131. 

VENANGO  COUNTY: 

Stephen  C.  Cenedella,  M.D.,  206  Prospect  St.,  Franklin  16323. 

Peter  J.  Thompson,  M.D.,  200  Prospect  St.,  Franklin  16323. 
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(When  parenteral  analgesia 
'is  no  longer  required, 
lEmpirin  Compound  with 
'Codeine  usually  provides  the 
relief  needed. 


Empirin  Compound  with 
Codeine  is  effective  for 
visceral  as  well  as  soft  tissue 
pain— provides  an  antitussive 
bonus  in  addition  to  its 
prompt,  predictable 
analgesia. 


prescribing  convenience: 

up  to  5 refills  in6months, 
atyour  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 


Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2); 
No.  4,  codeine  phosphate* 
64.8  mg.  (gr.  l).*Warning— 
may  be  habit-forming.  Each 
tablet  also  contains:  aspirin 
gr.  3V2,  phenacetin  gr.  2V2, 
caffeine  gr.  V2. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Healing  nicely, 
but  it  still 


c CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 
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classifieds 


PHYSICIANS  WANTED 
Internist,  orthopedic  surgeon,  derma- 
tologist, psychiatrist — Board  Certified 
or  Board  Eligible.  To  join  small  group 
with  modern  offices  in  beautiful,  rapid- 
ly growing  community  with  full  hospi- 
tal privileges  available.  Write:  Ralph  J. 
Miller,  M.D.,  Heatherbrae  Square,  In- 
diana, Pennsylvania  15701. 

Orthopedic  Surgeon  Wanted — As- 
sociate for  well-established  clinic  in 
Eastern  Pennsylvania.  Under  36  years. 
Partnership  after  U/2  years.  No  invest- 
ment needed.  Board  eligibility 
required.  Write  Department  612, 
Pennsylvania  Medicine,  20  Erford 
Rd..  Lemoyne,  Pa.  17043. 

M.D.s — D.O.s — G.P.s — All  Spe 

cialties — Private  office  suites  in  hospi- 
tal. Clinic  positions  also  available.  200 
bed  hospital  with  new  $3.6  million 
Diagnostic  and  Treatment  Center.  No 
smog.  No  fog.  Nice  place  to  live  with 
family.  Contact  Administrator,  Mercy 
Hospital  of  Johnstown,  Pa.  15905. 

Satellite  Clinics  of  200  bed  hospital. 
M.D.s  and  D.O.s  needed.  Financial  ar- 
rangements open.  Paramedical  per- 
sonnel, supplies,  and  equipment  fur- 
nished by  hospital.  Excellent  living 
conditions  for  entire  family.  Great 
hunting  and  fishing.  1 and  I V2  hours 
from  Pittsburgh.  Contact  Adminis- 
trator, Mercy  Hospital  of  Johnstown, 
Pa.  15905. 

Physical  Medicine  and  Rehabilitation. 

Staff  physiatrist  for  an  active, 
comprehensive  Rehabilitation  Center. 
Latest  facilities  and  equipment.  Quali- 
fied supportive  staff.  Favorable  geo- 
graphic area.  Extensive  educational, 
religious,  and  recreational  facilities 
available.  Write:  Sister  Margaret  Ann, 
assistant  administrator.  St.  Vincent 
Hospital,  Erie,  Pa.  16512. 

Neurology  Residency  Positions  avail- 
able in  a 60  bed  Board  approved  neu- 
rology center,  affiliated  with  Jefferson 
Medical  College  and  Hospital.  Full 
range  of  clinical  material.  Excellent  in- 
struction in  basic  sciences.  Research 


encouraged.  State  licensure  required  in 
any  state  at  beginning  of  second  year  of 
training.  Salary  $10,900  to  $12,100. 
Write  Director,  V.A.  Hospital.  Coates- 
ville.  Pa.  19320.  Nondiscrimination  in 
employment. 

Emergency  Department  Physicians  to 

add  to  existing  four  men  group.  Busy 
suburban  area  Emergency  Depart- 
ment. 35,000  visits  annually.  Salary 
per  hour  plus  fringe  benefits.  Pennsyl- 
vania License  required.  Contact  or 
send  resume.  J.  A.  Weigle,  M.D., 
director.  Department  of  Emergency 
Medicine,  North  Hills  Passavant  Hos- 
pital, 9100  Babcock  Blvd.,  Pittsburgh. 
Pa.  15237. 

Medical  Doctor  to  administer  special- 
ized Public  Health  medical  programs, 
especially  priority  Venereal  Disease 
program,  for  a large  county-wide  pop- 
ulation of  1 V2  million  persons.  Salary 
negotiable.  Many  interesting  chal- 
lenges. Excellent  fringe  benefits 
including  outstanding  pension  plan. 
Telephone:  (412)  355-4000  or  submit 
vita  to  Dr.  Harold  H.  Cashman,  As- 
sistant Director,  Allegheny  County 
Health  Department,  Pittsburgh,  Pa. 
15219. 

Emergency  Department  Physician — 

M.D.  or  D.O.  Pa.  licensed.  Modern 
JCAH  accredited  250  bed  hospital  that 
has  recently  completed  a merger  and 
large  expansion  program  including  a 
new  Emergency  Room  Suite.  Fourth 
Physician  needed  to  round  out  current 
staff  of  three.  Excellent  financial  and 
fringe  benefits.  Administrator,  Lewis- 
town  Hospital,  Lewistown,  Pa.  17044. 

Emergency  Room  Physician  to  com- 
plement a team  for  full  coverage  of 
emergency  and  outpatient  needs;  ap- 
proximately 25,000  visits  per  year. 
Growing  suburban  community.  Call 
(717)  761-0202  or  Write:  Holy  Spirit 
Hospital,  North  21st  St.,  Camp  Hill, 
Pa.  17011. 

Emergency  Room  Physician — needed 
to  complete  full-time  emergency  staff. 
Salary  and  fringe  benefits  excellent. 


Return  responses  to  the  Director  of 
Emergency  Services,  McKeesport  , 
Hospital,  McKeesport,  Pennsylvania  I 
15132. 

Vacancy  for  medical  doctor  interested 
in  entering  Public  Health  field.  Will  be 
responsible  for  planning,  evaluating,  j 
and  administrating  County-wide  medi-  ; 
cal  services  program  for  I V2  million 
people.  Many  interesting  challenges. 
Salary  negotiable.  Fringe  benefits  with 
outstanding  pension  plan.  Telephone: 
(412)  355-4000  or  submit  vita  to  Dr. 
Harold  H.  Cashman,  Assistant  | 
Director,  Allegheny  County  Health  I 
Department,  Pittsburgh.  Pa.  15219. 

Opening  for  two  physicians  or  more  in 
general  practice,  pediatrics,  or 
OB/GYN.  15  minutes  from  excellent 
hospital.  25  minutes  from  regional  air- 
port. Northcentral  Pennsylvania. 
Write  Department  625,  Pennsylvania 
Medicine,  20  Erford  Rd.,  Lemoyne, 
Pa.  17043. 

POSITION  WANTED 

Are  You  Aware  of  general  practice  op- 
portunities in  Northeastern  Pennsyl- 
vania? Send  information  and  details  to 
30-year-old,  married  physician 
searching  for  a pleasant  location  with 
good  schools  and  recreational  facili- 
ties. Write:  Dept.  624,  Pennsylvania 
Medicine,  20  Erford  Rd.,  Lemoyne, 
Pa.  17043. 

CLASSIFIED  ADVERTISING  INFORMATION 

Rates — $10  00  per  insertion  up  to  30  words. 

40  cents  each  additional  word ; $1 .00  per  inser- 
tidn  for  answers  sent  in  care  of  Pennsylvania 
Medical  Society.  Payable  in  advance 

COPY  DEADLINE — Copy  due  by  the  first  day 
of  month  preceding  month  of  publication 
Send  to  Pennsylvania  Medical  Society.  20  Er- 
ford Rd.,  Lemoyne,  Pennsylvania  17043.  The 
right  is  reserved  to  reiect  or  modify  copy  to 
conform  with  publication  rules. 

DEPARTMENT  NUMBERS— Advertisers  us- 
ing department  numbers  forbid  disclosure 
of  their  identity.  Written  inquiries  are  for- 
warded to  such  advertisers 

WORD  COUNT— Count  as  one  word  all 
single  words,  two  initials  of  a name,  each  ab- 
breviation, isolated  numbers,  groups  of 
numbers,  hyphenated  words  Count  name  and 
address  as  five  words,  telephone  number  as 
one,  and  "Write  Department.  PENNSYL- 
VANIA MEDICINE,  as  five 
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SYMPOSIUM 

Infectious  Disease  Symposium, 
Wednesday,  October  10,  1973.  Fitz- 
gerald Mercy  Division,  Darby,  Pa.  For 
further  information  contact:  D.  J.  Hil- 
ferty,  Jr.,  M.D.,  Director,  Continuing 
Medical  Education,  Fitzgerald  Mercy 
Division,  Mercy  Catholic  Medical 
Center  of  Southeastern  Pennsylvania, 
Darby,  Pa.  19023. 

FOR  SALE 

Manual — “Manual  of  Routine  Orders 
tor  Medical  and  Surgical  Emergencies 
(A  New  Concept  Designed  to  Save 
Lives)."  Contact:  Warren  Green 

Publishing  Corp.,  10  South  Brentwood 
Ave.,  St.  Louis,  Missouri  63105. 

Fully  equipped  office  and  furniture  of 

deceased  doctor  of  gynecology  and 
diagnostic  practice  in  downtown  Pitts- 
burgh, Pennsylvania.  Telephone:  (412) 

| 471-6833. 

For  Sale:  Professional  offices  of 

deceased  general  practitioner.  West 
Philadelphia  area.  Contact  Edmund  P. 
Butler.  Esquire,  1040  PSFS  Bldg., 
Philadelphia,  Pa.  19107. 
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TREAT  THE  SYMPTOMS  IN  THE  GERIATRIC  PATIENT 


APATHY  • IRRITABILITY 
FORGETFULNESS  • CONFUSION 


Cerebro- 


Nicin 


CAPSULES 


A GENTLE  CEREBRAL 
STIMULANT  & VASODILATOR 
FOR  GERIATRIC  PATIENTS 


CEREBRO-NICIN®  double-blind  study* 
shows  how  some  senile  symptoms  can  be  treated. 
Four  times  as  many  aging  patients  showed 
striking  improvement. 


Each  CEREBR0-NICIN  capsule  contains: 

Pentylenetetrazole 100  mg.  • Nicotinic  Acid  ...100  mg. 

Ascorbic  Acid  ..'...100  mg.  • Thiamine  HCI  25  mg. 

I-Glutamic  Acid  .-..50  mg.  • Niacinamide  5 mg. 

Riboflavin  2 mg.  • Pyridoxine  HCI  3 mg. 

AVAILABLE:  Bottles  100,  500,  1000 

SIDE  EFFECTS:  Most  persons  experience  a flushing  and  tin- 
gling sensation  after  taking  a higher  potency  nicotinic  acid. 
As  a secondary  reaction  some  will  complain  of  nausea,  sweat- 
ing and  abdominal  cramps.  The  reaction  is  usually  transient. 
INDICATIONS:  As  a cerebral  stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC  DOSAGE:  One  capsule  three  times 
daily  adjusted  to  the  individual  patient. 

WARNING:  Overdosage  may  cause  muscle  tremor  and  con- 
vulsions. 

CONTRAINDICATIONS:  Epilepsy  or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. Keep  out  of  reach  of  children. 


Write  tor  literature  and  samples  . . . 

(b*sHDthe  brown  PHARMACEUTICAL  CO. 

2500  W.  6th  St.,  Los  Angeles,  Calif.  90057 


‘AVAILABLE  ON  REQUEST:  Ronald  I.  Goldberg,  M.D.  & Franklin  I.  Shuman,  M.0. 
Double-blind  study  on  the  treatment  of  mentally  confused  patients.  Reprinted 
.from  the  Journal  of  the  American  Geriatrics  Society.  Vol.  XII,  No.  6.  June  1964. 
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obituaries 


• Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 


• Jeannette  Cohen,  Pittsburgh; 
Boston  University  School  of  Medicine. 
1923;  age  75;  died  July  17.  1973.  She 
was  an  associate  member  of  the  Pitts- 
burgh Obstetrical  and  Gynecological 
Society.  There  is  no  information 
regarding  survivors. 

• John  T.  Dooley,  Pittsburgh;  Jef- 
ferson Medical  College,  1957;  age  48; 
died  July  18.  1973.  Further  informa- 
tion is  not  available. 

• Harold  L.  Edison,  Indiana;  Uni- 
versity of  Pittsburgh  School  of  Medi- 
cine. 1947;  age  51;  died  June  29, 
1973.  He  was  chief  of  staff  at  the  In- 
diana Hospital  and  director  of  the  hos- 
pital's psychiatric  department.  He  is 
survived  by  his  wife,  three  daughters, 
and  a sister. 

• George  C.  Hayes,  Ambridge; 
University  of  Pennsylvania  School  of 
Medicine,  1935;  age  65;  died  July  5, 
1973.  He  was  a past  president  of  the 
staff  of  Sewickley  Valley  Hospital.  His 
wife,  two  daughters,  and  two  sons  sur- 
vive him. 

• Willard  E.  Kramer,  Oil  City;  Uni- 
versity of  Illinois  Medical  School, 
1928;  age  75;  died  July  9,  1973.  He  is 
survived  by  two  sons  and  a sister. 

• Howard  G.  Lafferty,  Mercer;  Jef- 
ferson Medical  College,  1921;  age  79; 
died  July  17,  1973.  He  was  the  first 
full-time  physician  at  the  Mercer 
County  Home  and  Hospital  and  the 
Mercer  County  Jail.  His  wife,  a daugh- 
ter, and  a brother  survive  him. 

• James  E.  Landis,  Wyomissing; 
University  of  Pennsylvania  School  of 
Medicine,  1924;  age  73;  died  August 
6,  1973.  He  was  formerly  chief  of  the 
department  of  otolaryngology  and 
president  of  the  staff  at  Reading  Hos- 
pital, chief  of  the  nose  and  throat 
department  at  Wills  Eye  Hospital, 
Philadelphia,  and  the  first  president  of 
the  directing  staff  of  the  Berks  County 
Tuberculosis  Sanitarium.  Dr.  Landis 
started  the  first  rehabilitation  clinic  for 
hard-of-hearing  individuals  in  the  na- 
tion at  Reading  Hospital  in  1942,  and 
he  received  the  distinguished  service 
award  of  the  Pennsylvania  Academy 
of  Ophthalmology  and  Otolaryngology 
for  his  work  in  hearing  conservation. 
He  served  as  chairman  of  the  Commis- 
sion on  Deafness  Prevention  and 


Amelioration  for  the  Pennsylvania 
Medical  Society.  He  is  survived  by  his 
wife  and  a daughter. 

• Walter  B.  McKinney,  North 
Wales;  University  of  Texas  School  of 
Medicine,  1918;  age  80;  died  July  18, 
1973.  He  was  a member  of  the  staff  of 
Lankenau  Hospital  prior  to  his  retire- 
ment in  1952.  Five  daughters  survive 
him. 

• Howard  S.  Miller,  Bradford; 
Syracuse  University  College  of  Medi- 
cine, 1945;  age  51;  died  June  27, 
1973.  He  was  formerly  chief  radiolo- 
gist at  Bradford  Hospital.  He  is  sur- 
vived by  his  wife;  a daughter;  two 
sons;  a sister;  his  mother;  and  two 
brothers,  one  of  whom  is  Elmer  H. 
Miller,  M.D.,  Harrisburg. 

• Arvind  K.  Nerurkar,  West 
Chester;  Nagpur  Medical  College, 
Nagpur,  India,  1954;  age  45;  died 
March  1973.  Additional  information 
is  unavailable. 

Bernard  A.  Newell,  State  College; 
Temple  University  School  of  Medi- 
cine, 1929;  age  67;  died  July  23,  1973. 
He  was  a staff  physician  at  Polk  State 
School  and  Hospital  before  his  retire- 
ment in  1970.  His  wife  and  a daughter 
survive  him. 

• Ray  W.  Pickel,  Walnutport; 
Temple  University  School  of  Medi- 
cine, 1936;  age  63;  died  June  30, 
1973.  No  further  information  is  avail- 
able. 

• Sidney  J.  Potts,  Pittsburgh;  Uni- 
versity of  New  York  School  of  Medi- 
cine, Long  Island,  N.  Y.;  age  69;  died 
June  28,  1973.  His  wife  and  two 
daughters  survive  him. 

• James  A.  Pyne,  Wyoming;  Uni- 
versity of  Pennsylvania  School  of 
Medicine,  1927;  age  72;  died  June  18, 
1973.  He  was  a fellow  of  the  American 
College  of  Obstetricians  and  Gyneco- 
logists and  a past  president  of  the  med- 
ical staff  at  Wilkes-Barre  General  Hos- 
pital. He  is  survived  by  his  wife,  a 
daughter,  two  sons,  and  a sister. 

• Rudolph  Parson,  Loganton;  Long 
Island  College  Medical  School,  1928; 
age  69;  died  August  1,  1973.  He  was  a 
past  president  of  the  Clinton  County 
Medical  Society.  He  is  survived  by  a 
daughter,  two  sons,  a half-sister,  and  a 


half-brother,  William  Parson,  M.D., 
Indonesia. 

• John  D.  Reese,  Philipsburg;  Uni- 
versity of  California  Medical  School, 
1934;  age  64;  died  May  10,  1973.  His 
wife  survives  him. 

• Willard  C.  Trushel,  Shinglehouse; 
University  of  Pennsylvania  School  of 
Medicine,  1929;  age  70;  died  July  10, 
1973.  He  had  practiced  medicine  in 
Shinglehouse  for  forty  years.  His  wife 
survives  him. 

• Howard  E,  Twining,  Lansdale; 
Hahnemann  Medical  College  and  Hos- 
pital, 1919;  age  78;  died  June  7,  1973. 
Dr.  Twining  was  emeritus  professor 
and  former  chief  of  dermatology  at 
Hahnemann  Hospital,  Philadelphia. 
He  was  a fellow  of  the  Pennsylvania 
Academy  of  Dermatology.  He  is  sur- 
vived by  his  wife  and  a sister. 

• George  F.  Wagnian,  New  Castle; 
University  of  Toronto,  Toronto, 
Canada,  1953;  age  44;  died  July  15, 
1973.  He  was  pathologist  at  St. 
Francis  Hospital  of  New  Castle.  He 
was  a fellow  of  the  College  of  Ameri- 
can Pathologists  and  the  American  So- 
ciety of  Clinical  Pathologists.  He  is 
survived  by  his  wife,  a daughter,  a son, 
and  a brother. 

Clyde  B.  Covey,  Philadelphia;  Tufts 
University  School  of  Medicine,  1913; 
age  85;  died  March  17,  1973.  He  is 
survived  by  his  wife. 

William  J.  O’Neill,  Ashland;  Hah- 
nemann Medical  College,  1919;  age 
78;  died  June  4,  1973.  He  had  prac- 
ticed medicine  in  Ashland  for  more 
than  fifty  years.  There  are  no  immedi- 
ate survivors. 

Ralph  E.  Taylor,  Roslyn;  Yale  Uni- 
versity School  of  Medicine,  1913;  age 
90;  died  March  25,  1973.  Information 
regarding  survivors  is  not  available. 

Bernard  R.  Wayman,  Morrisville; 
Jefferson  Medical  College,  1930;  age 
69;  died  March  13,  1973.  His  wife  and 
a son,  B.  Ralph  Wayman,  Jr.,  M.D., 
Morrisville,  survive  him. 

Wilbert  J.  Wolf,  Philadelphia;  Uni- 
versity of  Pennsylvania  School  of 
Medicine,  1899;  age  97;  died  July  1. 
1973.  He  is  survived  by  a son,  Lewis 
R.  Wolf,  M.D.,  Philadelphia. 
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PENNSYLVANIA  MEDICINE 


A DOUBLE-DUTY  DIURETIC 

Trademark 


Each  capsule  contains  50  mg.  of  Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 


GETS  THE  WATER  OUT 
IH  EDEMA 

BRINGS  DOWN  BLOOD  PRESSURE 

IN  HYPERTENSION  * 

SPARES  POTASSIUM  IN  BOTH 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR. 

♦Indications:  Edema  associated  with  congestive  heart  failure, 
cirrhosis  of  the  liver,  the  nephrotic  syndrome;  steroid-induced 
and  idiopathic  edema;  edema  resistant  to  other  diuretic 
therapy.  Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum  potassium. 
Hypersensitivity  to  either  component.  Continued  use  in  pro- 
gressive renal  or  hepatic  dysfunction  or  developing  hyper- 
kalemia. 

Warnings:  Do  not  use  dietary  potassium  supplements  or 
potassium  salts  unless  hypokalemia  develops  or  dietary 
potassium  intake  is  markedly  impaired.  Enteric-coated 
potassium  salts  may  cause  small  bowel  stenosis  with  or  with- 
out ulceration.  Hyperkalemia  (>  5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12%  of  patients 
over  60  years,  and  in  less  than  8%  of  patients  overall.  Rarely, 
cases  have  been  associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy,  particularly  in 
patients  with  suspected  or  confirmed  renal  insufficiency  (e.g., 
elderly  or  diabetics).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  concomitantly  with 
‘Dyazidel  check  serum  potassium  frequently  — both  can  cause 
potassium  retention  and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined  therapy  (in 
one,  recommended  dosage  was  exceeded;  in  the  other,  serum 
electrolytes  were  not  properly  monitored).  Observe  patients  on 
‘Dyazide’  regularly  for  possible  blood  dyscrasias,  liver  damage 
or  other  idiosyncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triamterene,  SK&F ). 
Rarely,  leukopenia,  thrombocytopenia,  agranulocytosis,  and 
aplastic  anemia  have  been  reported  with  the  thiazides.  Watch 
for  signs  of  impending  coma  in  acutely  ill  cirrhotics.  Thiazides 


are  reported  to  cross  the  placental  barrier  and  appear  in  breast 
milk.  This  may  result  in  fetal  or  neonatal  hyperbilirubinemia, 
thrombocytopenia,  altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  occurred  in  the 
adult.  When  used  during  pregnancy  or  in  women  who  might 
bear  children,  weigh  potential  benefits  against  possible  haz- 
ards to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN  determi- 
nations. Do  periodic  hematologic  studies  in  cirrhotics  with 
splenomegaly.  Antihypertensive  effects  may  be  enhanced  in 
postsympathectomy  patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  retention,  de- 
creasing alkali  reserve  with  possible  metabolic  acidosis, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use  with  anti- 
hypertensive agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis;  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting  (may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances.  Rarely, 
necrotizing  vasculitis,  paresthesias,  icterus,  pancreatitis,  and 
xanthopsia  have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 


SK&F  CO. 

Carolina,  P.R.  00630 

a subsidiary  of  Smith  Kline  & French  Laboratories 


How  to  better  achieve  a smooth  "pill'Vesponse : 


A blueprint  for  introducir 


I.  If  one  "pin"  were  right  for 
every  woman,  we'd  make  it. 


Patient  need  for  contraception 
Medical  history,  physical  examination 
Past  pill  experience 


C 


he  piir'to  your  patient 


!.  Demulen,  3. 
(ja50-mcg. 

"low-estrogen"  pill, 

is  a logical 
first  choice. 


If  your  patient  requires 
a different  hormonal  balance- 
temporarily  or  for  the 
long  term- 

Searle  offers  you  alternative 


For  a "standard" 
50-mcg.  start 

When  slightly  more 
estrogenic  activity  is 
indicated 

For  the  woman  who 
clearly  needs  more 
estrogen  or  is  sensitive 
to  other  progestogens 

Demulen' 

Available  in  21-  and  28-pill  schedules. 

Each  white  tablet  contains:  ethynodiol 
diacetate  1 mg. /ethinyl  estradiol  50  meg. 

Each  pink  tablet  in  Demulen-28®  is  a 
placebo,  containing  no  active  ingredients. 

% moderately 
progestogen-dominant 
combination  with  low 
estrogenic  activity.* 

4- 

O 

! 

Ovulen' 

Available  in  20-,  21-  and  28-pill  schedules. 
Each  white  tablet  contains:  ethynodiol 
diacetate  1 mg./mestranol  0.1  mg. 

Each  pink  tablet  in  Ovulen-28"-  is  a placebo 
containing  no  active  ingredients. 

4- 

Enovid-E' 

Available  in  20-  and  21-pill  schedules. 

Each  tablet  contains:  norethynodrel  2.5 
mg./mestranol  0.1  mg. 

— > 

A centrally  balanced 

estrogen/progestogen 

combination* 

An  estrogen-dominant 
combination  with  no 
androgenic  activity* 

1 SEARLE  1 Product  of  Searte  ft  Co. 

1 1 San  Juan,  Puerto  Rico  00936 

SEARLE  Product  of  Searle  ft  Co. 

San  Juan.  Puerto  Rico  00936 



Product  of  Searle  Laboratories 

bcAHLE  Division  of  G.  D Searle  & Co. 

Box  5110,  Chicago.  Illinois  60680 

Where  “ The  Rill"  Began 

- x — 
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ri mar i ly  on  animal  studies. 


Note:  Oral  contraceptives  are  complex  medications.  As  with  all  medications  they  should 
be  prescribed  with  discriminating  care,  and  only  after  reference  to  full  prescribing  information 
For  brief  summary  of  Drescrib  no  informatinn  mp»p  y v 
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If  one  "pill"  were  right  for  every  woman,  we'd  make  it. 


Ovulen®  Available  in  20-,  21-  and  28-pill  schedules 

Each  white  tablet  contains:  ethynodiol  diacetate  1 mg./mestranol  0.1  mg. 
Each  pink  tablet  in  Ovulen-28®  is  a placebo,  containing  no  active 
ingredients. 

Demillen-  Available  in  21-  and  28-pill  schedules 

Each  white  tablet  contains:  ethynodiol  diacetate  1 mg. /ethinyl  estradiol 
50  meg. 

Each  pink  tablet  in  Demulen-28®  is  a placebo,  containing  no  active 
ingredients. 

Actions— Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhib- 
iting the  output  of  gonadotropins  from  the  pituitary  gland.  Ovulen 
and  Demulen  depress  the  output  of  both  the  follicle-stimulating 
hormone  (FSH)  and  the  luteinizing  hormone  (LH). 

Special  note— Oral  contraceptives  have  been  marketed  in  the 
United  States  since  1960.  Reported  pregnancy  rates  vary  from 
product  to  product.  The  effectiveness  of  the  sequential  products 
appears  to  be  somewhat  lower  than  that  of  the  combination  prod- 
ucts. Both  types  provide  almost  completely  effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the 
use  of  hormonal  contraceptives  has  now  been  shown  in  studies  con- 
ducted in  both  Great  Britain  and  the  United  States.  Other  risks,  such 
as  those  of  elevated  blood  pressure,  liver  disease  and  reduced  tol- 
erance to  carbohydrates,  have  not  been  quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estro- 
gens in  subprimate  animal  species  in  multiples  of  the  human  dose 
increases  the  frequency  of  some  animal  carcinomas.  These  data 
cannot  be  transposed  directly  to  man.  The  possible  carcinogenicity 
due  to  the  estrogens  can  be  neither  affirmed  nor  refuted  at  this 
time.  Close  clinical  surveillance  of  all  women  taking  oral  contracep- 
tives must  be  continued. 

Indication— Ovulen  and  Demulen  are  indicated  for  oral  contra- 
ception. 

Contraindications— Patients  with  thrombophlebitis,  thromboem- 
bolic disorders,  cerebral  apoplexy  or  a past  history  of  these  condi- 
tions, markedly  impaired  liver  function,  known  or  suspected  car- 
cinoma of  the  breast,  known  or  suspected  estrogen-dependent 
neoplasia  and  undiagnosed  abnormal  genital  bleeding. 

Warnings— The  physician  should  be  alert  to  the  earliest  manifes- 
tations of  thrombotic  disorders  (thrombophlebitis,  cerebrovascular 
disorders,  pulmonary  embolism  and  retinal  thrombosis).  Should 
any  of  these  occur  or  be  suspected  the  drug  should  be  discon- 
tinued immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in 
Great  Britain  and  studies  of  morbidity  in  the  United  States  have 
shown  a statistically  significant  association  between  thrombophle- 
bitis, pulmonary  embolism,  and  cerebral  thrombosis  and  embo- 
lism and  the  use  of  oral  contraceptives.  There  have  been  three 
principal  studies  in  Britain'-3  leading  to  this  conclusion,  and  one4 
in  the  United  States.  The  estimate  of  the  relative  risk  of  thrombo- 
embolism in  the  study  by  Vessey  and  Doll3  was  about  sevenfold, 
while  Sartwell  and  associates4  in  the  United  States  found  a relative 
risk  of  4.4,  meaning  that  the  users  are  several  times  as  likely  to 
undergo  thromboembolic  disease  without  evident  cause  as  non- 
users. The  American  study  also  indicated  that  the  risk  did  not  per- 
sist after  discontinuation  of  administration  and  that  it  was  not 
enhanced  by  long-continued  administration.  The  American  study 
was  not  designed  to  evaluate  a difference  between  products.  How- 
ever, the  study  suggested  that  there  might  be  an  increased  risk  of 
thromboembolic  disease  in  users  of  sequential  products.  This  risk 
cannot  be  quantitated,  and  further  studies  to  confirm  this  finding 
are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden 
partial  or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of 
proptosis,  diplopia  or  migraine.  If  examination  reveals  papilledema 
or  retinal  vascular  lesions  medication  should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not 
been  demonstrated,  it  is  recommended  that  for  any  patient  who 
has  missed  two  consecutive  periods  pregnancy  should  be  ruled  out 
before  continuing  the  contraceptive  regimen.  If  the  patient  has  not 
adhered  to  the  prescribed  schedule  the  possibility  of  pregnancy 
should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives 
has  been  identified  in  the  milk  of  mothers  receiving  these  drugs. 
The  long-range  effect  to  the  nursing  infant  cannot  be  determined 
at  this  time. 

Precautions— The  pretreatment  and  periodic  physical  examina- 
tions should  include  special  reference  to  the  breasts  and  pelvic 
organs,  including  a Papanicolaou  smear  since  estrogens  have  been 
known  to  produce  tumors,  some  of  them  malignant,  in  five  species 
of  subprimate  animals.  Endocrine  and  possibly  liver  function  tests 
may  be  affected  by  treatment  with  Ovulen  or  Demulen.  Therefore, 
if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen, 
it  is  recommended  that  they  be  repeated  after  the  drug  has  been 
withdrawn  for  two  months.  Under  the  influence  of  progestogen- 
estrogen  preparations  preexisting  uterine  fibromyomas  may  in- 
crease in  size.  Because  these  agents  may  cause  some  degree  of 


fluid  retention,  conditions  which  might  be  influenced  by  this  factor, 
such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
require  careful  observation.  In  breakthrough  bleeding,  and  in  all 
cases  of  irregular  bleeding  per  vaginam,  nonfunctional  causes 
should  be  borne  in  mind.  In  undiagnosed  bleeding  per  vaginam 
adequate  diagnostic  measures  are  indicated.  Patients  with  a his- 
tory of  psychic  depression  should  be  carefully  observed  and  the 
drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any 
possible  influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pitu- 
itary, ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further 
study.  A decrease  in  glucose  tolerance  has  been  observed  in  a sig- 
nificant percentage  of  patients  on  oral  contraceptives.  The  mech- 
anism of  this  decrease  is  obscure.  For  this  reason,  diabetic  patients 
should  be  carefully  observed  while  receiving  Ovulen  or  Demulen 
therapy.  The  age  of  the  patient  constitutes  no  absolute  limiting  fac- 
tor, although  treatment  with  Ovulen  or  Demulen  may  mask  the 
onset  of  the  climacteric.  The  pathologist  should  be  advised  of 
Ovulen  or  Demulen  therapy  when  relevant  specimens  are  submit- 
ted. Susceptible  women  may  experience  an  increase  in  blood  pres- 
sure following  administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contracep- 
tives—A statistically  significant  association  has  been  demonstrated 
between  use  of  oral  contraceptives  and  the  following  serious  ad- 
verse reactions:  thrombophlebitis,  pulmonary  embolism  and  cere- 
bral thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such 
a relationship  has  been  neither  confirmed  nor  refuted  for  the  fol- 
lowing serious  adverse  reactions:  neuro-ocular  lesions,  e.g.,  retinal 
thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients 
receiving  oral  contraceptives:  nausea,  vomiting,  gastrointestinal 
symptoms  (such  as  abdominal  cramps  and  bloating),  breakthrough 
bleeding,  spotting,  change  in  menstrual  flow,  amenorrhea  during 
and  after  treatment,  edema,  chloasma  or  melasma,  breast  changes 
(tenderness,  enlargement  and  secretion),  change  in  weight  (in- 
crease or  decrease),  changes  in  cervical  erosion  and  cervical  secre- 
tions, suppression  of  lactation  when  given  immediately  post  partum, 
cholestatic  jaundice,  migraine,  rash  (allergic),  rise  in  blood  pres- 
sure in  susceptible  individuals  and  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
firmed nor  refuted:  anovulation  post  treatment,  premenstrual-like 
syndrome,  changes  in  libido,  changes  in  appetite,  cystitis-like  syn- 
drome, headache,  nervousness,  dizziness,  fatigue,  backache,  hir- 
sutism, loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum, 
hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral 
contraceptives:  hepatic  function:  increased  sulfobromophthalein  re- 
tention and  other  tests;  coagulation  tests:  increase  in  prothrombin, 
Factors  VII,  VIII,  IX  and  X;  thyroid  function:  increase  in  PBI  and 
butanol  extractable  protein  bound  iodine,  and  decrease  in  T3  up- 
take values;  metyrapone  test  and  pregnanediol  determination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Con- 
traception and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract. 
13: 267-279  (May)  1967.  2.  Inman,  W.  H.  W„  and  Vessey,  M.  P.:  In- 
vestigation of  Deaths  from  Pulmonary,  Coronary,  and  Cerebral 
Thrombosis  and  Embolism  in  Women  of  Child-Bearing  Age,  Brit. 
Med.  J.  2:193-199  (April  27)  1968.  3.  Vessey,  M.  P„  and  Doll,  R.: 
Investigation  of  Relation  Between  Use  of  Oral  Contraceptives  and 
Thromboembolic  Disease.  A Further  Report,  Brit.  Med.  J.  2:651-657 
(June  14)  1969.  4.  Sartwell,  P.  E.;  Masi,  A.  T.;  Arthes,  F.  G.;  Greene, 
G.  R.,  and  Smith,  H.  E.:  Thromboembolism  and  Oral  Contracep- 
tives: An  Epidemiologic  Case-Control  Study,  Amer.  J.  Epidem. 
90:365-380  (Nov.)  1969. 
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Enovid-E®  Now  available  in  the  21-pill  schedule  in 
refutable  Compack®  and  three-cycle  Triopak™ 

Each  tablet  contains:  norethynodrel  2.5  mg./mestranol  0.1  mg. 

Actions— Enovid-E  acts  to  prevent  ovulation  by  inhibiting  the  out- 
put of  gonadotropins  from  the  pituitary  gland.  Enovid-E  depresses 
the  output  of  both  the  follicle-stimulating  hormone  (FSH)  and  the 
luteinizing  hormone  (LH). 

Indication— Enovid-E  is  indicated  for  oral  contraception. 

The  Special  Note,  Contraindications,  Warnings,  Precautions  and 
Adverse  Reactions  listed  above  for  Ovulen  and  Demulen  are  appli- 
cable to  Enovid-E  and  should  be  observed  when  prescribing  Enovid-E. 

Enovid-E® 

brand  of  norethynodrel  with  mestranol 

Product  of  Searle  Laboratories 

Division  of  G.  D.  Searle  & Co. 

Box  5110,  Chicago,  Illinois  60680 

Where  “The  Pill"  Began  374 


SEARLE 


adjunctive 
therapy 
for  wound 
debridement 


HELPS  TO  REMOVE: 

• Necrotic  Tissue 

and  Associated  Odor 

HELPS  PREPARE 
WOUND  FOR: 

• Granulation/Healing 

• Granulation/Grafting 


CLEANSE  WOUND 

Thoroughly  cleanse  and 
irrigate  wound  area  with 
sodium  chloride  or  water 
solutions.  Wound  MUST 
be  cleansed  of 
antiseptics  or  heavy- 
metal  antibacterials. 


THOROUGHLY  MOISTEN 

Thoroughly  moisten 
wound  area  either 
through  tubbing, 
showering,  or  wet  soaks 
(e.g.,  sodium  chloride  or 
water  solutions). 


APPLY  ENZYME 

Apply  a layer  of  TRAVASE 
Ointment.  Assure  intimate 
contact  with  necrotic 
tissue  and  complete 
wound  coverage. 


APPLY  MOIST  DRESSING 

Apply  loose  moist 
dressings  (most 
important  with  dry 
leathery  eschar). 


CHANGE  DRESSINGS 

When  changing  dressing, 
gently  wipe  away  the 
dissolved  material. 
Repeat  the  procedure, 
including  application  of 
TRAVASE  Ointment, 

3 to  4 times  per  day  for 
best  results. 
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Travase  Ointment 

brand  of  Sutilains 
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FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 

Deerfield,  Illinois  60015 


Please  see  next  page  for  prescribing  information. 


Travase  Ointment  brand  of  Sutilains 


ulcers 


TERRY  V.  CARLE,  M.D..  CLINICAL  INSTRUCTOR,  DEPT.  OF  PHYS.  MED.  & REHAB., 
CRAIG  REHABILITATION  HOSPITAL,  UNIVERSITY  OF  COLORADO 


Before  treatment,  necrotic  matter  coated  the 
inner  surfaces  of  this  decubitus  ulcer. 


After  nine  days  of  TRAVASE  therapy,  debridement 
is  nearly  complete  and  granulation  evident. 
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Before  treatment . . . 


48  hours  following  treatment  with  TRAVASE 
Ointment  on  right  hand;  left  hand  is  control. 


Travase"  Ointment 

(brand  of  Sutilains) 

Indications:  For  wound  debridement,  TRA- 
VASE Ointment  is  indicated  as  an  adjunct 
to  established  methods  of  wound  care  for 
biochemical  debridement  of  the  following 
lesions: 

Second  and  third  degree  burns, 

Decubitus  ulcers, 

Incisional,  traumatic,  and 
pyogenic  wounds, 

Ulcers  secondary  to  peripheral 
vascular  disease. 

Contraindications:  Application  of  TRAVASE 
Ointment  is  contraindicated  in  the  following 
conditions: 

Wounds  communicating  with  major  body 
cavities, 

Wounds  containing  exposed  major  nerves 
or  nervous  tissue. 

Fungating  neoplastic  ulcers, 

Wounds  in  women  of  child-bearing 

potential — because  of  lack  of  laboratory 
evidence  of  effects  of  TRAVASE  upon 
the  developing  fetus. 


Warning:  Do  not  permit  TRAVASE  Ointment 
to  come  into  contact  with  the  eyes.  If  con- 
tact is  made,  immediately  rinse  with  copious 
amounts  of  water,  preferably  sterile. 

Precautions:  A moist  environment  is  essen- 
tial to  optimal  activity  of  the  enzyme.  En- 
zyme activity  may  also  be  impaired  by  cer- 
tain agents  (see  package  insert).  Although 
there  have  been  no  reports  of  systemic 
allergic  reaction  in  humans,  studies  have 
shown  that  there  may  be  an  antibody  re- 
sponse in  humans  to  absorbed  enzyme 
material. 

Adverse  Reactions:  Consist  of  mild,  tran- 
sient pain,  paresthesias,  bleeding  and  tran- 
sient dermatitis.  Pain  usually  can  be 
controlled  by  administration  of  mild  anal- 
gesics. Side  effects  severe  enough  to  warrant 
discontinuation  of  therapy  occasionally 
have  occurred. 

If  bleeding  or  dermatitis  occurs  as  a result 
of  the  application  of  TRAVASE  Ointment, 
therapy  should  be  discontinued.  No  systemic 
toxicity  has  been  observed  as  a result  of  the 
topical  application  of  TRAVASE  Ointment. 


DOSAGE  AND  ADMINISTRATION:  STRICT 

ADHERENCE  TO  THE  FOLLOWING  IS  RE- 
QUIRED FOR  EFFECTIVE  RESULTS  OF 

TREATMENT: 

1.  Thoroughly  cleanse  and  irrigate  wound 
area  with  sodium  chloride  or  water 
solutions.  Wound  MUST  be  cleansed  of 
antiseptics  or  heavy-metal  antibacterials 
which  may  denature  enzyme  or  alter 
substrate  characteristics  (e  g., 
hexachlorophene,  silver  nitrate, 
benzalkonium  chloride,  nitrofurazone, 
etc.). 

2.  Thoroughly  moisten  wound  area  either 
through  tubbing,  showering,  or  wet  soaks 
(e.g.  sodium  chloride  or  water  solutions). 

3.  Apply  TRAVASE  Ointment  in  a thin  layer 
assuring  intimate  contact  with  necrotic 
tissue  and  complete  wound  coverage 
extending  % to  V2  inch  beyond  the  area 
to  be  debrided. 

4.  Apply  loose  wet  dressings. 

5.  Repeat  entire  procedure  3 to  4 times  per 
day  for  best  results. 

FLINT  LABORATORIES 

DIVISION  OF  TRAVENOl  LABORATORIES.  INC 

Deerfield.  Illinois  60015 


Summary:  1973  Official  Reports 
Pennsylvania  Medical  Society 


All  items  appearing  in  this  special  section 
of  PENNSYLVANIA  MEDICINE  are  sum- 
maries of  the  1972-73  official  reports. 
Complete  official  reports,  including  that 
of  the  auditor,  appear  in  the  1973  Official 
Reports  Book,  which  is  available  upon 
request. 


Board  of  Trustees  and  Councilors 

David  S.  Masland,  M.D. 

I he  full  report  of  the  Board  of  Trustees  recommends  that 
the  seventeen  proposals  of  the  Judicial  Council,  designed 
to  upgrade  disciplinary  procedures,  be  adopted  and  be  sent 
to  the  Committee  on  Constitution  and  Bylaws  where  appro- 
priate language  for  amendments  will  be  drawn  up  and  that 
the  Lay  Advisory  Committee  be  dissolved.  During  the 
1972-73  year  the  Board  undertook  the  following  actions  as 
explained  in  greater  length  in  the  Board's  Annual  Report. 
The  Board: 

Concluded  its  participation  in  the  Brecher  case  when 
Common  Pleas  Judge  Harry  A.  Takiff  issued  a summary 
judgment  in  favor  of  Dr.  Brecher  declaring  that  as  a matter 
of  law  the  physician  was  under  no  contractural  obligation 
with  respect  to  the  patient's  bill.  If  an  appeal  is  made,  the 
Board  will  again  join  in  the  case. 

Faced  in  December  with  the  Department  of  Public  Wel- 
fare's proposal  for  a pre-discharge  utilization  review 
(PDUR)  program,  the  Board  of  Trustees  formed  an  ad  hoc 
committee  to  investigate  the  nature  and  consequences  of  the 
department's  proposed  system.  After  meeting  with  other 
concerned  parties  and  engaging  in  an  abortive  attempt  to 
substitute  the  Pennsylvania  Medical  Care  Foundation's  Cer- 
tified Hospital  Admissions  Monitoring  Program  (CHAMP), 
the  Board  adopted  a set  of  resolutions  which  expressed  the 
many  reservations  the  Board  felt  with  regard  to  PDUR 
while  stating  the  Board's  desire  to  cooperate  with  the 
department's  program  until  a system  more  agreeable  to  all 
parties  could  be  developed.  Negative  experience  to  date  in 
Allegheny  County,  where  the  pilot  PDUR  program  was  in- 
stituted, reinforces  the  Board's  resolve  to  change  PDUR. 

At  its  meeting  on  March  14,  1973,  the  Board  considered 
the  status  of  the  Bennett  Amendment  (PSRO)  in  Pennsyl- 
vania, and  concluded  that  a special  meeting  of  the  House  of 
Delegates  in  the  late  spring  would  be  appropriate  if  the  So- 
ciety would  have  meaningful  input  into  the  design  of  PSRO 
rules  and  regulations  in  Pennsylvania.  The  stated  purpose  of 
this  session  was  to  consider  implementation  of  Section  249- 
F,  Public  Law  92-603,  referred  to  as  the  Bennett  amend- 
ment which  establishes  professional  standards  review  organ- 
izations throughout  the  country.  To  provide  delegates  with 
a comprehensive  explanation  of  law,  the  Speaker  of  the 
House  invited  a panel  of  experts  to  speak  on  various  aspects 
of  Section  249-F. 

At  the  instigation  of  the  Long  Range  Planning  Com- 
mittee, the  Board  began  distribution  in  March  of  the  Execu- 
tive Report , a newsletter  designed  to  keep  key  members  of 
the  Society  aware  of  the  most  important  issues  and  develop- 


ments facing  the  medical  profession.  The  initial  response  to 
the  Executive  Report  has  been  extremely  favorable. 

Last  spring  the  Board  received  a request  for  investigative 
action  from  the  District  Attorney  of  Philadelphia  County 
regarding  the  efficacy  of  a carbon  dioxide  treatment  pro- 
gram for  narcotic  and  alcohol  addiction  at  Hahnemann 
Medical  School  in  Philadelphia.  The  Board  formed  a com- 
mittee to  investigate  this  treatment  program  and  after 
exhaustive  efforts  the  report  of  the  committee,  hopefully, 
will  be  issued  soon. 

In  response  to  the  abrupt  dismissal  of  James  H. 
McClelland,  supervisor  of  Polk  State  Hospital,  the  Board 
determined  that  Dr.  McClelland's  case  could  best  be 
handled  in  the  context  of  the  totality  of  the  state's  efforts  in 
the  mental  health/mental  retardation  field.  To  that  end.  Dr. 
Sanford  dispatched  a letter  to  Governor  Shapp  requesting  a 
general  investigation  which  would  bring  together  a number 
of  presently  uncoordinated  studies  and  be  a step  towards  a 
single,  thorough  and  objective  evaluation  of  the  entire  situa- 
tion. Replying  for  the  governor,  Helene  Wohlgemuth,  secre- 
tary of  the  Department  of  Public  Welfare,  agrees  that  the 
presently  uncoordinated  efforts  must  be  pulled  together, 
reports  an  assignment  of  staff  to  that  end,  asserts  that  the 
Department  of  Public  Welfare  will  call  on  the  Society  for 
contributions  to  the  review,  and  agrees  that  the  central  issue 
must  be  the  quality  of  care  provided  by  the  state  to  the  men- 
tally ill  and  the  mentally  retarded. 

The  Council  on  Medical  Service  reviewed  the  opinions  of 
several  experts  in  the  field  of  pediatric  screening  programs 
with  regard  to  the  early  and  periodic  screening  diagnosis 
and  treatment  program  of  the  Department  of  Public  Wel- 
fare and  all  indicated  that  the  plan  proposed  by  the  depart- 
ment was  basically  unfeasible,  unworkable,  and  excessively 
expensive.  In  consideration  of  these  findings,  the  Council 
on  Medical  Service  is  in  the  process  of  forming  a special 
subcommittee  to  act  as  the  representative  body  of  the 
council  in  reviewing  and  making  recommendations  to  assist 
the  Department  of  Public  Welfare  in  the  orderly  and  effec- 
tive development  of  a screening  and  treatment  program  that 
would  be  both  effective  and  in  compliance  with  federal  law. 

The  Board  took  action  in  response  to  a letter  from  James 
E.  Prier,  Ph.D.,  director,  Division  of  Laboratories,  Pennsyl- 
vania Department  of  Health,  which  called  upon  physicians 
to  register  their  office  laboratories  with  the  department  pur- 
suant to  the  new  Clinical  Laboratory  Act.  As  a result  of  the 
Board's  actions,  the  Secretary  of  Health  wrote  to  each 
county  medical  society  reporting  that  an  opinion  had  been 
sought  from  the  Attorney  General  and  that  in  the  meantime 
physicians  were  not  to  comply  with  the  letter  from  Dr. 
Prier. 
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The  Society's  proposed  amendments  to  the  Medical  Prac- 
tice Act  introduced  in  1972  died  with  the  sine  die  adjourn- 
ment in  November  1972.  This  provided  an  opportunity  Cor 
further  development  and  the  bills  have  been  resubmitted  as 
H-759  and  H-760. 

The  Board  acted  to  insure  sufficient  physician  input  in 
contract  negotiations  between  Blue  Cross  of  Philadelphia 
and  hospitals  in  the  First  and  Second  Councilor  Districts. 
After  adopting  a set  of  statements  setting  forth  the  Society's 
position  on  physician  input  to  contracts  between  hospitals 
and  third  party  payers,  a meeting  was  set  up  between  repre- 
sentatives of  the  Society  and  the  Delaware  Valley  Council. 
Topics  discussed  were  the  Society's  position  on  peer  review, 
the  Insurance  Commissioner's  demands,  and  the  Society's 
desire  to  have  representatives/observers  present  at  further 
contract  negotiations.  A later  meeting  of  the  medical  staff 
presidents  indicated  that  physician  input  would  be  assured 
if  individual  hospital  staffs  were  allowed  to  review  and 
approve  any  contract  before  signing.  While  awaiting  such 
assurances,  the  Society  continues  alert  to  the  necessity  of 
providing  physician  input. 

Executive  Vice  President 

John  F.  Rineman 

The  annual  report  of  the  executive  vice  president  calls  at- 
tention to  the  following  activities: 

Staff  Training 

Through  the  years,  the  Society  has  been  able  to  employ 
and  retain  an  extremely  capable  staff.  Staff  training  includes 
an  orientation  for  new  employees  and  participation  for  a 
week  of  Leadership  Workshop  where  employees  have  an 
opportunity  to  interact  with  a small  group  of  executives  of 
other  businesses  and  industries  under  the  eyes  of  an  experi- 
enced clinical  psychologist. 

Fiscal  Management 

In  recent  years,  programs  of  the  Society  have  diversified 
as  have  the  sources  of  income.  Responsibilities  for  the 
Susquehanna  Valley  Regional  Medical  Program,  Experi- 
mental Medical  Care  Review  Organization  grants,  the 
Pennsylvania  Medical  Care  Foundation,  and  the  Pennsyl- 
vania Medical  Continuing  Education  Institute  bring  about 
new  financial  requirements.  Thus  the  fiscal  management  of 
the  Society  has  changed. 

Word  Processing  Assessment  and  Future  Plans 

The  Society  paperwork  is  increasing  tremendously. 
Some  of  the  reasons  for  this  are:  (1)  diversification  of  Soci- 
ety programs,  (2)  greater  government  reporting  require- 
ments, (3)  rising  legal  documentation  requirements,  and 
(4)  information  liaison  with  other  staff  members  and  com- 
mittees. Word  processing  replaces  the  "one  executive/one 
secretary”  relationship  and  utilizes  correspondence  secre- 
taries located  in  a word  processing  center.  The  Society  is 
currently  studying  the  results  of  an  IBM  survey  of  our  word 
processing  procedures. 

Field  Contact  Service 

The  Field  Contact  Service  has  now  completed  its  first 
year  of  operation.  The  goal  of  the  nine  staff  men  assigned  to 


county  medical  societies  is  to  improve  two-way  com- 
munications between  the  county  societies  and  the  State  or- 
ganization. A current  limitation  of  the  Field  Contact  Serv- 
ice is  the  use  of  staff  who  have  other  duties  at  the  Society. 
We  believe,  however,  that  this  has  improved  our  com- 
munications with  the  grass  roots. 

Executive  Report 

In  March  the  Board  of  Trustees  approved  a newsletter 
from  the  executive  vice  president  to  be  sent  to  the  leader- 
ship of  the  Society  as  well  as  to  presidents  and  secretaries  of 
hospital  medical  staffs  on  an  “as  needed"  basis.  Rarely  has  a 
Society  communication  been  received  so  enthusiastically. 
The  mailing  list  contains  more  than  1,000  names.  By  Annu- 
al Session  sixteen  issues  will  have  been  produced. 

Pennsylvania  Medicine 

Pennsylvania  Medicine,  the  official  journal  of  the  State 
Society,  is  in  its  seventy-sixth  year  of  publication  and 
remains  one  of  the  chief  means  of  communication  with  the 
membership.  Political  and  socioeconomic  happenings  of  in- 
terest to  physicians,  practice  management  advice,  and  medi- 
cal articles  have  been  offered  to  readers  during  the  past  year 
in  an  effort  to  attract  and  hold  reader  interest.  The  June 
1973  issue  of  Pennsylvania  Medicine  was  a special  issue 
devoted  to  The  Hahnemann  Medical  College  and  Hospital 
of  Philadelphia.  Its  publication  competed  the  series  of 
special  issues  devoted  to  the  seven  medical  schools  in  the 
Commonwealth.  A sharp  decline  in  national  advertising 
revenues  occurred  in  the  second  half  of  1972  and  has  con- 
tinued into  1973.  The  staff  and  the  Publication  Committee 
have  studied  the  problem  and  certain  recommended 
economies  have  been  implemented. 

Susquehanna  Valley  Regional  Medical  Phaseout 

In  January  1972,  the  Susquehanna  Valley  Regional  Med- 
ical Program,  for  which  the  Pennsylvania  Medical  Society 
is  the  grantee,  redirected  its  programming  so  as  to  win  the 
approval  of  the  federal  Regional  Medical  Program  Service. 
It  appeared  that  the  program  was  well  on  its  way  toward 
realizing  its  potential.  Then,  on  February  1,  1973,  all 
regional  medical  programs  were  notified  by  telegram  that 
they  would  be  terminated  on  June  30,  and  accordingly 
SVRMP  submitted  its  phaseout  plan  as  directed.  As  of  this 
report.  Congress  has  passed  and  the  President  has  signed  a 
one-year  extension.  Dismantlement  has  been  suspended. 
Should  HEW  implement  the  extension,  sufficient  staff  and 
facilities  are  still  available  to  continue  the  program. 

Secretary 

Raymond  C.  Grandon,  M.D. 

Highlights 

Rules  for  professional  corporations  change;  a multi- 
county branch  society  moves  toward  approval;  legal 
problems  of  hospital  medical  staffs  accelerate;  and  the  an- 
nual grievance  and  disciplinary  survey  comprise  the  key  ac- 
tivities of  the  secretary’s  office. 

Professional  corporations,  grievances,  matters  pertaining 
to  the  constitution  and  bylaws,  and  medico-legal-ethical 
questions  comprise  the  major  correspondence  handled  by 
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the  secretary’s  office.  I have  also  administered  the  Medical 
Defense  Fund  and  participated  in  the  work  of  the  Com- 
mittee on  Medical  Benevolence.  My  involvement  in  the  ad- 
ministrative work  of  the  profession  deepened  this  year  with 
my  appointment  by  the  governor  to  the  State  Board  of  Med- 
ical Education  and  Licensure. 

Professional  Corporations — The  volume  of  physicians 
choosing  to  incorporate  their  practices  continued  to  rise  in 
1972-73.  The  clearance  of  these  corporate  names  placed 
added  work  on  the  office  of  the  secretary. 

Resolution  72-34 — Approval  of  professional  corporation 
names  utilizing  the  name  of  subject  physicians  was 
implemented. 

In  the  spring  of  1973  the  State  Board  of  Medical  Educa- 
tion and  Licensure  agreed  to  the  implementation  of  Resolu- 
tion 72-34  which  fact  was  announced  in  the  June  4 edition 
of  the  Executive  Report , and  in  the  June  issue  of  Pennsyl- 
vania Medicine.  This  means  that  physicians  who  incorpo- 
rate their  practices  and  who  choose  their  own  names  as  the 
name  of  the  corporation  need  not  seek  approval  from  their 
county  medical  society  or  the  State  Society.  They  should, 
instead,  send  a signed  copy  of  their  articles  of  incorporation 
to  the  State  Board  of  Medical  Education  and  Licensure  at 
279  Boas  Street,  Harrisburg,  Pa.,  17102. 

Attorney  General  Strikes  Down  Registration  Fee — On 
April  12  the  Attorney  General’s  office  advised  the  State 
Board  of  Medical  Education  and  Licensure  that  it  should 
no  longer  collect  the  $50  biennial  registration  fee  for  pro- 
fessional associations  and  corporations.  Monies  not 
deposited  were  to  be  returned. 

Professional  Corporations — Summary 

1.  Corporations  planning  to  use  any  name  but  the  name 
of  the  incorporating  physicians  should  continue  to  seek  ap- 
proval from  their  county  medical  society  and  PMS. 

2.  A signed  copy  of  the  articles  of  incorporation  should 
be  filed  with  the  State  Board  of  Medical  Education  and 
Licensure. 

3.  Guidelines  on  professional  corporations  are  available 
from  the  secretary’s  office. 

Intern  and  Resident  Members 

At  the  time  of  this  report  a total  of  299  Intern-Resident 
members  have  been  recorded  by  our  Membership  Depart- 
ment. At  this  time  last  year  the  number  was  206.  The  ma- 
jority of  these  are  in  the  following  counties: 


No.  of  Intern- 


County 

Reside  n 
Membi 

Allegheny 

131 

Bucks 

6 

Cambria 

6 

Dauphin 

22 

Delaware 

8 

Erie 

10 

Lehigh 

15 

Montgomery 

12 

Montour 

14 

Philadelphia 

63 

Osteopathic  Members — Although  more  than  half  of  the 
component  societies  have  amended  their  bylaws  to  admit 
osteopaths,  the  number  of  osteopathic  members  remains 
low,  with  only  eleven  counties  reporting  a total  of  forty-one 
osteopathic  members. 

Constitution  and  Bylaws — The  secretary’s  office  continues 
to  help  counties  revise  their  bylaws.  During  the  1972-73 
reporting  period,  correspondence  has  been  conducted  with 
nineteen  counties  toward  the  end  of  revising  their  bylaws. 
Such  assistance  takes  the  form  of  a comprehensive  review 
of  their  current  bylaws  and  specific  recommendations  as  to 
how  they  might  be  revised  to  bring  them  more  into  har- 
mony with  those  of  the  State  Society.  Follow-up  work  is 
done  with  county  societies  requesting  it.  I urge  county 
societies  to  take  advantage  of  this  service  and  to  update 
their  bylaws. 

Grievances — Referral  of  grievances  continues  to  be  an  im- 
portant responsibility  of  the  secretary’s  office.  Last  year  in 
the  May  issue  of  Pennsylvania  Medicine  an  article  was 
published  entitled,  “PMS  Secretary  Explains  Grievance 
Procedure.”  Reprints  of  this  article  continue  to  be  available 
and  I urge  secretaries  of  county  medical  societies  and 
chairmen  of  grievance  committees  to  request  this  article. 

As  indicated  in  our  referral  letters,  procrastination  on 
grievances  serves  no  useful  purpose.  Inasmuch  as  most 
grievances  are  a communications  problem,  it  behooves  us  to 
act  promptly.  Ninety  percent  of  all  grievances  can  be  suc- 
cessfully concluded  within  thirty  days  if  action  is  taken  im- 
mediately. It  is  recommended  that  counties  have  form 
letters  to  acknowledge  receipt  of  a grievance  and  to  request 
a response  from  the  subject  physician.  Model  letters  are 
available  from  the  secretary’s  office. 

Because  the  budget  for  the  Committee  on  Discipline  was 
eliminated  by  the  Board,  the  annual  Grievance  and  Disci- 
plinary Survey  was  conducted  by  the  secretary’s  office. 

Grievance  Survey — With  fifty-eight  of  the  sixty  counties 
responding  (96.6  percent),  the  survey  showed  a total  of  360 
grievances  received  in  1972,  as  compared  to  431  received  in 

1971.  Of  these,  304  were  closed  in  1972,  or  84.4  percent  of 
the  case  load.  One  month  or  less  was  the  time  cited  most 
frequently  as  being  required  to  close  a case. 

Twenty-four  disciplinary  proceedings  were  reported, 
resulting  in  two  suspensions,  six  reprimands,  three  censures, 
and  two  cases  referred  to  the  State  Board  of  Medical  Educa- 
tion and  Licensure.  For  the  first  time  we  began  to  see  disci- 
plinary actions  taken  as  a result  of  convictions  for  income 
tax  evasion  or  medicare  fraud.  In  this  area  we  noted  four  in- 
dictments for  medicare  fraud,  and  six  cases  of  hospital  priv- 
ileges being  lost  for  disciplinary  reasons. 

Multi-County  Branch  Society — At  its  meeting  in  May, 

1972,  the  Board  of  Trustees  considered  a letter  from  Ronald 
J.  Clearfield,  M.D.,  president.  Citizen’s  General  Hospital, 
New  Kensington,  and  David  H.  Schaub,  M.D.,  president, 
Allegheny  Valley  Hospital,  Natrona  Heights,  requesting  as- 
sistance in  establishing  a district  medical  society  or  branch 
medical  society  which  would  be  more  convenient  to 
physicians  holding  appointments  at  the  above  two  hospitals. 

The  Board  of  Trustees  created  an  ad  hoc  committee  to 
study  the  matter,  composed  of  William  J.  Kelly,  M.D.; 
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Cyrus  B.  Slease,  M.D.;  and  R.  Robert  Tyson,  M.D., 
chairman.  The  committee’s  report  called  for  a multi-county 
branch  society  composed  of  members  from  the  three  county 
medical  societies  involved:  Allegheny,  Westmoreland,  and 
Armstrong. 

Subsequently,  the  concept  of  a tri-county  branch  was 
referred  to  the  parent  county  medical  societies  and  approval 
secured.  On  January  10,  1973,  the  Board  of  Trustees  gave 
its  approval  to  the  concept  of  a tri-county  branch  society. 

At  the  time  of  the  writing  of  this  report,  a set  of  bylaws 
has  been  drafted  and  is  being  reviewed  by  the  parent  county 
medical  societies.  Throughout  this  project,  the  secretary’s 
office  has  provided  assistance  to  the  physicians  in  the  New 
Kensington  and  Natrona  Heights  area  who  have  expressed 
interest  in  this  form  of  medical  society  organization. 

Judicial  Council — On  October  23,  1972,  I distributed  to  the 
county  society  secretaries  the  “Opinions  and  Reports  of  the 
PMS  Judicial  Council,”  being  a compilation  of  those 
opinions  and  reports  of  the  PMS  Judicial  Council  having  an 
impact  on  a broad  segment  of  the  membership. 

Referrals  from  the  1972  House  of  Delegates  and  the 
Board  of  Trustees  were  considered  by  the  council  at  a meet- 
ing on  May  20,  1973.  The  results  of  that  meeting  are  found 
in  the  Board’s  report. 

Medical  Defense — One  new  case  was  accepted  in  1972, 
being  the  defense  of  an  alleged  malpractice  incident  which 
occurred  before  the  bylaws  were  amended  to  change  the 
purpose  of  the  Medical  Defense  Fund.  The  total  expendi- 
ture for  legal  fees  from  the  Medical  Defense  Fund  in  1972 
was  $732.00,  leaving  a balance  of  $130,973  in  the  fund.  It 
should  be  noted  that  the  Medical  Defense  Fund  continues 
to  support  those  cases  which  were  active  at  the  time  the 
House  amended  the  bylaws  pertaining  to  the  Medical 
Defense  Fund  (Pittsburgh,  1971)  until  all  those  cases  are  fi- 
nally concluded. 

At  its  meeting  in  March  1973,  the  Board  of  Trustees  de- 
termined that  all  future  legal  fees  not  falling  within  the  re- 
tainer would  be  paid  from  the  Medical  Defense  Fund. 

For  further  details  on  the  fund’s  status,  see  the  report  of 
the  treasurer. 

As  of  July  1,  1973,  there  were  three  active  medical 
defense  cases  in  our  files.  By  councilor  districts,  they  are  as 
follows:  Second  District — one;  Third  District — one;  Tenth 
District — one. 

District  Censor  Appeal — During  the  past  year  the  district 
boards  of  censors  of  the  First  and  Second  Councilor  Dis- 
tricts have  met.  The  Second  Councilor  District  Board  of 
Censors  met  on  July  5,  1972,  to  consider  a case  being  ap- 
pealed from  the  Lehigh  County  Medical  Society.  On  July 
12,  1973,  the  board  of  censors  from  the  First  Councilor 
District  met  to  consider  two  appeals  of  automatic  suspen- 
sion from  the  Philadelphia  County  Medical  Society. 
Medical-Legal — The  Society’s  file  of  legal  opinions  was 
reviewed,  and  it  was  determined  that  one-third  of  the 
requests  for  legal  opinions  come  from  medical  staffs  of  hos- 
pitals. It  was  further  noted  that  an  increasing  number  of 
hospital  medical  staffs  are  asking  for  assistance  in  matters 
of  discipline  of  hospital  staff  members. 

The  Supreme  Court  decisions  on  abortion  impacted  on 
the  State  Society  resulting  in  the  preparation  and  distribu- 
tion of  an  opinion  by  Society  legal  counsel. 


Society  legal  counsel  attended  the  National  Medico-Legal 
Symposium  sponsored  by  the  AMA  and  the  American  Bar 
Association.  Society  Assistant  Secretary  Robert  Lamb  at- 
tended the  Fourth  National  Congress  on  Medical  Ethics 
sponsored  by  the  AMA. 

During  the  year.  Society  legal  counsel,  Pepper,  Hamilton 
and  Scheetz,  transferred  responsibility  for  the  Society’s  ac- 
count from  its  Philadelphia  office  to  its  Harrisburg  office 
with  Fred  Speaker  as  the  senior  partner  in  charge  of  the  ac- 
count. The  demands  upon  legal  counsel  have  continued  to 
grow  as  the  practice  of  medicine  at  both  the  state  and  feder- 
al levels  has  become  increasingly  subject  to  regulation.  For 
more  on  this  see  the  Board  Report. 

Secretary  Orientation — During  the  year  the  ongoing  pro- 
gram of  county  medical  society  secretary  orientation  was 
transferred  from  the  Council  on  Public  Service  to  General 
Administration  with  the  office  of  the  secretary  responsible 
for  details. 

During  the  period  from  January  1,  1973,  to  May  31, 
1973,  a total  of  thirteen  secretaries  and  executive  secretaries  , 
visited  the  Society  and  received  a day  of  orientation.  The  ! 
primary  effort  here  is  to  get  newly-elected  secretaries  to  par-  [ 
ticipate  in  the  briefing  early  in  their  term. 

Treasurer 

John  F.  Rineman 

The  customary  examination  of  the  Society's  accounts  as  ! 
of  December  31,  1972,  was  performed  by  Main,  Lafrentz  & ! 
Co.,  Certified  Public  Accountants,  and  the  report  of  their  j 
audit  is  being  submitted  to  all  members  of  the  House  of  ; 
Delegates.  It  is  available  to  others  upon  request. 

The  annual  assessment  of  our  members  who  pay  full  dues 
was  $100  for  1972.  Of  this  total,  $91  was  available  to  the 
General  Fund  for  the  operating  expenses  of  the  Society.  By 
action  of  the  House  of  Delegates,  $8.00  per  member  was  j 
allocated  as  follows:  $8.00  to  the  Educational  and  Scientific 
Trust  for  loans  and  $1.00  to  the  Medical  Benevolence  i 
Fund. 

The  General  Fund  is  the  active  functioning  account  for 
the  day-to-day  operation  of  the  Society’s  various  programs. 
During  1972  income  for  this  account  (derived  chiefly  from 
dues,  advertising  in  Pennsylvania  Medicine,  commercial  ex- 
hibits and  registration  fees  at  the  scientific  session,  invest- 
ments, and  reimbursement  from  the  Federal  Government 
for  indirect  costs  for  SVRMP)  amounted  to  $1,276,121.  Ex- 
penses for  1972  totaled  $1,006,777.  With  income  of 
$1,276,121  and  expenditures  of  $1,006,777,  as  well  as 
payments  on  the  mortgage  principal  and  for  equipment  of 
$13,976,  the  Society  ended  the  year  with  a surplus  of 
$255,368  in  the  General  Fund. 

The  Medical  Defense  Fund  had  assets  totaling  $106,420 
at  the  beginning  of  the  fiscal  year.  The  fund  realized  income 
on  savings  and  securities  in  the  amount  of  $3,405.  Gain  on 
the  sale  of  securities  totaled  $22,350.  The  fund  paid  out 
$732  for  defense  purposes  and  $470  for  other  expenses  for  a 
total  of  $1,202,  which  resulted  in  a gain  for  the  year  of 
$24,553,  thus  increasing  the  assets  of  the  fund  to  $130,973 
as  of  December  31,1 972. 

Assets  in  the  Medical  Benevolence  Fund  totaled 
$592,064  on  January  1,  1972.  The  fund  received  $10,675 
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from  dues  allocations;  $21,141  from  income  on  invest- 
ments, and  contributions  from  the  Woman’s  Auxiliary.  A 
bequest  from  a former  member’s  estate  amounted  to 
$43,694,  and  the  gain  on  the  sale  of  investments  was 
$72,539  for  total  income  to  the  fund  of  $ 1 48,049.  Payments 
to  recipients  amounted  to  $47,590  and  investment  expenses 
were  $2,343  for  a total  of  $49,933,  reducing  the  net  gain  to 
the  fund  to  $98,1  16.  Total  value  of  the  fund  as  of  December 
31,  1972  was  $690,180. 

At  the  beginning  of  1972,  the  Contingency  Reserve  Fund 
was  valued  at  $461,431.  The  Board  of  Trustees  authorized 
the  transfer  of  the  1971  surplus,  totaling  $23,383,  to  the 
Contingency  Reserve  Fund.  Income  on  investments  was 


$13,262,  gain  on  the  sale  of  investments  amounted  to 
$93,435,  and  investment  expenses  totaled  $2,145.  These 
transactions  resulted  in  an  increase  in  the  assets  of  the  fund 
to  a total  of  $589,366  on  December  31,1 972. 

As  of  December  31,  1972,  the  Property  and  Equipment 
Fund  including  land  and  building  had  a net  value  of 
$694,829  and  furniture  and  equipment  fund  had  a net  value 
of  $45,945.  Depreciation  reserves  for  replacement  of  both 
the  building  and  the  furniture  and  equipment  accounted  for 
$206,480.  The  mortgage  was  reduced  to  $65,805  by  the  end 
of  1972.  The  total  value  of  the  Property  and  Equipment 
Fund  (including  accumulated  depreciation)  was  $947,254  at 
the  end  of  the  Fiscal  year  1 972. 


Reports  of  District  Trustees  and  Councilors 


First  District 

Donald  R.  Cooper,  M.D. 

In  reviewing  the  activities  of  the  First  Councilor  District 
over  the  past  year  in  preparation  for  my  first  report  as  Trus- 
tee and  Councilor  for  the  District,  I was  immediately 
impressed  by  the  strength  manifest  in  the  leadership  of  the 
Philadelphia  County  Medical  Society.  In  January,  Dr.  Rob- 
ert Tyson  completed  a productive  and  successful  year  as  pres- 
ident of  the  society  and  turned  over  the  responsibility  to  Dr. 
Brooke  Roberts.  Each  of  these  distinguished  physicians  and 
surgeons  represents  one  more  strong  link  in  the  chain  of  out- 
standing presidents  elected  by  this  society  over  the  past  sever- 
al years.  Additional  leadership  is  provided  by  a strong  Board 
of  Directors  who  spent  long  hours  during  the  year  debating 
important  issues  relating  to  public  health  and  organized  med- 
icine. Of  the  total  membership  of  3291  physicians,  nearly 
600  are  involved  in  one  or  more  of  the  society’s  activities. 
The  list  of  accomplishments  by  this  large  number  of  officers 
and  committees  cannot  be  detailed  in  this  report.  The  pro- 
grams, activities,  and  achievements  listed  below  have  been 
chosen  because  of  their  interest  to  other  physicians  in  the 
state.  Items  of  more  local  interest  to  the  Philadelphia  area 
have  been  deleted. 

Under  the  direction  and  persuasion  of  the  immediate  past 
president.  Dr.  Robert  Tyson,  the  society  became  active  in  the 
area  of  medical  care  in  our  city  prisons.  When  the  society  was 
informed  of  the  serious  situation  in  regard  to  medical  care  in 
our  prisons  and  of  the  dire  need  for  professional  help.  Dr. 
Tyson  and  his  committee,  in  cooperation  with  the 
Philadelphia  Bar  Association,  developed  a program  whereby 
physicians  in  various  specialty  fields  volunteered  their  serv- 
ices for  consultative  work  for  the  prison  patients.  Under  Dr. 
Tyson’s  guidance,  a grant  proposal  is  being  developed  to  es- 
tablish a model  care  program. 

The  Committee  on  Emergency  Medical  Care,  under  the 
able  chairmanship  of  Dr.  Francis  Rosato,  developed  the 
format  for  an  Emergency  Care  Coverage  Organization 
(ECCO).  The  details  of  the  program  have  been  explained  to 
the  members  of  the  society  and  it  is  now  being  determined 
how  many  of  our  members  wish  to  subscribe  to  such  a pro- 
gram. Further  programs  for  the  emergency  care  of  patients  in 
Philadelphia  are  being  worked  out  in  cooperation  with  Dr. 
Louis  D.  Polk,  who  is  acting  commissioner  of  health  for  the 
City  of  Philadelphia. 

In  an  effort  to  improve  communication  among  the  mem- 


bership, the  society,  on  March  16,  1973,  mailed  its  first  issue 
of  a newsletter  to  all  members.  This  project,  developed  by  Dr. 
Samuel  D.  Kron,  chairman  of  the  Publications  Committee, 
appears  to  be  a real  success  and  makes  communication  with 
the  membership  possible  on  a twice  monthly  basis. 

Soon  after  assuming  the  presidency  of  the  Philadelphia 
County  Medical  Society,  Dr.  Roberts  organized  a special 
meeting  of  the  Board  of  Directors  for  the  express  purpose  of 
planning  future  goals  and  activities  of  the  society.  The  Board, 
therefore,  met  all  day  on  April  8,  1973,  at  the  Sugar  Loaf 
Conference  Center.  At  this  meeting,  the  members  asked 
themselves  if  the  Philadelphia  County  Medical  Society  was 
coming  to  grips  with  the  important  medical  and  health 
problems  of  the  day  and  whether  or  not  they  were  dealing 
with  these  problems  effectively. 

In  an  effort  to  do  something  constructive  about  the  mal- 
practice problem,  the  Medical  Legal  Committee,  chaired  by 
Dr.  John  Helwig,  Jr.,  in  cooperation  with  the  Court  of 
Common  Pleas  and  the  Philadelphia  Bar  Association,  devel- 
oped a pilot  program  of  arbitration  of  forty  professional  lia- 
bility cases  in  lieu  of  suit.  This  project  is  truly  a trial  program 
and  the  society  will  await  the  results  with  great  interest.  It  can 
be  reported  that  the  initial  indications  are  that  this  has  been  a 
successful  effort. 

To  promote  active  participation  and  involvement  in  the 
evolution  of  PSRO,  the  society  appointed  an  Ad  Hoc  Com- 
mittee on  Professional  Standards  Review  Organization, 
under  the  chairmanship  of  Dr.  Sidney  Krasnoff.  This  com- 
mittee has  met  twice  monthly  and  reported  frequently  to  the 
board.  The  board  approved  four  resolutions  developed  by 
this  committee,  all  of  which,  were  introduced  at  the  last 
meeting  of  the  House  of  Delegates  of  the  State  Society. 

Dr.  Bernard  B.  Zamostein,  chairman  of  the  Committee  on 
Student  Medical  Affairs,  conducted  a seminar  on  April  28, 
1973  on  “How  to  Set  Up  a Medical  Practice.”  An  attendance 
of  124  individuals  was  considered  to  be  encouraging  for  this 
initial  effort. 

Surely,  one  of  the  best  known  activities  of  this  society  was 
its  participation  in  the  defense  of  the  physician  who  had  been 
billed  for  the  hospital  costs  of  one  of  his  patients  whose  case 
had  been  denied  Blue  Cross  hospitalization.  The  society  is 
gratified  that  the  defendant  won  this  very  important  and  well 
publicized  landmark  case. 

In  September  1972,  the  society  participated  in  the  Blue 
Shield  Hearings  in  Philadelphia.  During  the  Spring  of  1973, 
officers  of  the  society  have  been  actively  engaged  in  the  nego- 
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tiations  for  the  Blue  Cross-Hospital  Provider  Contracts. 
Among  other  activities,  representatives  of  The  Delaware 
Valley  county  medical  societies  have  met  with  Mr.  Paul 
Guest,  with  the  result  that  an  ongoing  communication  has 
developed  between  these  medical  societies  and  the  negotia- 
tors for  Blue  Cross. 

The  Standing  Committee  on  Professional  Relations  and 
Grievances  has  extended  its  activities,  under  Chairman 
Henry  S.  Wieder,  M.D.,  by  offering  to  attempt  resolution  of 
grievance  problems  concerning  physicians  who  are  not 
members  of  the  society.  The  effectiveness  of  this  additional 
activity  has  yet  to  be  evaluated. 

As  this  councilor  nears  the  completion  of  his  first  year  of 
office,  he  is  impressed  with  the  productivity  of  those 
physicians  who  give  of  their  time  and  talents  to  promote  the 
honest  objectives  of  organized  medicine  and  cannot  help 
being  optimistic  that  organized  medicine  will  provide  an- 
swers for  the  new  questions  which  are  being  put  to  us  in 
regard  to  the  provision  of  health  care  for  the  people  in  this 
Commonwealth. 

Second  District 

LeRoy  A.  Gehris,  M.D. 

While  communications  still  remains  one  of  the  chief  dif- 
ficulties in  our  organization,  it  has  improved  to  a great 
degree  in  the  Second  Councilor  District.  Active  executive 
secretaries  in  five  of  the  six  societies  in  our  district  and  a 
dedicated  physician  secretary  with  secretarial  assistance  in 
the  remaining  county  medical  society  have  benefitted  the  or- 
ganization. These  individuals  who  serve  the  various  county 
medical  societies  in  the  Second  District  are  responsible  for 
the  execution  and  implementation  of  the  policy  of  the  county 
medical  society  they  represent  and  deserve  special  mention 
and  thanks  from  all  of  us  for  their  dedicated  service: 

Berks  County  Medical  Society  - Sherwood  Young,  execu- 
tive director;  Bucks  County  Medical  Society  - John  De- 
tweiler,  executive  secretary;  Delaware  County  Medical 
Society  - John  Kotik,  executive  secretary;  Lehigh  County 
Medical  Society  - Robert  Parsons,  executive  secretary; 
and  Montgomery  County  Medical  Society  - Ralph  M. 
Roland  II,  executive  secretary. 

The  Chester  County  Medical  Society  has  a physician  sec- 
retary, Dr.  Donald  Harrop,  with  secretarial  assistance.  This 
year  Dr.  Harrop  will  complete  ten  years  of  service  to  his  soci- 
ety as  secretary.  A special  meeting  was  held  in  June  to  honor 
him  for  his  long  service  to  the  Chester  County  Medical  Soci- 
ety. 

The  Board  of  Trustees  of  the  Pennsylvania  Medical  Soci- 
ety has  directed  that  groups  of  geographically  related  county 
medical  societies  be  assigned  to  various  members  of  the  State 
Society  staff  to  enhance  the  sharing  of  important  informa- 
tion. This  step  is  part  of  a new  thrust  to  bring  a first  hand 
responsive  person-to-person  relationship  between  officers  of 
the  society,  staff,  and  members.  The  field  contact  represent- 
ative is  a ready-made  pipeline  to  State  Society  activities  and 
assistance.  The  goal  is  a more  personal  means  of  com- 
munication with  members  about  State  Society  activities.  The 
field  contact  representative  for  the  Second  Councilor  District 
during  the  past  year  has  been  L.  Riegel  Haas.  The  results  of 
this  effort  so  far  are  promising. 


The  various  County  Medical  Societies  in  the  Second  Dis- 
trict have  been  very  active  during  the  past  year. 

In  the  course  of  the  year,  three  county  societies  of  the  Sec- 
ond Councilor  District  indicated  their  willingness  to  serve  as 
PSROs  by  submitting  letters  of  intent  to  the  Professional 
Standards  Review  Organization-  of  the  Department  of 
Health,  Education,  and  Welfare. 

All  counties  report  well  attended  efforts  in  continuing  edu- 
cation, many  geared  to  meet  the  Society’s  new  education 
requirement.  One  county  reports  introduction  of  a scientific 
program  following  business  meetings  has  increased  attend- 
ance at  the  meetings. 

Mutual  understanding  between  physicians  and  legislators 
has  been  furthered  by  joint  meetings  held  in  several  counties. 
Relations  with  the  legal  profession  and  the  clergy  were 
enhanced  by  joint  meetings  in  two  counties. 

County  societies  expressed  their  concern  for  community 
health  through  programs  designed  to  study  and  combat  spe- 
cific areas  within  the  counties.  Some  areas  of  investigation 
were  dialysis,  tuberculosis  care,  child  abuse,  and  drug  abuse. 

Contact  with  the  public  on  a continuing  basis  is  the  result 
of  a weekly  half-hour  TV  program  aired  in  one  county.  The 
purpose  of  the  program  is  to  provide  an  informative  and  edu- 
cational series  of  discussions  to  citizens  of  the  county. 

Those  desiring  a more  detailed  report  can  request  a copy  of 
the  1973  Official  Reports  Book  from  headquarters.  This 
publication  contains  a more  complete  account  of  the  many 
activities  of  the  counties  in  the  Second  Councilor  District. 

Third  District 

Ralph  K.  Shields,  M.D. 

Each  successive  year  the  issues  facing  organized  medi- 
cine make  it  increasingly  important  that  there  be  signifi- 
cantly greater  participation  and  involvement  by  the  mem- 
bership. This  becomes  very  evident  as  one  attends  meetings 
of  the  county  medical  society  and  the  State  Society.  It  is  still 
true  that  apathy  and  nonparticipation  remain  the  chief  con- 
cern of  county  medical  societies.  Poor  attendance  at  county 
society  meetings  documents  the  statements  of  the  county  so- 
ciety leadership  regarding  these  major  problems. 

There  is  more  concern  in  the  country  today  about  health 
care  delivery,  quality  of  medical  care,  government  control, 
continuing  medical  education,  distribution  of  physicians, 
need  for  primary  physicians,  and  organized  medicine  in 
general  than  ever  before  in  our  history. 

The  annual  Third  Councilor  District  meeting  was  held 
May  5,  1973,  at  Pocono  Manor  Inn,  Pocono  Manor,  Penn- 
sylvania. Officers  or  delegates  from  each  of  the  five  compo- 
nent county  medical  societies  were  in  attendance.  Robert  S. 
Sanford,  M.D.,  State  Society  president,  was  in  attendance  » 
and  spoke  on  a number  of  the  issues  facing  organized  medi-  1 
cine  today.  Also  present  from  the  State  Society  staff  were 
John  F.  Rineman,  Larry  Fosselman,  Robert  Craig,  L. 
Riegel  Haas,  and  LeRoy  Erickson. 

The  theme  of  the  meeting  was  long  range  planning,  the 
priorities  and  structure  of  PMS.  Problems  and  concerns 
were  expressed  and  discussed  by  representatives  of  each 
county  medical  society.  Members  of  the  PMS  staff  dis- 
cussed legislative,  third  party,  continuing  education,  foun- 
dation, and  other  matters.  A lively,  informal  question  and 
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answer  period  followed.  A number  of  wives  who  had  ac- 
companied their  husbands  to  Pocono  Manor  joined  the 
group  for  dinner,  following  which  the  meeting  adjourned.  It 
was  an  informative,  helpful  councilor  district  get-together. 

The  activities  reported  and  the  thoughts  expressed  in  the 
various  county  medical  society  communications  are  healthy 
and  encouraging.  There  is  obvious  involvement  and  con- 
cern regarding  the  central  issues.  We,  in  organized  medi- 
cine, need  more  of  this  involvement  and  concern  by  a much 
larger  percentage  of  our  membership  if  we  are  to  improve 
the  quality  of  health  care,  its  delivery,  and  its  control. 

As  is  customary  every  year  at  this  time,  each  county 
medical  society  submits  its  annual  report.  These  reports 
follow: 

Carbon  County 

Unfortunately,  Carbon  County  has  been  rather  inactive. 
Membership  meetings  have  been  poorly  attended  with  the 
few  usual  actives  being  present  most  of  the  time. 

Doctors’  Day  in  July  1972  was  held  at  the  Mahoning 
Valley  Country  Club  with  the  James  M.  Steele,  M.D.,  Me- 
morial Golf  Trophy  awarded  to  Dr.  Gordon  Weaver  and 
Mrs.  Laura  Thomas.  The  society  is  actively  supporting  a 
continuing  medical  education  program  through  the  regional 
medical  program. 

The  medical  society  has  updated  its  group  Blue  Cross  and 
Blue  Shield  coverage  to  include  major  medical  coverage. 

The  medical  society  presented  the  Centenarian  Award  to 
Mr.  Frank  Nesley  of  Lehighton  on  April  11,  1973. 

The  membership  was  represented  at  the  annual  Officers’ 
Conference  held  in  Lemoyne  on  April  25-26,  1973. 

The  membership  is  very  pleased  with  the  liaison  contact 
of  the  PMS,  and  also  with  the  Executive  Report.  This  is  re- 
ally doing  the  job  on  keeping  members  informed. 

Lackawanna  County 

The  Lackawanna  County  Medical  Society’s  continuing 
medical  education  meetings  continue  to  attract  the  greatest 
turnouts  of  members,  bringing  out  physicians  otherwise  dis- 
interested in  society  affairs.  An  average  of  125  physicians 
attended  each  of  the  six  three-hour  evening  sessions,  and  a 
larger  number  participated  in  the  two  day-long  Sunday  sem- 
inars, one  held  in  cosponsorship  with  the  Lackawanna 
County  Academy  of  Family  Physicians  and  the  other 
cosponsored  by  the  Lackawanna  County  Surgical  Associa- 
tion. Continued  and  increased  interest  is  expected  for  the 
coming  series  of  programs  with  the  sessions  to  be  held  in  ro- 
tating locations  throughout  the  county  in  the  hope  of  fur- 
ther stimulating  attendance. 

In  a further  effort  to  encourage  participation  of  members 
in  organizational  affairs,  during  the  year  the  society  had 
valuable  briefings  from  State  Society  personnel  on  medical 
legislative  matters,  medical  political  action  involvement, 
and  Professional  Standards  Review  Organizations  with 
membership  showing  great  interest  in  implementation  of 
this  vehicle. 

The  society  has  maintained  an  excellent  relationship  with 
local  health  and  welfare  agencies  as  well  as  the  federally 
funded  agencies.  There  is  active  representation  on  the 
Boards  of  the  various  groups,  including  the  Health  and 
Hospital  Planning  Council  of  Northeast  Pennsylvania,  the 


Greater  Delaware  Valley  Regional  Medical  Program,  the 
Scranton-Lackawanna  Human  Development  Agency,  and 
the  Community  Home  Health  and  Maintenance  Program. 

Among  the  more  important  services  of  the  society  during 
the  past  year  was  the  organization  of  a grievance  committee 
to  supplement  the  society’s  board  of  censors  with  the  gener- 
al purpose  of  investigating  and  mediating  misunder- 
standings between  patients  and  physicians  and  between 
physicians  and  all  types  of  third  parties. 

The  annual  banquet,  traditional  smoker  for  introducing 
new  members  and  honoring  veteran  members,  and  the 
outing-summer  dance  held  in  cosponsorship  with  the  local 
dental  and  pharmaceutical  associations  were  among  the 
lighter  activities  of  the  society.  They  were  very  well  at- 
tended and  afforded  rapport  among  members. 

Generally,  the  membership  continues  to  feel  frustrated 
over  increasing  controls  and  the  paperwork  imposed  by  the 
federal  and  state  governments,  hospitals,  Blue  Shield,  and 
other  third  parties,  resulting  in  much  of  the  apathy  of 
members  toward  organized  medicine.  These  increasing 
demands  on  already  busy  physicians  make  it  difficult  for  the 
average  physician  to  find  the  time  to  coordinate  thoughts 
and  efforts  on  pertinent  subjects  and  therefore  results  in6is 
feeling  of  no  personal  link  between  him  and  the  parent  med- 
ical organizations. 

Monroe  County 

During  the  past  twelve  months  the  medical  society,  under 
the  presidency  of  Dr.  Hans  Brehm  and  later  Dr.  Otto  R. 
Weber,  conducted  several  dinner  meetings,  usually  at  the 
Beaver  House,  a local  restaurant.  At  one  notable  meeting 
Dr.  Marshall  R.  Metzgar  was  presented  the  PMS  Fifty-Year 
Award  for  that  length  of  medical  service.  Col.  Carroll  D. 
Strida  at  another  meeting  discussed  the  Tocks  Island  Dam 
and  Reservoir.  Col.  Strida,  district  engineer  from 
Philadelphia,  made  a very  timely  presentation  because  of 
the  impact  this  national  park  and  reservoir  will  have  on  this 
community  and  on  the  practice  of  medicine  in  Monroe 
County. 

Members  attended  the  Pennsylvania  Medical  Society  Of- 
ficers’ Conference  in  Harrisburg  in  April  in  order  to  try  to 
stay  abreast  of  current  medical  society  thinking  with  refer- 
ence to  new  federal  laws  and  the  union  movement  in  medi- 
cine. A representative  was  also  in  Harrisburg  to  attend  the 
conference  on  the  Bennett  Amendment.  The  current  think- 
ing in  this  area  seems  to  be  that  physicians  will  be  coopera- 
tive with  the  federal  rulings,  although  of  course  there  are 
occasional  grumblings  noted. 

The  main  problem  would  appear  to  be  how  to  cope  with 
apathy  and  how  to  get  across  a feeling  that  the  AM  A and  its 
subdivisions  are  of  help  and  interest  to  its  participating 
members. 

Northampton  County 

The  Northampton  County  Medical  Society  has  continued 
to  carry  out  the  traditional  role  of  the  society  in  the  educa- 
tion of  its  members  both  from  the  standpoint  of  clinical 
medicine  and  administrative  medicine. 

The  attendance  at  meetings  has  run  approximately  25 
percent  of  the  membership.  The  attendance  bears  a direct 
relationship  to  the  calibre  of  the  speaker. 
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Northampton’s  major  thrust,  outside  of  routine  duties, 
has  been  along  the  line  of  PSRO.  The  Lehigh  Valley  Foun- 
dation for  Medical  Care  has  been  formed,  and  the  county 
society  has  endorsed  this  as  a system  of  peer  review.  It 
would  appear  likely  that  this  organization  will  represent  the 
area  as  a PSRO.  Representatives  of  the  society  attended  the 
recent  Pennsylvania  Medical  Society  meeting  in  Harrisburg 
and  are  ready  to  act  in  accordance  with  the  current  govern- 
ment regulations. 

The  Northampton  County  Society  feels  it  proper  to 
specifically  inform  the  State  Society  of  the  dismay  with 
which  it  read  the  announcement  of  the  outgoing  president 
of  the  Society  relative  to  Mr.  Denenberg.  This  activity  was 
condemned  both  by  the  Board  of  Directors  and  by  the 
membership  at  large,  and  it  is  hoped  that  the  leadership  of 
the  Society  will  be  more  responsive  to  the  members’  wishes 
in  the  future.  It  was  the  feeling  of  all  that  the  action  was  in- 
excusable, occurring  at  a time  when  an  opportunit  for  dis- 
cussion was  obviously  available. 

Wayne-Pike  County 

This  society  of  seventeen  members  continues  to  be  in- 
volved in  the  MECO  project  with  two  students  based  at  the 
Wayne  County  Memorial  Hospital. 

From  the  society’s  educational  fund,  scholarships  were 
given  to  a nursing  student  and  a medical  technician  student. 
The  individual  Benjamin  Rush  Award  went  to  Charles 
Matzo  of  the  Hawley  Fire  Company  Ambulance  service. 
The  Group  Benjamin  Rush  Award  went  to  the  Northern 
Wayne  Ambulance  Association.  A Fifty-Year  Award  was 
presented  to  Henry  C.  Dirlam,  M.D. 

One  of  the  principal  concerns  of  this  county  is  the  need 
for  more  family  physicians.  The  society  holds  regular  meet- 
ings, and  its  officers  are  looking  for  ways  to  secure  greater 
involvement  by  the  members.  There  has  not  been  represent- 
ation recently  at  Officers’  Conference  or  the  sessions  of  the 
House. 

Fourth  District 

George  A.  Rowland.  M.D. 

Medical  affairs  in  the  Fourth  District  have  been  proceed- 
ing in  a normal  pattern.  No  major  problems  developed  in 
the  past  year.  As  in  other  parts  of  the  country,  doctors  have 
been  concerned  about  many  of  the  changes  facing  our  soci- 
ety. 

The  problem  of  HMOs  seems  to  have  become  less  acute. 
This  is  true  in  Congress  where  no  one  seems  to  have 
decided  how  important  this  proposal  may  be.  It  is  also  true 
locally  where  the  turmoil  that  had  developed  with  regard  to 
the  Geisinger  program  seems  to  have  had  very  little  effect 
on  the  practice  of  medicine  so  far.  It  appears  that  few  ex- 
cept employees  of  Geisinger  have  been  involved  in  the 
HMO  so  far  and  unless  there  is  a strong  governmental  fi- 
nancial impetus  it  will  not  be  expanded  further. 

Doctors  have  been  observing  the  elaborate  concerns 
voiced  about  PSRO  but  there  is  no  evidence  that  many  of 
the  doctors  in  this  district  feel  that  such  a program  repre- 
sents a major  hazard.  On  the  other  hand,  there  has  been 
consideration  of  some  of  the  new  trends  in  organizational 
medicine.  Physicians  have  been  discussing  the  formation  of 


unions.  The  Council  of  Medical  Staffs  has  also  put  some 
feelers  into  some  of  the  hospitals  in  the  vicinity.  The  steps 
taken  by  the  Pennsylvania  Medical  Society  in  appointing  a 
field  service  man  to  help  out  the  smaller  county  societies 
has  been  received  favorably.  These  representatives  have 
been  welcomed  to  most  of  the  societies  and  it  appears  there 
is  at  present  no  strong  feeling  of  dissatisfaction  with  the 
AMA  and  the  PMS  in  the  Fourth  District. 

Most  of  the  societies  and  hospital  staffs  in  this  area  are 
facing  the  same  kind  of  problems  that  are  found  elsewhere 
in  the  rural  regions.  The  problem  of  loss  of  physicians  by 
death  and  retirement  faces  every  community  and  efforts  are 
being  made  on  many  levels  to  try  to  cope  with  it.  There  is  a 
steady  small  flow  of  new  doctors  coming  in  and  shortages 
are  no  worse  than  they  have  been  in  the  past. 

In  an  effort  to  improve  medical  care  most  of  the  hospitals 
have  expanded  their  emergency  room  coverage  in  various 
ways.  In  almost  all  there  is  full  time  coverage  of  the  emer- 
gency room  by  physicians  at  least  for  weekends  and  holi- 
days. Efforts  are  being  made  to  expand  this  further  and  to 
attract  physicians  especially  for  these  posts.  This  trend  is  so 
marked  that  it  seems  certain  each  hospital  will  soon  be 
forced  to  have  full  time  medical  service  in  the  emergency 
room  or  else  close  it  down  completely. 

Another  less  direct  method  of  searching  for  future 
physicians  but  one  that  may  prove  even  more  valuable  is 
the  MECO  program,  which  invites  medical  students  to 
spend  time  in  community  hospitals. They  can  learn  how 
medical  problems  are  solved  in  areas  away  from  medical 
centers,  especially  in  the  doctor’s  office.  Most  of  the  hospi- 
tals in  the  Fourth  District  have  entered  this  program  again 
this  year. 

The  requirements  for  continuing  education  of  physicians 
for  membership  in  the  Pennsylvania  Medical  Society  has 
been  much  in  the  minds  of  doctors  in  this  district  this  past 
year.  In  one  way  or  another  all  of  the  societies  have  carried 
on  continuing  education  programs. 

At  Pottsville,  the  Schuylkill  County  Medical  Society  has 
cooperated  with  Jefferson  Medical  College  and  Penn  State 
on  scientific  programs  at  the  time  of  the  county  medical  so- 
ciety meetings.  Northumberland  County  has  also  presented 
a monthly  series  of  scientific  lectures  at  the  Sunbury  Hospi- 
tal in  association  with  Hahnemann  Medical  College.  A sim- 
ilar program  was  presented  by  Columbia  County.  The 
groundwork  for  this  series  was  carried  out  with  the  assist- 
ance of  the  Northeastern  Area  Wide  Committee  of  the 
GDVRMP.  All  these  programs  were  well  received  with  at- 
tendance by  doctors  from  many  of  the  county  societies  in 
the  neighborhood.  Each  program  was  arranged  so  that  Cate- 
gory I credit  could  be  obtained  by  physicians  attending  the 
course.  With  the  requirement  for  membership  this  charac- 
teristic made  them  quite  attractive. 

While  these  county  society  programs  were  under  way  the 
Geisinger  Medical  Center  in  Danville  was  carrying  on  a 
continuing  series  of  conferences  open  to  all  physicians  in 
many  different  fields.  These  were  supplemented  at  intervals 
by  special  programs  usually  utilizing  the  help  of  visiting  ex- 
perts. Attendance  at  these  programs  was  to  some  extent 
limited  because  Category  I Credit  had  not  as  yet  been  ob- 
tained. It  is  understood  that  the  deficiency  will  soon  be  cor- 
rected. 

So  far  all  of  these  programs,  in  addition  to  others  close 
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by,  have  been  entirely  uncoordinated.  Very  often  subjects 
that  are  thought  to  be  of  a high  degree  of  interest  are 
presented  in  several  different  places  at  the  same  time.  In 
view  of  the  increasing  number  of  medical  audits  being 
carried  out  in  hospitals  and  the  prospects  of  peer  review  and 
PSRO  it  seems  that  it  will  soon  become  important  that  a co- 
ordinated educational  system  adapted  to  the  needs  of  the 
doctors  in  the  area  must  be  instituted. 

There  is  plenty  of  expert  help  available  in  this  area,  and 
with  very  little  difficulty  it  should  be  possible  to  develop 
such  a continuing  education  program.  Meetings  are  being 
held  between  leaders  of  the  various  societies  and  the  dif- 
ferent hospitals  in  the  area  and  it  is  expected  that  a large 
scale  cooperative  continuing  education  program  will  soon 
be  a matter  of  fact  in  the  Fourth  Councilor  District. 

Fifth  District 

David  S.  Masland,  M.D. 

Activities  in  the  Fifth  Councilor  District  remain  centered 
around  the  concerns  of  continuing  education  and  community 
health. 

Adams  County 

A joint  venture  of  the  staff  of  the  Annie  Warner  Hospital 
and  the  Adams  County  Society  is  a continuing  medical  edu- 
cation program  that  convenes  once  a month. 

Through  the  energetic  efforts  of  one  member,  the  society 
has  become  involved  in  presenting  antidrug  material  both  in 
schools  and  for  parent  groups. 

Six  new  M .D.s  have  come  to  Adams  County.  Four  are  hus- 
band and  wife  teams,  each  individual  having  a different 
specialty.  The  fifth  is  fresh  from  an  E.N.T.  residency  and  the 
sixth  is  a recent  Navy  retiree  now  entering  the  family  practice 
field. 

Heretofore  the  society  met  at  9:30  in  the  evening,  follow- 
ing which  was  an  hour  of  good  food  and  unstructured  talk. 
Attendance  declined;  now  society  meetings  follow  the  staff 
meetings  at  the  hospital.  This  is  a more  convenient  time  and 
the  attendance  has  increased  but  the  image  of  the  society  has 
seemed  to  decrease  partly  because  of  identical  concerns. 

Cumberland  County 

The  society  sponsored  the  hospital  softball  team  this  year. 
Called  “The  Interns,”  the  team  plays  in  the  Carlisle  Industrial 
Softball  League. 

A special  legislative  dinner  was  held  in  October.  Robert 
Craig,  director  of  legislative  activities  for  the  State  Society, 
Jerry  Rothenberger,  PaMPAC  director,  and  Dr.  R.  Edward 
Steele  of  the  PaM  PAC  board  attended.  All  three  county  com- 
missioners were  present  as  were  Congressman  George 
Goodling  and  Representatives  John  Scheaffer  and  Eugene 
Geesey.  Dr.  John  H.  Harris,  Jr.,  society  president,  chaired 
the  most  informative  meeting. 

The  society  and  its  Woman's  Auxiliary  participated  in  a 
Department  of  Health  multiphasic  screening  project  in  June. 
The  three-day  program  was  conducted  at  the  M-J  Mall  in 
Carlisle.  Over  1,000  individuals  were  tested,  and  the  results 
were  made  available  to  their  physicians. 

Dauphin  County 

The  society's  Committee  on  Emergency  Medical  Service 


and  Disaster  Program  has  been  active  in  the  formation  of  the 
new  Dauphin  County  Emergency  Health  Services  Council.  It 
is  believed  this  organization  will  take  the  place  of  the  Greater 
Harrisburg  Area  Disaster  Planning  Advisory  Council  which 
the  society  was  instrumental  in  forming  some  years  ago. 

The  society  supports  the  Pennsylvania  Chapter  of  the 
American  Association  of  Medical  Assistants  and  earlier  this 
year  provided  assistance  to  the  Dauphin  County  Chapter 
which  served  as  convention  host  to  the  organization's  annual 
meeting  in  Harrisburg  in  May  1973. 

In  addition,  the  society  presented  two  Nurses  Awards  to 
nursing  students  in  the  past  year,  contributed  $50  to  SAM  A 
for  sustaining  membership  in  that  organization,  maintained 
liaison  with  the  local  bar  and  nursing  associations,  and 
provided  free  physical  examinations  to  PAL  and  YMCA 
campers. 

In  cooperation  with  the  Medical  Bureau  of  Harrisburg,  the 
society  continues  to  provide  emergency  medical  services  to 
the  people  in  the  Harrisburg  area. 

The  society  plans  to  renew  discussions  with  the  Southcen- 
tral Pennsylvania  Health  Planning  Council  concerning 
health  facilities  in  the  area,  to  discuss  merger  possibilities 
with  the  Central  Pennsylvania  Academy  of  Medicine,  and  to 
study  and  implement  Public  Law  92-603,  relating  to  the  Pro- 
fessional Standards  Review  Organization. 

Franklin  County 

The  Medical  Society  of  Franklin  County  held  the  usual  ten 
monthly  meetings.  The  attendance  has  improved  consider- 
ably due  to  the  education  requirements  of  the  Pennsylvania 
Medical  Society.  The  speakers  were  extremely  good  and  cov- 
ered a wide  area  of  medical  topics.  Several  new  members 
joined  the  society  in  the  past  year. 

Lancaster  City  and  County 

The  Lancaster  City  and  County  Medical  Society  con- 
tinued to  be  active  in  1972-73.  The  regular  society  meeting 
format  was  changed  to  that  of  a dinner  meeting  and  proved  to 
be  highly  successful.  Five  such  dinner  meetings  plus  the  an- 
nual dinner  dance  were  held. 

During  the  year,  fourteen  new  members  were  added  to  the 
membership  roster.  In  order  that  new  members  might  better 
understand  their  society,  a tour  of  the  State  Society  building 
at  Lemoyne  was  held  for  them  and  their  wives. 

Winners  of  the  Science  Fair  were  again  given  prizes  of 
U.S.  Savings  Bonds,  and  the  annual  Benjamin  Rush  Awards 
were  made.  The  Speaker’s  Bureau  had  six  speaking  engage- 
ments, and  the  society  president  appeared  on  one  television 
show.  The  Anti-Smoking  Committee  gave  thirteen  presenta- 
tions to  2,700  students,  to  make  a total  of  129  presentations 
in  the  past  six  years.  The  Commission  on  Disaster  Medical 
Care  is  currently  conducting  a new  course  for  about  50 
ambulance  drivers.  These  courses  are  well  received  and  are 
over-subscribed. 

Lebanon  County 

The  Lebanon  County  Medical  Society  continues  to  com- 
bine its  monthly  meetings  with  the  Penn  State  University 
Continuing  Medical  Education  seminars.  These  have  been 
exceptionally  well  received  by  the  members  of  the  Lebanon 
County  Medical  Society  and  are  unusually  well  attended. 
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The  seminars,  conducted  by  men  from  the  Jefferson  Medical 
College,  have  been  excellent. 

There  has  been  a very  great  increase  in  interest  in  the 
doings  of  The  Pennsylvania  Medical  Society  among  the 
members  this  past  year.  There  have  been  more  than  a few 
requests  that  each  member  be  sent  a copy  of  the  Legislative 
Bulletin  of  The  Pennsylvania  Medical  Society.  Because  of  the 
cost  of  this  venture,  it  has  been  impossible  to  provide  each 
member  with  his  own  copy.  However,  the  State  Society  has 
provided  officers  with  extra  copies  of  the  Bulletin  to  be  made 
available  to  those  members  who  desire  them. 

Perry  County 

This  was  a year  of  very  little  activity  for  the  society,  ac- 
cording to  its  secretary.  The  annual  dues  were  maintained  at 
zero.  No  new  activities  were  started  and  all  old  business 
seems  to  have  been  taken  care  of. 

The  Perry  Health  Center  is  under  construction  at  last,  fi- 
nanced by  a local  fund  drive  and  a line  of  credit  from  the 
banks.  Although  this  non-profit  corporation  is  not  an  official 
medical  society  function,  it  has  attracted  sufficient  interest 
for  its  gestation  to  be  reported  here. 

York  County 

The  York  County  Medical  Society  celebrated  its  100th  an- 
niversary in  1973.  Through  the  diligent  efforts  of  Dr. 
Charles  Morreels,  the  history  of  the  first  100  years  of  the 
society  was  compiled  and  presented  in  a commemorative 
booklet  distributed  to  each  of  its  members.  The  booklet  also 
included  a photograph  and  biographical  sketch  of  each  soci- 
ety member,  collected  by  Drs.  Michael  Prendergast  and 
Robert  Davis.  At  the  100th  anniversary  dinner,  the  society 
hosted  Dr.  Carl  Hoffman,  then  president  of  the  American 
Medical  Association,  who  was  given  the  key  to  the  City  of 
York  by  Major  D.  Eli  Eichelberger.  Fifty-Year  Awards 
were  presented  to  Drs.  F.  William  Wright,  Paul  Shaub,  and 
F.  C.  Lepperd. 

In  cooperation  with  the  Woman's  Auxiliary,  a Health 
Fair  was  sponsored  in  April.  Spanning  three  days,  the  fair 
was  well  attended  by  those  in  the  community,  who  received 
both  health  education  and  testing.  Dr.  Roscoe  Fisher  and 
his  committee  worked  very  hard  to  make  this  event  a suc- 
cess. 

Other  events  of  the  year  included  training  of  county 
ambulance  drivers,  under  the  direction  of  Dr.  Benjamin  A. 
Hoover,  continued  publication  of  a monthly  bulletin  under 
the  editorship  of  Dr.  J.  Joseph  Danyo,  and  distribution  of 
copies  of  bulletin  articles  concerning  child  health  to  local 
school  districts. 

Conclusion 

I come  to  this,  the  conclusion  of  my  report,  with  mixed 
feelings  of  regret  and  gratitude.  1973  marks  the  end  of  my 
second  five-year  term  as  District  Councilor,  and  by  the 
rules  of  the  State  Society,  I may  serve  in  this  office  no 
longer.  I take  this  opportunity  then  to  express  my  thanks  to 
those  who  have  shown  their  trust  in  me  by  twice  electing 
me  to  this  office,  and  my  gratitude  for  the  many  pleasant 
experiences  that  my  association  with  the  Fifth  District 
county  societies  has  given  me. 


Sixth  District 

H.  Thompson  Dale,  M.D. 

1 am  disappointed  that  my  services  are  not  called  upon 
very  often.  Many  important  changes  are  made  at  state  and 
national  levels,  and  back  home  the  too-busy  physicians  are 
not  being  informed  of  the  happenings.  After  some 
“shuffling  around”  in  the  State  Society  office,  we  have  been 
assigned  Terry  Lenker  as  contact  man  for  this  district  and 
he  has  only  been  asked  to  go  to  one  county  society  meeting. 
Money  has  been  set  aside  for  the  contact  man  to  go  to 
county  society  meetings  to  discuss  problems  that  should  be 
aired  at  local  levels  and  to  answer  questions.  All  the  county 
society  presidents  and  secretaries  have  been  advised  about 
this. 

On  Thursday,  May  10,  1973,  a District  Councilor  Meet- 
ing was  held  at  the  Nittany  Lion  Inn  in  State  College  to  en- 
tertain college  students  from  Juniata  College  and  the  Penn- 
sylvania State  University  who  have  been  accepted  for  ad- 
mission to  medical  school  in  the  Fall  of  1973.  Five  students 
from  Juniata  and  sixty  from  Penn  State  attended  with  their 
advisors,  and  thirty-five  physicians  from  the  district  also  at- 
tended. 

Mr.  Lenker,  our  contact  man,  told  the  future  physicians 
about  loan  funds  of  the  Educational  and  Scientific  Trust 
that  are  available  to  them.  Many  of  the  students  asked  him 
questions. 

Dr.  Robert  S.  Sanford,  our  very  capable  State  Society 
president,  gave  an  interesting  talk  on  “Family  Practice.” 

On  Saturday  June  16,  1973,  my  wife  and  1 were  invited 
by  the  neighboring  County  of  Clinton  to  a dinner  honoring 
Mrs.  Robert  F.  Beckley,  president  of  the  Woman’s  Auxilia- 
ry to  the  AMA.  It  was  a memorable  occassion.  Dr.  William 
Y.  Rial  of  Swarthmore  Pa.,  the  speaker  of  the  State  Society 
House  of  Delegates,  gave  a very  interesting  illustrated  talk 
on  our  PSRO  responsibilities. 

I have  attended  all  the  Board  of  Trustees  meetings  this 
past  year,  the  Finance  Committee  meetings,  the  Publication 
Committee  meetings,  and  the  House  of  Delegates  meeting 
as  well  as  the  “hot"  special  meeting  of  the  House  of  Dele- 
gates June  9 and  10.  Our  members  are  well  represented  on 
State  Society  committees. 

Blair  County 

This  society  has  revised  its  bylaws  this  past  year  and  had 
the  same  officers  for  a second  year.  Dr.  LeRoy  Bowers  of 
Tyrone  is  the  society’s  very  capable  president.  I am  disap- 
pointed that  their  membership  committee  has  not  been  able 
to  recruit  many  of  the  some  fifty  physicians  from  that  area 
who  do  not  belong  to  the  Blair  County  Medical  Society. 

Clearfield  County 

On  Thursday  May  17,  1973,  I attended  a very  interesting 
meeting  of  this  society  at  the  new  Ramada  Inn  near  Clear- 
field. This  society  of  twenty-four  members  is  very  active.  In 
February  1973,  Terry  Lenker,  our  contact  man,  attended 
the  society’s  meeting. 

Centre  County 

This  county  society  I usually  visit  regularly  (my  home  so- 
ciety). This  society  has  nine  regular  meetings  a year.  About 
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half  are  on  scientific  subjects  and  half  concern 
socioeconomic  issues.  The  annual  Physicians,  Druggists, 
and  Dentists  Picnic  was  held  in  June  at  Pleasant  Gap  on  the 
grounds  of  the  Fire  Company  and  it  was  an  excellent  affair. 

Huntingdon  County 

This  County  Society  has  grown  into  thirty-one  members, 
no  longer  a small  society.  I have  had  no  direct  contact  with 
them.  I understand  that  their  meetings  are  held  at  the  same 
time  as  the  Huntingdon  Hospital  staff  meetings. 

Mifflin-Juniata  County 

Unfortunately  Mrs.  Dale  and  I were  away  this  past 
winter  at  the  time  of  the  annual  meeting  and  dinner  dance 
of  this  active  society.  We  have  always  enjoyed  these  outings. 
1 have  been  invited  several  times  to  the  county  society  meet- 
ings but  the  “Pony  Express”  has  gotten  the  notice  to  me  too 
late  to  arrange  to  get  to  the  meetings. 

I was  pleased  to  see  so  many  of  the  physicians  of  our  dis- 
trict at  the  Special  House  of  Delegates  meeting  June  9 and 
10,  but  was  sorry  not  to  see  anyone  from  Huntingdon. 

Seventh  District 

Kenneth  L.  Cooper,  M.D. 

Seven  months  have  passed  since  I was  given  the  honor  of 
serving  as  councilor  and  trustee  for  the  Seventh  District  of 
the  Pennsylvania  Medical  Society.  After  having  served  on 
the  Council  of  Public  Service  for  six  years,  1 have  realized 
even  more  the  necessity  of  physician  participation  in  order 
for  a society  to  be  successful.  Input  from  members  reflects 
the  thinking  of  individuals  and  provides  the  policy-making 
boards,  councils,  and  officers  with  the  necessary  guidelines 
for  the  administration  of  an  effective  organization. 

The  Seventh  Councilor  District  is  a rural  area  covering 
approximately  5,000  square  miles  in  which  there  are  seven 
counties  and  six  county  societies.  The  counties  of  Elk  and 
Cameron  have  a combined  membership  of  twenty-nine 
members.  Potter  County  has  the  smallest  membership  with 
twelve  members,  followed  by  Tioga  County  with  twenty- 
four  members,  Union  County  with  thirty-two  members,  and 
Lycoming  County,  the  largest  society,  with  123  members. 

The  assignment  of  staff  members  to  the  various  districts 
has  been  an  advantage  in  improving  communication  be- 
tween the  local  society  and  the  State  Society,  but  1 have 
found  that  even  this  leaves  a great  gap  in  communications. 

The  recent  governmental  interference  with  control  of 
medical  practice  has  made  it  almost  impossible  for  the 
average  physician  to  keep  pace.  As  a board  representative  on 
the  Council  on  Governmental  Relations,  my  thought  is  how 
can  1 help  my  fellow  members  of  the  Seventh  District  to  un- 
derstand, study,  and  recommend  Society  position  or  legisla- 
tion of  interest.  The  Legislative  Bulletin  serves  a great  pur- 
pose, but  how  many  members  does  its  message  really  reach? 

To  be  more  effective,  I think  that  each  county  society 
meeting  should  include  a representative  from  the  Pennsyl- 
vania Medical  Society  whether  it  be  by  a staff  member  or 
by  an  active  physician  participant. 


Clinton  County 

The  Clinton  County  Society  has  been  very  active  this 
past  year,  even  though  the  flood  of  ’72  curtailed  some  of  the 
activities.  The  members  have  been  very  appreciative  of  the 
help  the  State  Society  has  offered. 

Their  continuing  education  program  is  progressing  well 
under  the  direction  of  Dr.  David  A.  Smith  of  the  Harris- 
burg Polyclinic  Hospital. 

On  June  16,  1973,  the  society  honored  Mrs.  Robert  F. 
Beckley,  president  of  the  Woman’s  Auxiliary  to  the  Ameri- 
can Medical  Association.  The  Clinton  County  Medical  So- 
ciety has  the  honor  of  having  had  two  presidents  of  the 
Woman’s  Auxiliary  to  the  American  Medical  Association. 
Mrs.  David  Thomas,  Sr.,  was  president  in  1946. 

The  society  has  supported  SAMA-MECO  students 
during  the  past  year  but  feels  that  such  a program  would  be 
better  suited  to  junior  and  senior  medical  students. 

Elk-Cameron 

The  Elk-Cameron  Society  has  twenty-nine  members. 
Meetings  are  held  regularly  throughout  the  year  except 
during  the  summer  months.  The  society  has  been  actively 
promoting  continuing  education  programs. 

Lycoming  County 

Lycoming  County  Medical  Society  is  the  largest  society 
in  the  Seventh  Councilor  District.  The  123  physicians  care 
for  a population  of  1 10,000  people.  All  specialties  are 
represented.  However,  general  practitioners  are  decreasing 
in  number.  The  society  has  been  active  in  physician  recruit- 
ment. The  State  Benjamin  Rush  Individual  Award  was 
presented  to  Paul  Anderson  of  Williamsport.  Mr.  A. 
Woodley  and  “Meals  on  Wheels”  (of  the  Divine  Providence 
Hospital)  were  presented  the  local  individual  and  group 
Benjamin  Rush  awards  respectively  for  1973. 

Mr.  Paul  John  has  been  employed  by  the  society  as  exec- 
utive secretary.  In  his  short  tenure  in  this  position,  the  soci- 
ety has  benefited  tremendously  from  his  efforts.  This  has 
been  a new  venture  for  the  society  during  the  past  year. 

Continuing  education  programs,  under  the  direction  of 
the  Jefferson  Medical  College,  have  been  held  monthly 
during  the  past  year.  Plans  for  the  coming  Fall  state  that  the 
University  of  Pennsylvania  will  be  the  participating  school. 

At  the  January  meeting.  Dr.  Robert  S.  Sanford,  president 
of  the  Pennsylvania  Medical  Society,  was  the  guest.  Dr.  C. 
J.  Rodgers  was  inducted  as  the  new  president  of  the 
Lycoming  County  Medical  Society. 

Potter  County 

The  Potter  County  Society  is  a small  society  with  twelve 
members.  Monthly  hospital  staff  meetings  are  held.  The 
county  society  meeting  is  held  annually. 

Tioga  County 

During  the  past  year  the  activities  of  the  Tioga  County 
Medical  Society  have  been  highlighted  by  two  events.  The 
first  was  the  installation  of  the  former  secretary-treasurer. 
Dr.  Robert  S.  Sanford,  as  president  of  the  State  Society  in 
October  of  1972.  The  second  event  was  a meeting  in  Febru- 
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ary  of  1973  with  Terry  Lenker,  PMS  field  contact  man.  This 
was  a very  informative  session  and  was  very  well  attended. 

The  Tioga  County  Medical  Society  is  actively  partici- 
pating in  the  American  Cancer  Society  Pap  Smear  Program 
and  is  helping  with  three  clinics  in  the  county.  As  usual,  the 
county  society  is  also  sponsoring  the  Pollen  Count  Program 
for  Tioga  county  with  the  much  appreciated  financial 
backing  of  the  Commonwealth  Bank  and  Trust  Company. 
Through  the  Woman’s  Auxiliary,  the  society  also  sponsored 
the  Pre-School  Vision  Screening  Program  in  several  parts  of 
the  county.  Tioga  is  a small  county  medical  society  in 
number  of  members  but  is  proud  of  the  activities  which  it  is 
able  to  sponsor. 

Union  County 

The  Union  County  Society  recently  held  a combined 
continuing  education  seminar  on  drug  abuse  with  the  teach- 
ers of  the  county  and  the  teaching  staff  of  Bucknell  Univer- 
sity. 

The  annual  Memorial  Lecture  was  presented  by  Gordon 
Harder,  NASA  medical  program  director.  Premedical 
students  at  Bucknell  University  were  in  attendance. 

The  society  has  been  investigating  the  possibility  of 
employing  a part  time  executive  secretary. 

Eighth  District 

David  J.  Keck,  M.D. 

The  following  is  a summary  of  the  activities  of  the 
County  Medical  Societies  comprising  the  Eighth  Councilor 
District: 

The  Eighth  District  of  the  Pennsylvania  Medical  Society 
met  at  the  Kahkwa  Club  in  Erie  in  September  of  1972. 
Forty  members  were  present,  representing  all  counties  in 
the  district,  and  a most  successful  meeting  was  held. 

Crawford  County 

The  Crawford  County  Medical  Society  is  composed  of 
fifty  members  at  the  present  time.  Four  new  members 
joined  the  society  last  year,  and  two  were  lost,  one  by  death 
and  one  by  transfer. 

The  society  last  year  sponsored  one  medical  student  on 
preceptorship  from  the  University  of  Pittsburgh.  This  was  a 
most  satisfying  experience  for  both  the  student  and  the  soci- 
ety. 

The  Crawford  County  Medical  Society  holds  ten  meet- 
ings each  year,  consisting  of  a three  hour  program  in  the  af- 
ternoon, with  various  well  known  speakers  from  different 
fields.  A dinner  meeting  is  held  on  the  evening  of  each 
meeting. 

The  furnishing  of  the  Baldwin  Reynolds  Historic  House 
continues  to  be  a major  project  for  the  Crawford  County 
Medical  Society  Auxiliary. 

Erie  County 

Listed  below  are  the  principal  activities  indicating  a busy 
and  most  successful  year  for  Erie  County  with  more  than 
their  average  number  of  projects  accomplished. 

Four  regular  membership  meetings  were  held  in  addition 
to  the  monthly  executive  committee  meetings,  excluding  July 
and  August. 

On  June  22nd,  the  society  was  especially  honored  with  the 


distinction  of  having  a colleague,  Russell  B.  Roth,  M.D., 
elected  president  elect  of  AMA  at  the  annual  convention  in 
San  Francisco. 

Three  golf/tennis  tournaments  were  scheduled.  At  the 
Spring  banquet  of  the  bowling  league,  consisting  of  eight 
teams,  the  most  popular  bowler,  Paul  W.  Layden,  M.D., 
was  presented  with  the  majority  of  awards. 

The  “Stethoscope”  resident  thesis  contest  was  won  by 
Donald  M.  Sledz,  M.D.,  who  received  $100  in  cash  and  an 
appropriate  plaque. 

Two  Centenarian  Awards  were  presented  to  Erie  County 
residents. 

Sabin  Scholarships  totaled  $4,900  were  awarded  to  nine- 
teen Erie  County  students,  seven  of  whom  were  applicants 
applying  for  renewal  of  scholarships  for  their  financial 
needs. 

The  Auxiliary  observed  Doctors’  Day  in  the  three  area 
hospitals,  honoring  women  physicians:  Louise  Brecht, 
M.D.;  Dorothy  Blasco,  M.D.;  Mary  Strang,  M.D.;  and 
Betty  Toperzer,  M.D. 

Sponsored  the  first  three-day,  noon  until  9 Health  Fair  in 
October  1972  under  the  direction  of  T.  R.  Moyer,  M.D. 
This  event  involved  dedicated  efforts  on  the  part  of 
physicians,  dentists,  nurses,  pharmacists,  and  many  allied 
health  personnel  who  served  approximately  9,200  laymen 
with  testing  exhibits,  etc. 

Conducted  the  first  out-of-town  medical  seminar  at 
Freeport,  Grand  Bahama  Island,  organized  and  directed  by 
William  W.  Cohen,  M.D. 

“Careers  in  Health  Club"  programs  were  arranged  by 
B.L.  Snider,  M.D.,  which  included  ten  area  high  schools 
with  1 50  students  participating. 

The  Speakers’  Bureau,  T.R.  Moyer,  M.D.,  chairman,  in 
volved  twenty-eight  physician  speakers,  covering  almost 
every  medical  subject. 

The  society  advocated  bicycle  and  automobile  safety  with 
spot  radio  announcements  and  also  sponsored  a one-half 
hour  radio  “Contact”  question/answer  program. 

The  society  participated  in  the  Pennsylvania  Junior 
Academy  of  Science  contest,  awarding  a U.S.  Savings  Bond 
to  the  first  place  youth  for  his  medical  project  and  certifi- 
cates of  recognition  to  the  second  and  third  place  students. 

Dr.  William  C.  Kinsey's  informal  get-together  with  Penn- 
sylvania state  legislators  was  termed  highly  successful. 

The  membership  of  the  society  is  as  follows:  Active 
members — Regular,  204;  Senior  Active,  12;  Affiliate,  3;  As- 
sociate, 16;  Resident,  8;  Disability,  4.  Total  membership  is 
247  of  whom  17  are  new  members. 

McKean  County 

The  McKean  County  Medical  Society,  one  of  the 
smallest  in  the  state,  has  had  an  active  year.  There  has  been 
a very  successful  Continuing  Medical  Education  Program 
with  speakers  from  Pittsburgh.  About  two-thirds  of  the 
membership  was  in  attendance  at  each  meeting. 

Five  new  doctors  have  come  to  this  area  to  practice.  Two 
have  located  in  Kane,  two  in  Bradford,  and  one  in  Eldred. 
This  eases  the  shortage  somewhat. 

The  Kane  Community  Hospital  has  participated  in  the 
MECO  program  for  the  second  time  and  Bradford  Hospital 
has  participated  in  a preceptorship  program. 

A new  addition  has  been  added  to  the  Kane  Hospital  and 


S-12 


is  now  finished.  A new  addition  to  the  Bradford  Hospital  is 
underway  as  well  as  a large  extended  care  facility. 

The  annual  McKean  County  Health  hair  is  sponsored 
each  fall  at  the  Bradford  Mall  and  is  a very  popular  attrac- 
tion. Throughout  the  county  multiphasic  screening  clinics 
have  been  held  with  phenomenal  success. 

Aside  from  the  regular  monthly  meetings,  a dinner  dance 
was  held  at  the  Penn  Hills  Club,  Bradford,  to  which  the  Bar 
Association  and  the  Pharmaceutical  Societies  were  invited. 

Mercer  County 

In  January.  1973,  the  Mercer  County  Medical  Society 
presented  an  Environmental  Improvement  Recognition 
Award  to  the  Sharon  Steel  Corporation  for  its  efforts  in 
improving  the  quality  of  air  in  the  Shenango  Valley.  The 
state  award  was  also  presented  to  the  Sharon  Steel  Corpora- 
tion at  the  Officers  Conference  in  Harrisburg. 

Much  work  and  many  hours  were  spent  in  rewriting  the 
bylaws  of  the  Mercer  County  Medical  Society.  The  new 
bylaws  were  approved  at  the  October  meeting. 

New  physicians  elected  to  membership  in  the  Mercer 
County  Medical  Society  this  past  year  include:  Tompkins 
Watson.  M.D.,  Grove  City;  Vincent  Sanderson,  M.D.. 
Sharon;  Stanley  Sliwinski,  M.D.,  Greenville;  Chul  Nam 
Lee,  M.D.,  Sharon;  Tom  Jones,  M.D.,  Greenville;  Kilwha 
Choung,  M.D.,  Sharon;  Frank  R.  Raynak,  M.D.,  Green- 
ville; and  Benjamin  Maldonado,  M.D..  Grove  City. 

Warren  County 

The  Warren  County  Medical  Society  now  has  fifty-three 
members,  including  one  new  Active  member  and  two  Resi- 
dents, three  Senior  Active  members,  and  five  Associate 
Members. 

The  society  holds  ten  meetings  during  the  year  on  the 
fourth  Tuesday  of  each  month  except  July  and  August.  The 
society  was  represented  at  both  the  Officers'  Conference 
and  the  special  session  of  the  House  of  Delegates  on  June  9- 
10.  Robert  L.  Lamb,  Field  Contact  staff  man  from  PMS,  at- 
tended the  February  meeting  of  the  society  and  outlined  the 
goals  of  the  Field  Contact  Service. 

The  society  participated  in  the  Auxiliary's  Health  Fair 
held  last  fall  and  presented  two  Fifty-Year  Service 
Awards.This  past  summer  the  society  has  cosponsored,  with 
the  Warren  General  Hospital,  three  medical  students  of  the 
Western  Pennsylvania  Health  Preceptorship  Program.  This 
eight-week  preceptorship  program  is  administered  by  the 
Student  American  Medical  Association  at  the  University  of 
Pittsburgh. 

Ninth  District 

Cyrus  B.  Slease,  M.D. 

The  Ninth  Councilor  District  includes  Armstrong,  But- 
ler, Clarion,  Indiana,  Jefferson,  and  Venango  Counties. 
These  counties  have  a population  of  approximately  500,000 
and  an  area  of  4,200  square  miles.  This  is  approximately  4 
percent  of  the  population  of  the  state  and  1 1 percent  of  the 
area  of  the  state. 

The  ratio  of  physicians  to  population  is  about  I - 1700. 
Less  than  40  percent  of  these  are  engaged  in  internal  medi- 
cine or  general  practice. 

Due  to  many  factors  which  do  not  need  enumeration,  the 


need  for  general  (family)  practitioners  still  exists  and  is  in- 
creasing. Clinics  and/or  group  practice  seems  to  be  the  only 
way  to  provide  more  medical  coverage  except  for  the  hospi- 
tal emergency  rooms.  With  eight  general  hospitals  in  4,200 
square  miles,  this  is  scarcely  adequate. 

The  four  physicians  in  the  East  Brady  - Foxburg  area, 
supplied  by  the  U.  S.  Public  Health  Service,  have  been 
seeing  a lot  of  people,  and  the  reports  are  in  general  quite 
good.  Unfortunately  these  doctors  are  scheduled  to  stay  for 
only  two  years,  and  whether  they  continue  on  or  will  be 
replaced  remains  to  be  seen. 

The  county  societies  are  all  active  and  hold  regular  meet- 
ings. 

The  few  grievances  that  have  been  reported  have  been 
resolved  at  the  local  level. 

In  order  to  provide  better  continuing  education  in  the 
Kiski  Valley,  an  effort  is  being  made  to  establish  a branch 
society  comprising  parts  of  Allegheny  and  Westmoreland 
Counties  of  the  Tenth  District  and  Armstrong  County  of 
the  Ninth  District.  This  has  been  approved  by  the  State  So- 
ciety and  bylaws  have  been  drawn  up  and  referred  back  to 
the  concerned  counties  to  work  out  dues  structure  and  other 
details. 

The  Woman's  Auxiliary  again  deserves  thanks  for  their 
efforts  toward  improving  medical  care. 

Tenth  District 

William  J.  Kelly,  M.D. 

The  society  accelerated  its  involvement  with  approxi- 
mately thirty  hospitals  and  2,000  physician  members 
serving  an  estimated  1.6  million  persons  in  Allegheny 
County.  Approximately  fifty  committees  are  currently  en- 
gaged in  improving  medical  services  and  many  of  these  pro- 
grams have  regional  impact.  For  example,  the  society  was  a 
prime  mover  in  the  achievement  of  a substantial  three  year 
grant  for  the  Council  on  Emergency  Medical  and  Health 
Services.  These  funds  are  to  provide  the  means  for  coordin- 
ated planning  of  emergency  services  throughout  a twelve 
county  area  in  Western  Pennsylvania.  Efforts  will  be 
carried  out  in  cooperation  with  the  Comprehensive  Health 
Planning  (CHP)  Association  of  Western  Pennsylvania,  Inc. 

The  CHP  has  become  a prominent  planning  agency  as  a 
result  of  the  dissolution  of  the  Hospital  Planning  Associa- 
tion of  Allegheny  County.  The  CHP  is  empowered  to 
review  all  proposals  of  $100,000  or  more  in  capital  con- 
struction in  the  twelve  county  area.  Physicians  are 
gradually  becoming  more  active  in  the  organization  as  a 
result  of  this  transition  and  because  of  the  temporary  mora- 
torium on  the  construction  of  new  hospital  beds  which 
exists  at  the  time  of  preparing  this  report.  A new  task  force 
of  CHP  is  devising  guidelines  for  the  moratorium,  and 
Allegheny  County  Medical  Society  and  Pennsylvania  Medi- 
cal Society  have  been  instrumental  in  securing  physician 
nominees  to  serve  on  this  task  force.  The  president  of  each 
county  medical  society  in  the  involved  areas  was  contacted 
in  this  project  and  it  is  our  belief  that  physicians  should 
continue  to  provide  active  medical  guidance  to  CHP. 

The  Regional  Medical  Program  is  facing  a major  cutback 
in  July  as  part  of  the  national  trend.  Some  activities  have  al- 
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ready  been  curtailed  and  its  future  role  is  uncertain  at  the 
time  of  preparing  this  report. 

Membership  increased  again  and  an  additional  delegate 
to  the  Pennsylvania  Medical  Society  was  attained.  Rela- 
tionships with  interns  and  residents  continue  to  be  excellent 
and  these  efforts  were  aided  by  the  society’s  House  Staff 
Committee.  The  society’s  bylaws  were  amended  to  provide 
board  representation  for  house  officers  and  this  partici- 
pation has  been  valuable.  In  addition,  the  chairman  of  the 
House  Staff  Committee  has  attended  various  sessions  of  the 
Pennsylvania  Medical  Society  and  American  Medical  Asso- 
ciation. 

This  Fall  a membership  recruitment  program  is  being 
carried  out  in  cooperation  with  various  hospital  staffs  in  the 
county.  The  society  continues  to  cooperate  with  the  special 
AMA  membership  campaign  and  with  PaMPAC/AMPAC 
enrollment  efforts. 

The  computerized  physician  information  and  mem- 
bership record  systems  have  been  expanded  in  cooperation 
with  the  Hospital  Utilization  Project  of  Pennsylvania.  In 
addition,  the  society  employs  a systems  analyst  and  offers 
these  services  at  reasonable  cost  to  other  medically  related 
organizations. 

The  society's  board  of  directors  jointly  adopted  a propos- 
al with  the  Allegheny  County  Bar  Association  which  should 
lead  to  the  establishment  of  an  arbitration  plan  for  alleged 
malpractice,  cases.  This  action  followed  a substantial 
amount  of  work  on  the  part  of  both  organizations.  More 
than  200  physician  members  of  the  society  have  volun- 
teered to  serve  as  arbiters  or  consultants  under  the  new 
plan. 

The  Allegheny  County  Medical  Society  (ACMS)  has 
cooperated  with  the  Pennsylvania  Medical  Society  in  the  es- 
tablishment of  a proposed  PSRO  Board  for  Allegheny 
County.  Various  meetings  have  been  held  to  discuss  the 
implementation  of  Public  Law  92-603,  particularly  the  Pro- 
fessional Standards  Review  Organizations  under  the  Ben- 
nett Amendment.  Meetings  were  also  held  to  discuss  the 
welfare  department’s  Pre-Discharge  Utilization  Review 
Program.  ACMS  delegates  attended  the  special  session  of  the 
PMS  House  of  Delegates  in  June  to  discuss  future  activities 
pertaining  to  PSRO.  The  ACMS  board  of  directors  is  of  the 
opinion  that  physician  leadership  in  peer  review  is  essential 
to  demonstrate  to  others  that  we  can  best  assure  the  proper 
delivery  of  quality  medical  services. 

Much  time  has  been  devoted  to  improving  the  liaison  and 
communication  with  the  medical  staffs  of  hospitals  in 
Allegheny  County.  Various  meetings  were  held  at  society 
headquarters,  and  on  occasion  ACMS  contacted  other 
counties  in  the  Tenth  Councilor  District  concerning  the 
controversial  programs  of  the  State  Department  of  Public 
Welfare,  the  Pre-Discharge  Utilization  Review  Program, 
and  the  proposed  pediatric  screening  program.  In  brief,  it  is 
the  opinion  of  the  ACMS  board  of  directors  that  these  pro- 
grams are  not  realistic  and  the  early  input  of  organized 
medicine  should  have  been  sought  by  the  Department  of 
Public  Welfare. 

At  the  108th  Annual  Dinner  the  society  was  honored  to 
have  AMA  President-Elect  Russell  Roth  as  the  featured 
speaker.  Dr.  Ralph  Stalter  was  installed  as  president.  The 
Harold  B.  Gardner  Award  was  presented  to  Miss  Dolores 
Frederick,  Science  Writer,  Pittsburgh  Press.  Mrs.  Walter 


Miller,  president,  Allegheny  County  Federation  of 
Women's  Clubs,  received  the  Benjamin  Rush  Individual 
Award  for  her  work  in  raising  funds  for  leukemia  research. 
The  Benjamin  Rush  Group  Award  for  her  work  in  raising 
funds  for  leukemia  research.  The  Benjamin  Rush  Group 
Award  was  presented  to  Freedom  House  Ambulance  Serv- 
ice and  the  Frederick  M.  Jacob  Physician's  Merit  Award 
was  presented  jointly  to  Drs.  Fred  C.  Brady  and  Eugene  A. 
Conti.  A special  Medical  Student  Award  was  presented  to 
Dick  Rydze,  Olympic  Silver  Medallist,  and  Doctors 
Stephen  Galla  and  Cyril  Wecht  received  PMS  Speakers 
Awards. 

The  society's  Committee  on  Public  Health  Legislation 
has  been  very  active  this  year.  In  cooperation  with  PMS 
local  legislators  have  been  contacted  frequently  about  issues 
of  medical  concern.  Various  dinner  meetings  have  been 
held  at  society  headquarters  to  discuss  these  problems  with 
Congressmen  and  State  Legislators  and  the  results  have 
been  most  valuable. 

This  county  society  continues  to  be  a leader  of  organized 
medicine  in  this  state  and  throughout  the  country  and  it  is 
active  and  loyal  to  the  ideals  of  medicine. 

It  has  been  my  pleasure  to  attend  their  board  meetings 
and  social  functions  and  frequently  to  have  been  given  the 
honor  of  being  a part  of  their  deliberations.  Once  again  the 
Allegheny  County  Medical  Society  deserves  the  apprecia- 
tion and  thanks  of  the  Pennsylvania  Medical  Society  for  a 
job  well  done. 

Beaver  County 

The  regular  meetings  of  the  Beaver  County  Medical  Soci- 
ety were  held  the  second  Thursday  of  each  month  with  the 
Board  Meeting  on  the  preceding  Tuesday  evening.  They 
report  a membership  of  161  of  which  137  members  are  Ac- 
tive, 17  Senior  Active,  and  7 Associates. 

In  September  a combined  meeting  was  held  with  the 
Woman’s  Auxiliary.  Dr.  Allan  L.  Drash,  professor  of  pedi- 
atrics at  Children’s  Hospital  spoke  on  the  “Blood  Lipid 
Project,”  research  being  done  especially  in  regard  to  lipid 
metabolism. 

The  Beaver  County  Medical  Society  office  moved  to  new 
quarters  in  Rochester,  Pennsylvania  on  February  26th.  The 
primary  purpose  of  this  move  was  for  a more  central  loca- 
tion. 

A Continuing  Education  Program  through  the  University 
of  Pittsburgh  was  established  within  the  county  by  Dr.  Ed- 
ward Heinle.  The  program  was  sponsored  by  Aliquippa 
Hospital  and  the  Medical  Center  of  Beaver  County.  Meet- 
ings were  held  monthly  for  three  hour  sessions  at  the  Beaver 
County  Hospital  or  Aliquippa  Hospital.  Good  attendance 
was  reported  at  all  sessions. 

Dr.  William  Gillespy,  their  former  representative  to 
Western  Pennsylvania  Comprehensive  Health  Planning  As- 
sociation, reported  that  an  ambulance  survey  was  con- 
ducted in  connection  with  the  county  planning  commission. 
The  purpose  of  this  survey  was  to  improve  ambulance  serv- 
ice and  to  obtain  funds  for  better  communication  between 
ambulance  and  hospital. 

Informal  talks  were  also  held  concerning  the  hospital 
merger  for  the  purpose  of  improving  facilities  to  provide 
better  health  service  to  the  community. 
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Lawrence  County 

This  county  medical  society  was  very  industrious  this 
past  year  in  the  activities,  events,  and  awards  in  their 
county.  They  had  very  diligent  participation  of  their 
members  in  the  regional  medical  programs  i.  e.  cancer, 
heart  disease.  They  had  active  input  into  the  formation  of 
the  Lawrence-Mercer  group  of  physicians  regionally. 

There  was  local  participation  with  the  Midwestern  Penn- 
sylvania Chapter  of  the  American  Heart  Association.  A 
"Blood  Pressure  Screening  Clinic"  in  the  local  Towne  Mall 
was  conducted.  Blood  pressures  of  670  persons  were  taken. 
Of  this  number,  91  persons  were  referred  to  their  family 
physicians  for  further  evaluation. 

Local  involvement  with  Comprehensive  Health  Planning 
and  the  Family  Planning  Clinic  was  active  throughout  the 
year. 

At  the  June  20,  1973,  Social  Meeting  with  the  wives 
and/or  husbands,  1 presented  John  P.  Prioletti,  M.D.  with  a 
Fifty-Year  Award  (framed  certificate  and  lapel  pin). 

In  the  opinion  of  your  trustee,  this  county  continues  to 
keep  itself  abreast  of  the  local  community  medical  problems 
and  offers  constructive  input  into  their  solution. 

Westmoreland  County 

This  county  society  continued  to  have  its  successful  an- 
nual meeting  in  addition  to  its  May  Clinic  where  a Ben- 
jamin Rush  nominee  was  decided  upon.  In  addition  this  so- 
ciety planned  to  sponsor  a blood  pressure  control  program 
for  its  citizens  in  the  fall  of  the  year.  They  also  have  been 
very  active  in  reviewing  and  writing  bylaws  set  forth  for  a 
tri-county  medical  society  branch  in  the  New  Kensington 
area.  Scientific  programs  were  held  periodically  with  na- 
tionally known  speakers.  Subjects  discussed  at  some  of  these 
programs  were  : “Silent  Abdomen,”  “Peer  Review,”  “Blue 
Shield,”  and  “Coronary  Artery  Disease,”  indicating  the 
wide  variety  of  interest  and  attention  which  this  society 
gives  for  the  benefit  of  its  membership.  This  society  again 
has  carried  its  load  in  the  affairs  of  organized  medicine. 

The  Westmoreland  County  Medical  Society  Bulletin, 
published  monthly  except  in  July  and  August,  continues  to 
be  an  organ  of  information  and  interest  to  its  members  and 
to  this  trustee.  This  society’s  representatives  and  delegates 
to  local,  regional,  and  state  meetings  have  shown  interest 
and  input  into  the  deliberations. 

In  April,  I had  the  privilege  of  meeting  with  officers  and 
members  of  this  society  for  an  afternoon’s  discussion 
regarding  acts  before  the  legislators,  PMS  Long  Range 
Planning,  the  Bennett  Amendment,  PSROs,  the  Medical 
Practice  Act,  the  McClelland  affair,  and  other  matters.  It 
was  a stimulating  and  provocative  discussion. 

This  society  continues  to  keep  its  members  informed  on 
AMA  policies  as  well  as  PMS  activities.  It  has  been  a 
pleasure  for  me  to  serve  this  society. 

Eleventh  District 

William  C.  Ryan,  M.D. 

I have  now  served  two  full  years  as  Councilor  and  Trus- 
tee for  the  Eleventh  District.  I have  learned  more  about  the 
problems  of  the  district  and  the  major  concerns  of  its 
members. 


There  is  more  obvious  concern  among  physicians  them- 
selves about  the  role  of  the  doctor  in  society.  Along  with 
this  concern  has  come  a greater  awareness  of  the  Pennsyl- 
vania Medical  Society’s  identity  and  the  Society’s  role  in  as- 
sisting physicians  at  the  local  level.  There  is  no  clear  con- 
census about  what  this  new  role  might  be  or  what  specific 
priorities  for  help  need  to  be  established.  Some  of  the  most 
vocal  and  pointed  criticism  of  the  physician’s  role  has  come 
from  doctors  themselves. 

A major  interest  in  this  district  during  the  past  year,  has 
been  to  focus  attention  on  the  relationship  between  local 
county  medical  societies  and  the  formal  staff  structure  of 
hospitals  within  each  county.  Each  county  society  has  held 
at  least  one  meeting  devoted  to  this  subject.  There  is  a defi- 
nite concensus  that  hospital  staff  organization  is  probably 
the  primary  point  of  group  identity  for  most  of  our  prac- 
ticing physicians.  There  were  also  many  creative  ideas 
heard  about  how  the  hospital  staff  might  be  more  directly 
and  formally  affiliated  with  component  county  medical 
societies.  In  some  counties  there  is  already  a definite  proce- 
dural arrangment  by  which  hospital  chiefs  of  staff  are  in- 
vited to  meet  with  the  board  of  directors  of  the  county  soci- 
ety. There  was  sympathy  expressed  for  the  idea  that  county 
societies  might  present  a regular  program  at  meetings  of 
hospital  medical  staffs.  There  was  no  significant  interest 
expressed  in  the  idea  that  hospital  medical  staffs  should  or- 
ganize themselves  outside  the  structure  of  the  Pennsylvania 
Medical  Society.  Further  study  of  the  staff  bylaws  may 
provide  an  instrument  through  which  physicians  can  de- 
velop a negotiating  tool  with  a hospital,  or  even  a service 
area,  that  will  define  more  clearly  the  responsibility  of  the 
medical  profession  for  the  care  of  the  sick. 

There  was  considerable  discussion  in  each  county  society 
about  the  appropriate  role  of  a staff  physician  with  respect 
to  his  own  hospital  board  of  trustees.  There  seemed  to  be  a 
definite  awareness  that  conflict  of  interest  issues  can  easily 
develop  in  this  situation.  Several  speakers  pointed  out  that 
selection  of  board  members  by  any  outside  group,  such  as 
the  medical  staff,  sets  up  a very  undesirable  precedent  in 
which  the  committment  of  the  appointee  is  not  really  to  the 
hospital  board  itself.  A more  desirable  alternative  in  several 
hospitals  seems  to  be  to  have  the  elected  head  of  the  staff  sit 
in  as  a non-voting  member  of  the  board  of  trustees,  or  its 
executive  committee. 

Your  trustee  has  served  as  the  board  representative  of 
Pennsylvania  Medical  Society  to  the  Pennsylvania  Founda- 
tion Board.  In  this  capacity  I have  had  direct  contact  and 
involvement  with  the  discussion  and  negotiations  in  devel- 
opment of  the  PSRO  concept  within  Pennsylvania.  This  new 
federal  legislation  will  exert  pressure  for  hospital  medical 
staffs  to  draw  together  on  an  area  basis.  The  question  of 
whether  or  not  an  individual  PSRO  can  choose  to  be 
represented  through  the  medical  society  structure  seems  an 
extremely  important  one.  An  individual  PSRO  can  be  no 
more  effective  in  expressing  the  needs  of  the  physician,  with 
respect  to  the  federal  government,  than  is  the  single  hospital 
medical  staff  group. 

My  work  this  year  was  aided  greatly  by  the  assignment  of 
headquarters  staff  members  to  a group  of  counties  to  assist 
the  councilor  in  communications  and  arrangements.  I was 
very  ably  assisted  in  this  respect  by  Mr.  Ken  Jones  of  the 
PMS  staff  whose  help  was  invaluable.  Mr.  Jones  has  now 
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personally  met  many  of  the  physicians  in  the  district  and 
will,  I hope,  be  used  by  individual  physicians  as  a direct  and 
immediate  contact  with  State  Society  operations. 

I wish  to  express  my  personal  thanks  to  all  the  members 
of  the  Eleventh  Councilor  District  who  have  served  so  well 
during  the  past  year  as  members  of  various  councils,  com- 
missions, committees  and  other  agencies  as  well  as  state 
government.  It  is  obvious  that  this  kind  of  service  by 
physicians  is  becoming  more  important  and  demanding  on 
the  time  of  the  busy  practitioner.  Time  devoted  to  hospital 
medical  staff  affairs  by  physicians  also  seems  to  be  increas- 
ing by  geometric  proportions  throughout  the  district.  Al- 
most without  planning,  and  sometimes  without  realization, 
the  individual  physician  finds  himself  drawn  into  group  ac- 
tivities which  are  not  directly  focused  on  individual  patient 
care. 

Twelfth  District 

Orlo  G.  McCoy,  M.D. 

As  trustee  I have,  during  the  past  year,  attended  the  An- 
nual Session  and  the  special  session  of  the  House  of  Dele- 
gates and  all  the  stated  Board  meetings. 

I have  also  served  as  (1)  a member  of  the  Benjamin  Rush 
Award  Committee;  (2)  a Board-designated  representative  to 
the  Pennsylvania  Health  Council’s  board  of  directors;  (3)  a 
Board  representative  to  the  Council  on  Medical  Service  and 
(4)  a Board  representative  to  the  Officers’  Conference  Com- 
mittee. 

I have  found  these  activities  to  be  very  interesting  and 
have  participated  actively  in  discussions  and  deliberations. 

Reports  of  Stand 

Advisory  to  the  Woman’s  Auxiliary 

“Listen,  Learn  and  Communicate”  was  the  theme 
emphasized  by  the  State  Auxiliary  president.  “A  key  word 
in  the  American  way  of  life  today  is  communication.  Lack 
of  it  can  slow  progress  to  a standstill;  diligent  use  of  it  can 
accomplish  wonders.  Through  the  auxiliary  program  and 
materials,  we  carry  on  our  intra-communication  to  inform 
and  prepare  ourselves  to  be  effective  helpmates  to  our  hus- 
bands and  to  medicine.  We  promote  a better  understanding 
of  the  medical  profession  by  the  dissemination  of  accurate 
information  on  matters  of  medical  significance.  Service,  of 
course,  is  the  most  powerful  communication.  There  is  no 
satisfaction  in  life  equal  to  that  of  serving  others,  and  a 
doctor  and  his  wife  who  join  hands  to  help  their  neighbors 
to  better  health  become  an  unbeatable  team.  This  is  proof 
of  medicine’s  concern  for  the  welfare  of  the  community.” 

To  increase  membership,  county  auxiliary  officials  were 
asked  to  encourage  members  to  invite  eligible  non-members 
to  a meeting  and  to  encourage  eligible  non-members  to  ask 
their  physician-husbands  to  join  the  county  medical  society 
and  the  Pennsylvania  Medical  Society.  Membership  recruit- 
ment is  a priority  project  and  will  be  stressed  during  Octo- 
ber which  has  been  designated  as  Membership  Month. 

In  politics  and  legislation,  auxiliary  members  were  en- 
couraged to  join  PaMPAC  and  AMPAC,  to  register  and 


As  the  second  year  of  Board  membership  draws  to  a close,  I 
can  say  that  the  time  spent  on  these  activities  has  been  quite 
rewarding  to  me. 

The  Twelfth  Councilor  District  has  been  digging  out 
from  the  ravages  of  Susquehanna  River  flooding. 

The  Luzerne  County  Society  has  benefitted  from  the 
fairly  generous  response  from  PMS  membership  contribu- 
tions and  from  a PMS  grant  of  $5,000  to  help  rehabilitate 
damaged  headquarters  in  Wilkes-Barre.  I attended  the  an- 
nual meeting  of  the  society  at  which  Dr.  Robert  Kerr  was 
installed  as  president  to  succeed  Dr.  Janjigian.  I also  at- 
tended a meeting  of  the  Luzerne  County  Medical  Society 
just  prior  to  the  special  session  of  the  House  where  resolu- 
tions were  adopted,  not  unanimously,  to  oppose  PSRO  co- 
operation. 

I did  not  make  an  official  visit  to  either  Susquehanna  or 
Wyoming  County  Medical  Societies.  I would  suggest  that 
county  societies  might  write  the  councilor  inviting  him  to 
pay  an  official  visit,  rather  than  leaving  the  initiative  to 
him.  To  my  best  knowledge,  both  of  these  very  small  com- 
ponent societies  are  functioning  well  with  no  pressing 
problems  that  are  unique  to  them. 

I attended  five  meetings  of  the  Bradford  County  Medical 
Society  where  fine  scientific  programs  were  presented  with 
fair  attendance. 

It  is  planned  to  have  a Twelfth  District  meeting  in 
November  1973  after  the  meeting  of  the  House  of  Dele- 
gates. 

1 solicit  the  officers  and  members  of  component  societies 
to  please  get  in  touch  with  me  if  there  is  any  matter  in  the 
district  that  I can  promote  to  the  Board  of  Trustees. 

ing  Committees 

vote  in  all  elections,  and  to  support  our  legislative  friends  of 
medicine. 

During  county  visitations,  the  State  Auxiliary  president 
informed  members  of  the  types  of  insurance  programs  avail- 
able through  the  Pennsylvania  Medical  Society.  Because  of 
the  advantages  of  group  benefits,  members  were  urged  to 
inform  their  physician-husbands  of  these  programs.  She 
briefed  the  members  on  continuing  medical  education, 
stating  it  will  be  a PMS  membership  requirement  after 
December  31,  1975.  Members  were  asked  to  help  their  hus- 
bands in  this  endeavor  by  assisting  them  in  enrolling  in 
courses  while  attending  meetings  or  traveling  and  in  re- 
taining the  necessary  records. 

Contributions  to  the  State  Auxiliary  Health  Careers  Fi- 
nancial Aid  Fund  from  its  inception  in  1970  to  May  31, 
1973,  totaled  $20,741.83.  The  fund  will  be  used  for  Penn- 
sylvania students  who  need  aid  to  continue  their  education 
in  the  allied  health  fields.  Since  the  operating  goal  of 
$15,000.00  has  been  reached,  a maximum  of  eight  loans 
will  be  available  during  the  1973-74  school  year. 

In  the  auxiliary’s  Health  Careers  Program,  twenty  “Ca- 
school  year.  To  date  seventy-nine  clubs  have  been  char- 
tered. 

The  following  priority  projects  for  the  ensuing  year  were 
established  by  the  auxiliary’s  Board  of  Directors  and 
approbated  by  the  Advisory  Committee:  Membership, 
Health  Education  (nutrition).  Health  Services  (children  and 
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safety),  PaMPAC-Legislation,  State  Auxiliary,  Health  Ca- 
reers Financial  Aid  Fund,  and  Careers  in  Health  Club  ac- 
tivity. 

For  the  auxiliary's  continuous  support  of  organized  med- 
icine, this  committee  expresses  its  gratitude  to  the  president, 
Mrs.  John  H.  Eves,  the  Board  of  Directors,  and  members. 

Aid  to  Education 

The  program  approved  by  the  1972  House  of  Delegates 
to  refinance  the  educational  loans  of  physicians  and  to 
provide  for  forgiveness  of  these  loans  if  practice  is  main- 
tained in  rural  or  other  critical  shortage  areas  of  Pennsyl- 
vania is  bearing  fruit. 

As  a result  of  a letter  sent  to  borrowers  of  the  trust  who 
graduated  from  medical  school  between  1966  and  1972  and 
were  still  in  training,  eighteen  replies  were  received.  Four  of 
the  borrowers  definitely  are  going  to  enter  family  practice 
in  rural  shortage  areas,  and  a fifth  will  practice 
ophthalmology  in  a shortage  area  if  a suitable  location  can 
be  found  when  he  is  released  from  military  service. 

So  far  it  has  been  necessary  to  refinance  loans  for  two  of 
these  physicians — one  for  $4,000  plus  $1,544.07  in  accrued 
interest  and  one  for  $1,000  plus  $30  in  accrued  interest. 
These  physicians  also  had  borrowed  $8,500  from  the  educa- 
tional fund  while  they  were  in  school,  and  an  additional 
$3,500  Pennsylvania  Higher  Education  Assistance  Agency 
loan  will  be  assumed  for  one  of  them  when  it  becomes  due 
in  April  1974.  Deferment  of  the  repayment  of  Health  Pro- 
fessions loans  has  been  obtained  for  all  five  physicians 
through  the  cooperation  of  the  medical  schools  they  at- 
tended. 

Under  the  provisions  of  the  Comprehensive  Health  Man- 
power Training  Act  of  1971,  it  will  be  possible  for  each  of 
these  five  physicians  to  have  85  percent  of  their  outstanding 
medical  education  debts  repaid  by  the  federal  government 
by  practicing  in  a shortage  area  designated  by  the  Pennsyl- 
vania Department  of  Health.  The  first  of  this  group  will 
enter  practice  in  December  1973  in  Clearfield  which,  ac- 
cording to  the  department  of  health,  needs  seven  additional 
physicians  to  provide  one  physician  for  every  1,500 
persons. 

Today  a medical  student  usually  will  spend  at  least  three 
years  following  graduation  in  residency  training  before  en- 
tering practice.  During  this  time,  repayment  of  some  educa- 
tional loans  such  as  those  under  the  Pennsylvania  Higher 
Education  Assistance  Agency  and  the  AMA-ERF  programs 
must  begin  with  interest  at  rates  of  7 to  9 percent. 
Repayments  made  before  entering  practice  in  a shortage 
area  are  not  subject  to  forgiveness.  The  forgiveness  program 
of  the  Committee  on  Aid  to  Education  and  the  Educational 
and  Scientific  Trust  includes  the  refinancing  of  such  loans, 
thereby  making  them  eligible  for  forgiveness  since 
repayment  will  not  begin  until  one  year  after  the  physician 
enters  practice. 

This  program  has  been  instituted  on  a pilot  basis  with 
$30,000,  which  soon  will  be  used.  In  order  to  extend  the 
program  to  include  future  graduates,  additional  money  will 
be  needed.  The  committee  and  the  trustees  of  the  trust  are 
investigating  alternate  means  of  securing  additional  funds. 
One  proposal  under  consideration  is  to  request  that  a $25 


per  year  voluntary  assessment  of  all  active  members  of  the 
Society  be  approved  and  appear  on  the  annual  assessment 
statement  in  lieu  of  the  present  $8  allocation  from  the  annual 
assessment. 

Until  such  time  as  a concrete  proposal  can  be  prepared, 
the  Committee  on  Aid  to  Education  as  well  as  the  trustees 
of  the  trust  would  urge  every  member  of  the  Society  to  con- 
tribute voluntarily  to  the  loan  forgiveness  fund  by  making 
tax  deductible  contributions  to  the  trust. 

During  the  1972-73  school  year,  139  medical  students 
received  loans  of  $132,700  from  the  educational  fund  to  at- 
tend twenty-five  medical  schools,  while  three  children  of 
deceased  members  of  the  Society  received  loans  of  $2,150 
to  attend  college.  Other  funds  of  the  trust  provided  loans  of 
$16,618  to  fourteen  medical  students  and  $15,600  in  loans 
and  grants  to  sixty-two  students  in  the  allied  health  fields. 

As  of  June  30,  1973,  the  educational  fund  had  $968,368 
outstanding  in  student  loans.  During  the  first  six  months  of 
the  year,  $28,552  was  received  in  loan  repayments,  which 
represents  approximately  a 5 percent  increase  over  a similar 
period  in  1972. 

Sixty  medical  students  who  had  received  $126,800  in  fi- 
nancial assistance  were  graduated  from  medical  school  in 
June  1973.  Twenty-four  of  this  group  are  now  interning  in 
Pennsylvania,  two  are  in  military  service,  two  others  have 
deferred  their  internships,  and  thirty-two  are  interning  out- 
side the  state. 

As  of  July  1,  1973,203  medical  students  have  applied  for 
financial  assistance  for  the  1973-74  school  year.  Most  of 
these  applicants,  due  to  increased  tuition  and  living  costs,  a 
decrease  in  available  Federal  funds,  and  a reluctance  on  the 
part  of  commercial  lending  institutions  to  grant  the  max- 
imum allowable  guaranteed  loans  of  $2,500  a year,  are 
asking  for  aid  far  in  excess  of  previous  years.  In  antici- 
pation of  this  increased  demand  for  aid,  some  of  the  invest- 
ments of  the  educational  fund  were  sold  and  approximately 
$180,000  will  be  available  to  lend  to  medical  students 
during  the  1973-74  school  year. 

Through  the  cooperation  of  the  Allegheny,  Dauphin,  and 
Philadelphia  County  Medical  Societies,  AMA-ERF  checks 
amounting  to  $5 1 , 1 79.4 1 were  presented  to  the  deans  of  the 
seven  Pennsylvania  medical  schools.  These  contributions 
made  by  the  profession  through  AMA-ERF  are  increasingly 
important  to  the  medical  schools  in  these  inflationary  times. 

The  Committee  on  Aid  to  Education  urges  the  House  of 
Delegates  to  continue  to  support  the  educational  fund  by 
authorizing  that  $8  again  be  allocated  from  the  annual  as- 
sessment. We  also  request  every  member  of  the  Society  to 
support  the  loan  forgiveness  program  with  tax  deductible 
contributions  to  the  Educational  and  Scientific  Trust  for 
that  purpose. 

Constitution  and  Bylaws 

Direct  Student  Membership  in  PMS,  narrowly  defeated 
last  year,  is  back  as  mandated  by  the  Bylaws.  This  time  a 
two-thirds  vote  will  be  sufficient  for  passage.  Election  of 
Trustees  by  the  entire  House  is  being  challenged  with  some 
sentiment  expressed  to  have  councilors  elected  by  district. 
A proposal  is  being  offered  to  make  presidents  elect  of 
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county  medical  societies  voting  members  of  the  House,  as  a 
training  experience  for  their  year  as  president. 

I.  Student  Membership:  Last  year  the  House  of  Dele- 
gates considered  amendments  which  would  have  provided 
direct  membership  for  medical  students  in  the  Pennsylvania 
Medical  Society.  Because  both  the  Constitution  and  the 
Bylaws  were  affected,  an  affirmative  vote  of  three-fourths  of 
the  delegates  present  was  required. 

The  amendments  failed  to  receive  the  necessary  three- 
fourths  vote  by  a very  narrow  margin.  Under  these  circum- 
stances, Chapter  XVII  of  the  Bylaws  provides: 

“If  there  be  a majority  but  less  than  three-fourths  favor- 
able vote,  the  amendment  shall  ride  over  until  the  next 
session  of  the  House  of  Delegates  and  the  adoption 
thereof  shall  be  in  the  manner  and  in  accordance  with  the 
procedure  for  amendments  to  the  Constitution.” 

We  have  therefore  resubmitted  the  amendments  calling 
for  direct  membership  in  the  State  Society  of  medical 
students.  The  committee,  in  reviewing  its  proposal  for 
student  membership,  reiterates  that  recruitment  and  in- 
volvement of  young  physicians  are  the  key  reasons  in 
making  this  policy  recommendation.  The  committee  is  fur- 
ther strengthened  in  its  conviction  because  of  the  maturity 
demonstrated  by  medical  students  in  recent  years  as  they 
have  become  more  deeply  involved  in  community  action 
programs  and  the  academic  policies  of  their  schools.  A vote 
for  the  student  amendments  will  provide: 

1.  A direct  active  membership  in  the  Pennsylvania  Medical 
Society  for  full-time  students  enrolled  in  accredited 
schools  of  medicine  and  osteopathy  in  Pennsylvania. 

a.  These  student  members  would  have  the  right  to  vote 
and  hold  office,  provided  they  paid  the  annual  prescribed 
student  member  assessment  which  will  be  10  percent  of 
the  annual  assessment. 

b.  Student  members  would  have  all  the  rights  and  privi- 
leges of  active  membership  in  PMS  except  that  they 
and/or  their  relatives  or  heirs  would  not  be  eligible  for 
medical  benevolence. 

c.  Student  members  would  be  exempt  from  the  Con- 
tinuing Education  requirement. 

2.  Student  members  would  have  representation  in  the  House 
of  Delegates: 

a.  Each  medical  school  and  school  of  osteopathy  in  Penn- 
sylvania having  at  least  one  student  member  of  PMS 
would  be  entitled  to  one  delegate  in  the  House  of  Dele- 
gates. 

b.  In  addition,  each  above  school  would  be  entitled  to  an 
additional  delegate  for  each  100  student  members  of 
PMS  in  its  school  and  any  fraction  thereof.  The  only  stip- 
ulation would  be  that  such  delegates  must  be  student 
members  of  PMS. 

The  committee  believes  the  most  immediate  effects  of 
student  membership  would  be  the  authority  to  the  president 
elect  to  include  students  in  appointments  to  councils,  com- 
mittees, and  commissions  and  a slightly  stronger  student 
voice  in  the  House  of  Delegates.  The  committee  considers 
these  real  assets. 

Secretary's  Note:  A two-thirds  vote  of  the  members  present 
in  the  House  will  be  necessary  to  pass  the  student  mem- 
bership amendments. 

II.  Election  of  District  Councilors  by  the  District:  In  the 


final  moments  of  the  1972  House  a resolution  was  offered 
from  the  floor  which  was  adopted  unanimously  and  referred 
by  the  speaker  to  the  Committee  on  Constitution  and 
Bylaws.  That  resolution  says: 

“WHEREAS,  The  district  councilors  represent  a spe- 
cific group  of  physicians;  therefore  be  it 

RESOL  VED.  That  the  Standing  Committee  on  Consti- 
tution and  Bylaws  consider  before  the  next  annual  meet- 
ing a change  in  the  present  system  of  choosing  district 
councilors  which  would  call  for  selection  within  the  dis- 
trict, rather  than  the  Society  as  a whole,  such  a system 
being  more  representative.” 

The  committee  has  prepared  the  necessary  language  to 
amend  the  Constitution  so  that  trustees  would  not  only  be 
nominated  by  their  district,  but  elected  by  the  members  of 
the  House  of  Delegates  from  that  district.  This  language  ap- 
pears in  the  Official  Call. 

Secretary’s  Note:  A vote  of  two-thirds  of  the  members  of 
the  House  of  Delegates  present  will  be  required  to  pass  this 
amendment. 

It  was  apparent  to  us  at  our  meeting  that  there  are  merits 
on  both  sides  of  the  question.  To  aid  the  committee  in  its 
study  of  this  matter,  a survey  was  made  of  ten  of  the  largest 
state  medical  societies.  The  states  polled  were:  California, 
Florida,  Illinois,  Indiana,  Massachusetts,  Michigan,  New 
York,  Ohio,  Texas,  and  Washington.  The  results  of  the 
survey  are: 

Trustees  elected  by  House  of  Delegates  — SIX  states 
T rustees  elected  by  councilor  district  — TWO  states 
Trustees  appointed  by  president  — ONE  state 
Trustees  elected  by  councilor  district  and  ratified  by 
house  — ONE  state 

In  our  committee  there  was  a feeling  that  county  societies 
wish  to  make  trustees  more  responsive  to  the  desires  of  their 
constituent  counties.  One  way  to  do  this  would  be  to  reduce 
the  size  of  the  political  arena  in  which  trustees  are  elected. 
It  was  also  pointed  out,  however,  that  provincialism  has  not 
been  and  should  not  be  a determinent  of  State  Society  poli- 
cy. The  decisions  of  the  Board  of  Trustees  must  be  based  on 
their  rightness  for  all  members  of  the  Society.  Consequently 
there  is  merit  in  making  each  trustee  responsible  to  a major- 
ity of  the  House  of  Delegates. 

The  committee  sees  a system  whereby  a trustee  is 
nominated  and  elected  from  his  councilor  district  but  then 
ratified  by  the  House  of  Delegates  as  a way  of  meeting  both 
the  needs  of  county  societies  and  the  overall  objectives  of 
the  State  Society.  The  committee  has,  therefore,  prepared 
an  alternate  set  of  amendments  providing  for  nomination 
and  election  by  councilor  district  and  ratification  by  the 
House  of  Delegates.  This  alternate  amendment  appears  in 
the  Official  Call. 

Secretary’s  Note:  A favorable  vote  of  two-thirds  of  the 
members  of  the  House  of  Delegates  present  will  be  neces- 
sary to  adopt  this  amendment. 

III.  Proposal  to  Make  the  President  Elect  of  Each  of  the 
Component  County  Societies  a Voting  Member  of  the 
House  of  Delegates:  At  its  meeting  on  March  15,  the  com- 
mittee discussed  in  detail  the  role  of  the  presidents  of  the 
component  county  societies  at  the  House  of  Delegates  meet- 
ings. We  felt  that  all  too  often,  unless  a president  is  elected 
as  a delegate,  or  substitutes  for  the  secretary,  his  role  in  the 
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policy-making  activities  of  the  House  of  Delegates  is 
negligible.  It  was  also  noted  that  the  Annual  Session  (Octo- 
ber) comes  in  the  twilight  of  his  administration. 

This  discussion  inevitably  led  to  the  county  president 
elect  and  the  benefits  which  might  accrue  if  he  were  to 
become  a voting  member  of  the  House  of  Delegates  in  Oc- 
tober, just  three  months  before  taking  over  as  president.  It 
was  the  consensus  of  the  committee  that  participation  in  a 
meeting  of  the  House  is  an  excellent  preparatory  experience 
for  the  duties  of  president.  For  those  counties  that  choose  to 
send  their  president  elect  to  Officers’  Conference,  the  total 
package  would  provide  almost  a week  on-the-job  training  in 
the  affairs  of  organized  medicine  prior  to  assuming  the  of- 
fice of  president.  There  are  complications,  however.  Adding 
another  voting  delegate  to  each  county  brings  the  size  of  the 
House  of  Delegates  up  to  approximately  300.  This  severely 
limits  the  choice  of  hotels  in  Pennsylvania  large  enough  to 
accommodate  the  PMS  House  and  Auxiliary  House  of  Del- 
egates simultaneously.  It  would  also  increase  by  sixty  the 
number  of  physicians  eligible  to  serve  on  reference  com- 
mittees. 

A compromise  solution  would  be  to  recommend  that  in 
small  counties  having  only  two  delegates,  consideration  be 
given  to  choosing  the  president  elect  as  the  elected  delegate. 
In  larger  counties,  having  two  or  more  elected  delegates,  it 
could  be  recommended  that  one  of  the  elected  delegates  be 
the  president  elect. 

The  committee  looks  forward  to  the  comments  of  the  del- 
egates on  this  matter. 

IV.  Other  Business:  Routine  business  of  the  committee 
included  the  publication  of  up-to-date  editions  of  the 
“Charter,  Constitution  and  Bylaws”  and  the  “Model  Bylaws 
for  a Pennsylvania  County  Medical  Society.” 

Discipline 

At  the  time  the  Board  considered  the  budget  for  1973  it 
determined  to  eliminate  funds  for  the  Committee  on  Dis- 
cipline with  the  understanding  that  the  committee  would  be 
free  to  approach  the  Board  if  a case  came  up  and  the  com- 
mittee required  operating  funds. 

The  services  of  the  committee  were  not  requested  during 
the  year.  Therefore,  the  committee  has  nothing  to  report. 
The  Annual  Grievance  and  Disciplinary  Survey,  cus- 
tomarily conducted  by  the  committee,  was  implemented  by 
the  office  of  the  secretary,  and  is  included  in  the  Secretary’s 
Report. 

Medical  Benevolence 

Twenty-five  family  units  received  assistance  amounting 
to  $47,590  from  the  Medical  Benevolence  Fund  in  1972  in 
monthly  grants  ranging  from  $50  to  $300.  During  the  year 
the  committee  accepted  one  new  case,  a disabled  physician. 

During  1972  two  recipients  of  Medical  Benevolence  died. 
One  was  the  widow  of  a physician,  and  the  other  a 
physician. 

The  committee  acknowledges  the  continued  support  of 
the  Woman’s  Auxiliary  and  its  members.  Their  contribu- 
tions amounted  to  $4,482  in  1972.  Other  memorials  and 
contributions  brought  total  gifts  to  $43,694  for  1972. 


A truly  extraordinary  gift  was  received  by  the  Medical 
Benevolence  Fund  in  1972  as  the  result  of  a bequest  from 
the  estate  of  Edgar  S.  Buyers,  M.D.  (Montgomery  County), 
in  the  amount  of  $39,001.84.  Upon  the  settling  of  the  estate 
of  Mrs.  Buyers,  early  in  1973,  the  fund  was  again  the  recipi- 
ent of  a bequest,  this  time  for  $2,000.  The  Board  of  Trus- 
tees has  formally  thanked  Robert  A.  Buyers,  M.D.  (nephew) 
for  these  memorable  charitable  contributions. 

The  financial  details  of  the  Medical  Benevolence  Fund 
are  given  in  the  Accountant’s  Report  for  1972.  The  com- 
mittee's recommendation  for  next  year’s  allocation  per 
member  will  be  contained  in  a supplemental  report. 


Objectives 

The  Committee  on  Objectives  has  held  two  meetings 
since  its  last  report  to  the  House.  Among  the  subjects  con- 
sidered by  the  committee  were: 

1.  Means  of  obtaining  larger  number  of  younger  dele- 
gates 

2.  Ombudsman  for  local  physicians 

3.  Composition  of  the  committee  itself 

4.  Grievance  and  disciplinary  procedures 

5.  Revision  of  the  method  of  electing  trustees 

6.  Duties  of  trustees 

7.  Involvement  of  new  (young)  physicians  in  county/state 
society  activities 

The  committee  is  assisting  the  Special  Committee  on 
Communications  of  the  House  in  reviewing  the  recommen- 
dation of  the  Board  of  Trustees  regarding  the  elimination  of 
the  Council  on  Public  Service. 


Relations  with  Allied  Professions 

Since  1967  your  committee  has  reported  annually  to  the 
House  on  the  many  meetings  which  the  committee  has  had 
with  the  Pennsylvania  Nurses  Association  and  the  Pennsyl- 
vania League  for  Nursing.  It  was  in  1967  that  the  Board  of 
Trustees  handed  the  committee  the  assignment  of  studying 
the  so-called  “shortage  of  nurses”  problem  in  Pennsylvania. 
It  was  to  the  solution  of  this  general  problem  that  the  early 
meetings  between  the  nursing  and  medical  professions  were 
aimed. 

In  the  intervening  years  we  have  reported  on  state-wide 
seminars,  regional  seminars,  and  individual  meetings.  Since 
1971  we  have  reported  on  cooperation  in  the  formation  of 
task  forces  in  Pennsylvania  for  the  purposes  of 
implementing  the  recommendations  of  the  report  of  the 
“National  Commission  for  the  Study  of  Nursing  and 
Nursing  Education.”  We  reported  in  1971  that  Pennsylvania 
had  been  asked  to  become  one  of  nine  pilot  states  to  begin  a 
program  of  implementation  of  the  study's  recommendation. 

Your  committee  entered  into  this  activity  with  enthusi- 
asm; but,  as  time  has  passed,  and  many  meetings  have  gone 
by,  we  have  become  increasingly  frustrated  in  the  solution  of 
problems  and  implementation  of  recommendations.  It  seems 
to  us  that  the  design  of  the  Pennsylvania  program  is  entirely 
too  cumbersome  and  unwieldy,  and  that  the  injection  of  rep- 
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resentatives  of  additional  organizations — other  than  medi- 
cine and  nursing — has  added  to  our  frustrations. 

Under  these  circumstances  it  seemed  necessary  for  the 
committee  to  reassess  medicine’s  feelings  with  respect  to 
nursing  and  the  nursing  profession,  and  so  early  this  year 
the  committee  met  by  itself  to  formulate  some  fundamentals 
as  a guide  to  our  members’  activities  in  the  task  forces. 
These  feelings  were  transmitted  to  the  Board  of  Trustees 
and  approved  by  that  body.  It  is  our  hope  that  the  House  of 
Delegates  will  also  add  its  approval  to  this  position  state- 
ment. 

1.  The  best  possible  health  care  of  our  fellow  human 
beings  is  the  reason  for  the  existence  of,  and  should  be  the 
primary  goal  of,  the  professions  and  technologies  concerned 
with  all  facets  of  health.  Therefore,  the  interest  of  the  pa- 
tient must  be  the  major  consideration  in  all  decisions  made 
by  either  the  Pennsylvania  Commission  on  Nurse  Educa- 
tion or  the  Pennsylvania  Joint  Practice  Commission  con- 
cerning the  future  of  nursing  in  Pennsylvania. 

2.  The  delivery  of  optimum  health  care  is  a coordinated 
and  cooperative  team  effort.  The  physician  who  has  the 
legal  responsibility  for  patient  care  must  be  the  leader  of  the 
team.  Nursing  and  all  other  patient  care  disciplines  should 
work  within  their  professional  ethics  and  technical  skills 
under  his  direction. 

Nursing  education  should  accept  and  foster  the  concept 
that  the  nurse  working  with  the  physician  is  the  logical 
basic  core  of  the  medical  team  entity  and  the  key  to  provision 
of  optimum  health  care.  No  other  group  can  replace  the 
nurse  in  this  capacity.  Nor  can  the  nurse,  as  a completely  in- 
dependent practitioner,  fit  into  this  significant  concept. 

3.  Unquestionably  the  roles  of  the  nurse  in  the  future  will 
be  multifaceted  and  on  multi  levels.  Nursing  education 
must  be  geared  to  produce  nurses  equipped  to  the  best  pos- 
sible degree  to  give  the  finest  and  most  adequate  care  within 
each  specific  sphere.  No  one  system  or  type  of  school  can 
encompass  the  education  and  training  needs  to  meet  these 
demands  in  toto. 

Undergraduate  nursing  education,  in  all  levels,  should 
have  as  its  first  and  basic  goal  the  teaching  of  primary 
nursing  care  of  the  patient.  It  is  upon  such  foundation  that 
there  must  be  constructed  the  advanced  training  needed  to 
produce  the  variety  and  levels  of  knowledge,  skills,  and  ex- 
pertise for  adequate  and  satisfactory  nursing  care  in  all 
fields. 

Because  of  the  varying  levels  of  nursing  skills, 
backgrounds,  and  specialties,  plus  varying  capacities  and 
limitations  of  individuals,  all  four  levels  of  nursing  educa- 
tion must  be  maintained  and  constantly  improved.  These 
four  levels,  each  of  which  is  needed,  are:  practical  nursing, 
associate  degree,  diploma  school,  and  baccalaureate. 

The  quality  of  undergraduate  nursing  education  must  be 
maintained  by  adequate  admission  requirements  for  each 
level  of  training  and  by  continuing  achievement 
requirements  for  each  in  order  to  attain  certificate, 
diploma,  or  degree. 


4.  The  trend  to  lump  all  nursing  education  in  academia 
should  be  slowed  down.  Basic  nursing  education  requires 
acquisitions  of  patient  care  skills,  as  well  as  theoretical 
background,  and  the  best  place  to  acquire  patient  care  skills 
is  to  work  with  patients  in  the  place  where  patients  are — the 
hospital,  the  out-patient  clinic,  and  the  doctor’s  office. 
There  is  a proper  balance  between  theory  and  practice;  and 
in  the  training  of  students  for  patient  care,  practice  assumes 
a larger  and  larger  proportion  of  that  balance.  While  educa- 
tional institutions  must  of  necessity  handle  graduate  and 
baccalaureate  education,  only  those  in  medical  centers  or 
with  medical  center  facilities  can  adequately  give  the 
needed  clinical  experience.  Clinical  experience  has  been 
well  taught  outside  of  academia  for  years  and  can  still  be 
obtained  from  those  sources  if  even  mild  support  is  offered. 

5.  The  tendency  to  require  formal  education  beyond  pa- 
tient needs  and  individual  nurse  or  student  capabilities  must 
be  resisted.  Graduate  education  to  prepare  for  advanced 
teaching,  major  administration,  and  sophisticated  research 
is  a must.  Baccalaureate  education  is  needed  to  prepare  for 
routine  teaching,  most  administration,  and  as  a basis  for 
specialty  training.  Diploma,  associate  degree,  and  practical 
nurse  training  are  needed  to  prepare  for  the  basic  functions 
of  patient  care.  All  types  are  necessary  for  balanced  and  co- 
ordinated delivery  of  such  care. 

Advancement  on  the  professional  career  ladder  must  be 
available  to  all  nurses.  Advancement  from  practical  nurse 
to  associate  degree  or  registered  nurse  and  from  associate 
degree  and  registered  nurse  to  baccalaureate  and  higher 
degree  must  not  only  be  available  but  encouraged  to  the 
limit  of  the  individual's  capability  of  achievement. 

6.  Postgraduate  education  assumes  two  primary  func- 
tions— training  for  specialty  careers  in  nursing  and  the  need 
to  keep  abreast  of  progress  and  developments  in  the  nursing 
profession.  Specialty  training  is  a function  of  the  medical 
specialty  organization,  the  nursing  specialty  organizations, 
and  certain  educational  institutions.  Emphasis  must  be 
placed  on  quality  instruction  and  adequacy  to  meet  the 
needs  of  the  particular  nursing  specialty. 

Continuing  education  is  a must.  Postgraduate  courses, 
conferences,  symposia,  colloquies,  workshops,  in-service 
training,  etc.,  to  meet  predetermined  quantitative  hour 
totals  to  maintain  licensure  would  be  a means  to  insure  that 
all  keep  up  with  advances  in  the  profession,  particularly 
those  related  to  patient  care. 

Postgraduate  education  for  areas  involving  the  practice 
of  medicine — nurse  anesthetists,  nurse  midwives,  nurse 
practitioners,  and  physicians’  assistants  of  various  types,  is 
purely  a function  of  the  medical  profession  and  its  educa- 
tional facilities. 

7.  Any  committee  with  too  large  or  too  diversified  a reg- 
ular membership  becomes  ineffectual.  To  reach  satisfactory 
conclusions  concerning  the  training  and  qualifications  of  in- 
dividuals for  delivery  to  our  fellow  citizens  of  the  finest 
medical  care,  the  basic  committee  should  be  composed  of 
those  who  constitute  the  backbone  of  the  health  care 
delivery  team — physicians  and  nurses.  Other  allied  or  as- 
sociated professionals  should  be  invited  to  participate  as 
consultants  at  appropriate  and  indicated  times. 
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Reports  of  Special  Committees 


Medicine  and  Religion 

Shortly  after  the  undersigned  became  chairman  of  this 
committee,  we  received  the  disturbing  news  from  the  Ameri- 
can Medical  Association  that  because  of  an  austerity  pro- 
gram, the  Committee  on  Religion  and  Medicine  of  the  AMA 
had  been  discontinued,  but  that  the  department  of  medicine 
and  religion  would  continue  under  the  guidance  of  Mr.  Arne 
Larson.  With  this  information  at  hand,  it  was  decided  we 
should  “sit  tight”  until  the  situation  could  be  clarified  at  the 
Medicine  and  Religion  Workshop  for  the  northeastern  states 
under  the  leadership  of  Mr.  Larson. 

The  chairman  attended  the  AMA  Workshop  on  Medicine 
and  Religion  at  LaGuardia  on  February  1973.  Mr.  Larson 
emphasized  that,  although  the  AMA  Committee  on 
Religion  and  Medicine  had  been  abolished  for  financial 
reasons,  the  department  still  exists  and  that  all  states  should 
pursue  their  normal  activities  in  this  area.  In  response  to  a 
query  from  the  undersigned  for  suggestions  to  create  inter- 
est in  this  phase  of  the  care  of  the  patient,  Mr.  Larson  sug- 
gested that  we  begin  a series  of  prayer  breakfasts  to  be  held 
annually  at  the  State  Society  meeting.  One  of  the  other  atten- 
dants of  that  meeting  suggested  that  we  might  obtain  what  he 
described  as  an  excellent  exhibit  on  religion  and  medicine  for 
that  meeting  which  could  be  obtained  from  the  National  Vet- 
erans Administration  Chaplain  Service  in  Washington. 
Beyond  this,  Mr.  Larson  asked  that  we  give  as  much  publicity 
as  possible  throughout  the  state  to  the  proposed  Interfaith 
Prayer  Breakfast  and  another  meeting  sponsored  by  the 
Department  of  Medicine  and  Religion,  both  on  June  24, 
1973  in  New  York  City  at  the  Annual  Meeting  of  the  AMA. 

On  April  5,  1973  the  state  Committee  on  Medicine  and 
Religion  met  at  the  Society  headquarters.  Mr.  Arne  Larson 
attended  that  meeting.  The  agenda  for  that  meeting  is  avail- 
able in  the  Society  headquarters.  One  of  the  major  points 
discussed  was  the  possibility  of  an  interfaith  prayer  break- 
fast on  an  annual  basis,  the  first  to  be  held  at  the  annual 
meeting  this  coming  fall.  This  met  with  the  approval  of  the 
members  of  the  committee  in  attendance. 

We  have  since  written  to  the  Veterans  Administration 
Chaplain  Service  asking  them  about  the  exhibit  described  at 
the  workshop  meeting  in  New  York.  No  answer  to  that 
letter  has  been  received. 

Speaking  at  the  prayer  breakfast  will  be  the  Right  Rever- 
end Frederick  J.  Warnecke,  Retired  Bishop  of  the  Diocese 
of  Bethlehem.  Reverend  Warnecke  only  recently  retired  as 
president  of  the  Board  of  Trustees  of  St.  Luke’s  Hospital  in 
Bethlehem.  His  impressive  background  lends  expertise  to 
what  promises  to  be  an  excellent  presentation. 

The  final  definitive  information  concerning  the  Interfaith 
Meetings  at  the  AMA  arrived  around  the  end  of  the  first 
week  in  June.  This  was  rather  late  to  give  very  wide  dis- 
tribution, but  an  immediate  memo,  together  with  pamphlets 
concerning  the  meetings,  was  sent  to  all  members  of  the 
Committee  on  Medicine  and  Religion. 


Study  Relations  Between 
Medicine  and  Osteopathy 

Last  year's  House  of  Delegates  adopted  a section  of  the 
Report  of  the  Reference  Committee  on  Education  and 
Science,  commenting  on  our  reports,  as  follows: — “The 
Reference  Committee  hearing  indicated  that  rapport  has 
been  established  between  the  officials  of  the  Society  and  the 
Osteopathic  Association  and  that  in  many  educational  pro- 
grams joint  planning  is  now  taking  place;  however  the  com- 
mittee has  not  met  for  two  years. 

“Testimony  indicated  that  it  was  felt  that  the  subject  is  of 
sufficient  importance  that  we  would  recommend  that  the 
committee  be  continued,  and  that  it  meet  at  least  once  a 
year.” 

We  are  not  certain  what  testimony  the  reference  com- 
mittee heard  that  would  lead  them  to  the  mandate  of  our 
Yneeting  regularly — the  facts  are  that  this  committee  had 
little  to  do  with  the  activities  between  the  Pennsylvania 
Medical  Society  and  the  Pennsylvania  Osteopathic  Medical 
Association  in  the  above-mentioned  areas.  All  of  these  pro- 
grams have  been  worked  on  by  a group  of  officers  from 
both  organizations.  Your  present  committee  continues  to 
feel  that  there  is  little  purpose  to  be  served  in  meeting  unless 
there  is  a real  need,  which,  frankly,  we  don’t  see  in  the  im- 
mediate future.  Accordingly,  your  committee  recommends 
that  this  committee  be  continued  on  a “stand-by”  basis  for 
the  purposes  of  gathering  information  and  keeping  such  a 
committee  “on  the  books”  as  a sign  of  good  faith  and  an 
open  door  to  communications,  and  that  it  meet  on  an  “as 
needed”  basis. 

Your  committee  did,  however,  follow  the  instructions  of 
the  House  of  Delegates,  and  held  a meeting  as  the  House 
directed.  It  was  determined  that  there  is  very  little  activity 
to  report  on  either  the  state  or  national  scene.  Several  items, 
however,  might  be  of  interest  to  the  House  and  we  report 
them  here  for  your  information. 

The  basic  problem  to  having  meaningful  relations  seems 
to  us  to  be  the  lack  of  desire  on  the  part  of  the  osteopathic 
schools  to  get  too  close  to  medicine's  house.  Their 
adamancy  concerning  medical  accreditation  continues.  It 
has  long  been  recommended  that  medical  accreditation  be 
made  available  to  both  schools  of  medicine  and  osteopathy. 
At  our  meeting  we  learned  that  in  Michigan,  for  instance, 
the  new  College  of  Osteopathic  Medicine  was  established 
alongside  the  existing  College  of  Human  Medicine  at  the 
Michigan  State  University.  It  is  our  further  understanding 
that  the  State  Legislature  has  a separate  appropriation  for 
each  school.  And  the  deans  of  the  two  “medical  schools” 
carefully  downplay  any  talk  of  a merger  of  either  of  the 
schools  or  the  professions,  but  continue  working  together  in 
the  building  of  what  one  reporter  calls  "Michigan  State's 
Unique  Medical  Complex.”  Although  reports  coming  from 
Michigan  indicate  that  a merger  of  the  two  institutions  is  a 
possibility,  all  reports  indicate  that  it  is  in  the  future. 

In  a recent  memorandum,  the  American  Medical  Associ- 
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ation  reported  that  there  are  now  a total  of  thirteen 
specialty  examining  boards  which  permit  graduates  of  os- 
teopathic schools  to  sit  for  their  certifying  examinations. 
These  are  as  follows:  American  Board  of  Anesthesiology; 
American  Board  of  Dermatology;  American  Board  of  Fam- 
ily Practice;  American  Board  of  Internal  Medicine;  Ameri- 
can Board  of  Obstetrics  and  Gynecology;  American  Board 
of  Orthopaedic  Surgery;  American  Board  of  Otolaryngol- 
ogy; American  Board  of  Pathology;  American  Board  of 
Pediatrics;  American  Board  of  Physical  Medicine  and  Re- 
habilitation; American  Board  of  Preventive  Medicine; 
American  Board  of  Psychology  and  Neurology;  American 
Board  of  Radiology. 


The  House  will  recall  that  several  years  ago  the  House  of 
Delegates  approved  appropriate  changes  in  the  Constitution 
and  By-laws  permitting  osteopaths  to  obtain  Pennsylvania 
Medical  Society  membership.  This  was  followed  by  county 
medical  societies  taking  similar  action.  At  this  writing,  the 
Pennsylvania  Medical  Society  has  among  its  membership 
forty-four  osteopathic  physicians  who  are  members  of  the 
following  county  medical  societies:  Allegheny  County — 
eight;  Beaver  County — one;  Berks  County — one;  Bucks  ; 
County — two;  Chester  County — one;  Crawford  County — 
three;  Delaware  County — one;  Lancaster  County — three;  I 
Lehigh  County — one;  Montgomery  County — one;  North- 
ampton County — one;  and  Philadelphia  County — eighteen. 


Reports  of  Administrative  Councils 


Education  and  Science 

The  following  is  a summarization  of  council  activities: 
Area  Health  Education  Systems:  There  are  now  seven  Area 
Health  Education  Centers  or  systems  in  Pennsylvania,  with 
at  least  three  more  in  the  planning  stages.  The  council  has 
also  initiated  steps  to  foster  greater  coordination  among  the 
existing  Area  Health  Education  Centers  both  through  its  in- 
volvement in  discussions  among  the  centers  and  through  its 
encouragement  of  and  cooperation  with  the  Pennsylvania 
Health  Council  in  presenting  a statewide  conference  on 
Area  Health  Education  Centers. 

Computer-Assisted  Instruction:  Under  the  auspices  of 
Pennsylvania  State  University  Computer-Assisted  Instruc- 
tion Laboratory,  the  council  offered  a course  on  cardiology 
to  physicians  in  Southeastern  and  Central  Pennsylvania. 
Drug  Abuse  Training  Institutes:  To  provide  Pennsylvania 
physicians  with  an  opportunity  to  learn  the  latest  informa- 
tion on  drugs  of  abuse,  the  medical  management  of  the  ad- 
dict, and  the  law  as  it  applies  to  the  addict  and  the 
physician,  the  council  in  cooperation  with  the  Pennsylvania 
Academy  of  Family  Physicians  and  the  Pennsylvania 
Steering  Committee  for  Continuing  Education  in  Psychia- 
try offered  nine  regional  continuing  education  programs. 
Five  major  speakers  recorded  on  film,  prepared  by  the  East- 
ern Pennsylvania  Psychiatric  Institute,  covered  different 
aspects  of  the  drug  problem. 

Hospital-Based  Educators:  For  the  third  time  the  council 
held  a breakfast  session  for  Pennsylvania  hospital-based  ed- 
ucators who  attended  the  February  meeting  of  the  AMA 
Congress  on  Medical  Education  in  Chicago. 

Hospital  Trustee  Seminar:  A second  annual  Hospital  Trus- 
tee Seminar  cosponsored  by  the  Society,  the  Hospital  Asso- 
ciation of  Pennsylvania,  and  the  Pennsylvania  Osteopathic 
Medical  Association  was  held.  The  highly  successful  pro- 
gram addressed  itself  to  “Quality  Control:  A Public  Trust.” 
Labeling  of  Drugs  Dispensed  by  Physicians:  At  the  request 
of  Pennsylvania's  Attorney  General's  Office,  the  Society  has 
reviewed  and  suggested  methods  of  implementing  Act  64 
regarding  adequate  directions  for  the  dispensing  of  medica- 
tions by  physicians. 

Medical  Education  Community  Orientation:  The  council 
has  served  as  liaison  among  the  Eastern  Pennsylvania 
MECO  Project  Director,  hospitals,  and  family  physicians 
who  are  participating  in  the  1973  program.  This  is  a pro- 


gram endorsed  by  the  Pennsylvania  Medical  Society,  the 
Hospital  Association  of  Pennsylvania,  and  the  Pennsylvania 
Academy  of  Family  Physicians  in  which  pre-freshman  and 
pre-sophomore  medical  students  elect  to  participate  in 
primary  care  education  through  a preceptorship  as  a 
summer  experience. 

The  Western  Pennsylvania  Health  Preceptorship  Project 
is  supported  by  the  Allegheny  County  Medical  Society 
Foundation,  the  Cambria  County  Medical  Society,  the  Uni- 
versity of  Pittsburgh's  Department  of  Community  Medi- 
cine, and  the  Western  Pennsylvania  Regional  Medical  Pro- 
gram. 

Medical  Education  Resource  Center:  The  MERC  Service 
continues  to  provide  dubs  of  videotape  and  cassette  pro- 
grams to  Pennsylvania  institutions  and  physicians.  A meet- 
ing was  held  with  the  media  representatives  of  the  seven 
medical  schools  who  agreed  to  evaluate  the  holdings  of  the 
MERC  Service. 

Pennsylvania  Board  for  Improvement  of  Health  Care  in 
Nursing  Homes  and  Related  Facilities:  This  board 

throughout  the  year  has  taken  positions  regarding  the  rein- 
stitution of  boarding  homes  for  the  aged  under  reasonable 
regulations  by  the  Department  of  Public  Welfare,  recom- 
mendations to  the  State  Board  of  Examiners  of  Nursing 
Home  Administrators  on  a method  of  evaluating  their  edu- 
cational requirements  and  has  urged  a “go  with  caution” 
approach  to  the  ombudsman  project  in  nursing  homes. 
Pennsylvania  Cancer  Coordinating  Committee:  The  com- 
mittee coordinates  the  cancer  control  activities  of  various 
participating  organizations.  The  committee  again  published 
its  annual  report  outlining  the  activities  of  each  organiza- 
tion over  the  past  year  and  their  proposed  future  activities. 
Pennsylvania  Heart  Coordinating  Committee:  It  was  the 
consensus  of  the  committee  that  without  full-time  staff  and 
adequate  funding  its  title  “Heart  Coordinating  Committee” 
was  largely  illusionary.  The  program  committee  of  the 
Pennsylvania  Heart  Association  is  made  up  of  represent-  j 
atives  of  almost  all  the  agencies  interested  in  heart  disease 
and  that  it,  in  effect,  already  functioned  as  a heart  coor- 
dinating committee.  Therefore,  the  Heart  Coordinating 
Committee  voted  to  end  its  existence. 

Pennsylvania  Medical  Continuing  Education  Institute: 

Even  though  the  institute  has  had  a slow  and  unstable 
beginning,  the  twenty-seven  participating  organizations  have 
determined  a method  of  funding  the  institute,  organized  the 


S-22 


directors  into  staggered  terms,  and  taken  action  to  continue 
the  consulting  services  to  community  hospitals  on  education- 
al programming  originally  started  by  the  regional  medical 
programs.  The  institute  accepted  as  its  first  priority  the  offer- 
ing of  a listing  of  continuing  medical  education  activities  for 
publication  in  the  participating  organizations’  newsletters, 
magazines,  and  journals. 

TB  Patients  in  General  Hospitals:  Implementation  of  a 
transition  of  the  TB  patient  from  state  hospitals  to 
regionalized  public  general  hospitals  for  the  treatment  of 
tuberculosis  has  begun.  The  council  has  endorsed  this  new 
approach  and  has  participated  in  the  review  of  general 
guidelines  on  control  of  the  tuberculosis  patient  in  general 
hospitals  for  the  Department  of  Health. 

Eight  commissions  were  appointed  to  assist  the  council  in 
the  discharge  of  its  responsibilities.  Their  activities  are 
reported  below: 

Athletic  Medicine 

Smoking:  The  commission  represents  the  council  on  the 
Pennsylvania  Committee  on  Smoking  and  Health  of  Youth. 
The  committee  this  year  adopted  a specific  set  of  goals:  (1) 
develop  positive  attitudes  against  smoking  among  elementa- 
ry age  children;  (2)  emphasize  the  adverse  effects  of  smok- 
ing on  the  fetus  during  pregnancy  in  a campaign  aimed  at 
eleventh  and  twelfth  grade  girls.  Representatives  of  the  par- 
ticipating organizations  approached  the  secretary  of  health 
and  requested  full-time  staff  devoted  to  the  problem  of 
smoking.  The  secretary  pledged  his  support. 

Sports  Medicine  Conferences:  The  Society  cosponsors  Ger- 
mantown Academy’s  Sports  Medicine  Programs  and  the 
Penn  State  program  on  the  Practical  Application  of  Physi- 
ology to  Sports  Medicine. 

Continuing  Medical  Education  and  Accreditation 

Administrative  Procedures:  The  commission  has  developed 
guidelines  for  processing  accreditation  applications  and  cor- 
respondence regarding  special  problems  in  meeting  the  con- 
tinuing medical  education  membership  requirement. 
Membership  Information — During  this  year,  every  issue  of 
Pennsylvania  Medicine  has  carried  at  least  one  full  page  of 
information  regarding  continuing  medical  education.  The 
subject  matter  included:  (1)  details  of  the  continuing  medi- 
cal education  membership  requirement,  (2)  progress  reports 
regarding  the  processing  of  accreditation  applications,  (3) 
lists  of  accredited  institutions  where  members  may  secure 
Category  I credit  courses,  and  (4)  editorial  material 
regarding  the  philosophy  of  continuing  medical  education 
in  the  total  Society  program. 

In  addition,  the  commission  completed  the  following 
mailings  during  the  year: 

July  1972 — continuing  medical  education  file  folder- 
mailed  to  each  PMS  member  for  maintaining  records  of 
attendance  during  the  three  years 

November  1972 — continuing  medical  education  refer- 
ence manual — mailed  to  each  county  medical  society  sec- 
retary and  executive 

February  1973— letter  offering  to  provide  bulk  ship- 
ments of  file  folders  to  establish  files  in  hospitals — mailed 
to  all  general  hospital  administrators,  hospital  records  li- 


brarians, medical  staff  secretaries,  and  directors  of  medi- 
cal education. 

Emergency  Medical  Services 

Ambulance  Legislation:  The  commission  has  continued  its 
support  for  ambulance  legislation. 

Disaster  Planning:  The  Commission  on  Emergency  Medical 
Services  met  with  representatives  of  the  Dauphin  County 
Medical  Society  and  with  representatives  of  the  Luzerne 
County  Medical  Society  to  discuss  the  medical  response  to 
Hurricane  Agnes. 

Emergency  Medical  Service  Councils:  The  program  “Emer- 
gency Health  Councils — Why  and  How?  ” sponsored  by  the 
commission  on  October  20,  1972,  attracted  150  people.  The 
conference  explained  the  need  for  emergency  health 
councils  and  the  best  means  to  go  about  forming  them. 
Newsletter:  The  EMS  Newsletter  has  been  published  by  the 
Society  for  two  years  and  mailed  to  a list  that  includes  state 
legislators,  local  government  officials,  news  media,  county 
medical  societies,  ambulance  services,  and  hospitals.  Several 
newsletter  articles  have  appeared  in  local  newspapers  and 
have  been  the  basis  for  television  editorials.  The  newsletter 
is  now  in  the  process  of  becoming  a publication  jointly 
sponsored  by  the  Hospital  Association  of  Pennsylvania,  the 
Pennsylvania  Ambulance  Association,  the  Pennsylvania 
Department  of  Health,  and  the  Society. 

Second  Career  Course:  The  commission  with  a Public 
Health  Service  grant  sponsored  a Second  Career  Course  to 
develop  a curriculum  for  a three-week  course  to  retrain  the 
emergency  physician.  The  first  presentation  of  this  course 
was  given  October  9-27  at  the  University  of  Pittsburgh  and 
the  second  presentation  at  Temple  University  from  April  30 
to  May  19. 

Environment 

Environmental  Improvement  Recognition  Award:  The  first 
awards  were  presented  to  Lefferts  Hutton  of  Bucks  County 
and  to  the  Sharon  Steel  Company  at  the  Officers’  Confer- 
ence, April  25,  1973. 

Pamphlet  on  Environment:  A cooperative  venture  between 
the  commission  and  the  Council  on  Public  Service  resulted 
in  a pamphlet  on  the  health  effects  of  pollution. 

Geriatrics 

Boarding  House  Concept:  The  council,  on  recommendation 
of  the  commission,  endorsed  the  boarding  house  concept  as 
a method  of  low-cost  housing  for  the  elderly. 

Essay  on  Aging  Award:  The  award  was  broadened  to 
include  not  only  applicants  from  medical  schools  but  also 
those  in  colleges  and  universities  in  the  Commonwealth. 
Health  Care  Workers’  Right  to  Strike — The  commission 
felt  allowing  health  care  workers  the  right  to  strike  presents 
a real  danger  to  patient  care  and  urged  that  binding  arbitra- 
tion be  used  as  a means  of  reconciling  differences. 

Nursing  Home  Ombudsmen — The  commission  recom- 
mended to  the  council  many  difficulties  identified  in  regula- 
tions published  by  the  Department  of  Public  Welfare 
regarding  ombudsmen  access  to  nursing  homes  operated  for 
a profit.  The  two  major  factors  surfaced  in  these  regulations 
were  the  rise  of  adequate  physician  time  for  good  patient 
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care  plus  the  element  of  compensation  for  the  ever- 
increasing  regulations  requiring  additional  paperwork, 
thereby  encroaching  upon  the  time  that  would  be  spent  on 
patient  management. 

The  Elderly  and  Disasters — The  catstrophe  of  Hurricane 
Agnes  brought  to  the  surface  a variety  of  problems  that 
afflict  the  aging.  For  example,  people  who  were  relatively 
well  suddenly  had  their  chronic  and  quiescent  problems 
become  acute,  necessitating  emergency  care.  The  census  of 
those  seeking  medical  help  increased  tremendously  in  all 
areas. 

Manpower 

Allied  Medical  Educational  Programs:  A flier  announcing 
the  availability  of  the  AMA  Directory  of  Approved  Allied 
Medical  Education  Programs  was  mailed  to  all  school  coun- 
selors in  Pennsylvania.  In  response  to  requests,  the  Society 
mailed  out  more  than  400  directories. 

Blue  Ribbon  Panel  Report:  A Blue  Ribbon  Panel  was  as- 
sembled in  response  to  the  request  of  the  president  of  the 
Society  that  a special  study  group  examine  the  problem  of 
the  physician  shortage  in  Pennsylvania.  The  panel  made 
recommendations  in  two  areas — the  first  related  primarily 
to  physician  productivity  and  encouraged  the  increased  use 
of  physicians’  assistants;  the  second  recommendation 
pointed  to  the  relationship  between  undergraduate,  gradu- 
ate education,  and  physician  location  and  suggested  a 
number  of  recommendations  aimed  at  decentralizing  medi- 
cal education  and  increasing  the  supply  of  primary  care 
physicians  in  Pennsylvania. 

Physician's  Assistant  Training  Programs — The  commission 
has  maintained  close  contact  with  the  development  of  the 
two  physician's  assistant  training  programs  now  operational 
in  Pennsylvania.  An  attempt  is  being  made  to  coordinate 
the  efforts  of  these  two  schools. 

Mental  Health  and  Mental  Retardation 

Guidelines  for  Psychiatric  Inpatient  Care:  The  commission 
reviewed  Medical  Assistance  Program  Guidelines  for  Psy- 
chiatric Inpatient  Care  in  General  Hospitals  and  Psychiatric 
Hospitals. 

Mental  Health  Study:  Although  the  commission  acted  on  a 
standby  basis  during  the  year,  it  did  respond  to  a request 
from  Pennsylvania  Mental  Health,  Inc.,  for  comments  on  a 
proposal  for  improving  the  delivery  of  services  to  Pennsyl- 
vania's mentally  disabled. 

Scientific  Assembly 

1972  Scientific  Assembly:  An  outstanding  program  was 
presented  during  this  assembly  on  the  theme  “Problem- 
Oriented  Medicine.”  In  spite  of  the  quality  and  contribu- 
tions of  so  many  different  organizations,  the  attendance  was 
no  better  than  in  the  previous  year.  Fortunately,  the  finan- 
cial picture  was  not  too  bad  and  it  was  possible  to  turn  back 
approximately  $5,000  of  the  subsidy  budgeted  for  this  as- 
sembly. 

1973  Scientific  Assembly — An  innovation  in  the  1973  As- 
sembly will  be  the  inclusion  of  a one  and  one-half  day  Edu- 
cational Conference  for  hospital-based  educators,  medical 
school  teachers,  hospital  librarians,  inservice  training 
directors,  and  teachers  in  the  public  sector.  With  this  addi- 
tion, the  assembly  now  becomes  known  as  the  1973  Educa- 


tional and  Scientific  Assembly  with  an  overall  theme  of 
“Science  and  Education  for  the  Provision  of  Medical 
Care — The  Humanistic  Medical  Team.” 

We  have  had  excellent  cooperation  from  the  Pennsyl- 
vania Nurses  Association,  the  Keystone  State  Medical  Soci- 
ety, and  the  Pennsylvania  Osteopathic  Medical  Association 
in  all  of  the  planning  that  has  gone  into  this  assembly.  Thir- 
teen specialty  society  sessions  will  be  presented  this  year 
with  the  full  support  of  the  sponsoring  specialty  organiza- 
tions. 

1974  Educational  and  Scientific  Assembly:  Space  has  been 
reserved  for  the  1974  meeting  at  Host  Inn  Harrisburg.  No 
program  plans  will  be  made,  however,  until  a thorough 
evaluation  of  the  1973  Assembly  is  completed  and  a recom- 
mendation for  (or  against)  continuance  is  considered  by  the 
Council  on  Education  and  Science. 

Governmental  Relations 

The  Council  on  Governmental  Relations  has  held  three 
meetings  since  the  last  session  of  the  House,  and  will,  in  all 
probability,  hold  at  least  one  and  possibly  two  before  the 
Annual  Session.  The  council  will  also  sponsor  its  annual 
visit  to  Washington  to  meet  with  Pennsylvania 
Congressmen  in  September.  Normally  these  visits  are  held 
in  June,  but,  because  of  the  special  session  of  the  House  of 
Delegates,  it  was  decided  to  conduct  the  visitation  after  the 
August  Congressional  recess. 

A majority  of  the  business  before  the  council,  as  you 
might  expect,  has  been  studying  and  recommending  society 
positions  on  legislation  of  interest  to  medicine  before  the 
1973-74  session  of  the  General  Assembly.  The  year  1973  is  ; 
the  first  year  of  a two-year  session,  and  so  a final  report  on 
all  legislation  of  interest  to  medicine  will  not  be  available 
until  the  meeting  of  the  1974  House  of  Delegates.  However,  , 
the  council  will  submit  a supplementary  report  on  the  bills 
prior  to  Annual  Session  giving  all  delegates  a progress 
report  on  the  first  year  of  the  two-year  legislative  session. 

The  council,  through  the  year,  has  considered,  in  addi- 
tion to  legislation,  items  referred  to  it  by  the  House  of  Dele- 
gates and  the  Board  of  Trustees. 

Referrals  from  the  House  of  Delegates 

Last  year’s  House  referred  several  resolutions  to  us  for 
consideration  and  action.  Here,  then,  is  a report  of  our  ac- 
tivities with  respect  to  these  resolutions: 

Resolution  No.  72-11:  Safe  Disposal  of  TV  Picture  Tubes— 
"RESOLVED,  that  the  Pennsylvania  Medical  Society  en- 
courage the  implementation  of  legislation  requiring  the  safe 
disposal  of  TV  picture  tubes.” 

At  this  writing  legislation  is  being  drafted  and  sponsors 
for  the  bill  are  being  sought.  The  Supplemental  Report 
which  the  Council  on  Governmental  Relations  will  file  this 
Fall  will  contain  an  up-to-date  report  on  this  activity. 
Resolution  No.  72-22:  Requirement  that  Coroners,  Medical 
Examiners,  etc.,  be  Licensed  M.D.s  or  D.O.s — 

"RESOLVED,  that  the  requirement  for  the  Office  of 
Coroner,  Medical  Examiner,  or  persons  holding  similar  of- 
fices be  duly  licensed  Doctors  of  Medicine  or  Doctors  of 
Osteopathic  Medicine  so  that  all  jurisdictions  of  the  Com- 
monwealth may  enjoy  a professional  and  competent  service 
that  is  comparable  to  the  major  population  sections.” 
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At  the  present  time  the  council  is  attempting  to  amend 
several  bills  currently  before  the  Legislature;  these  bills  deal 
with  the  various  “County  Codes”  which  contain  the  law 
dealing  with  the  office  of  Coroner. 

Referrals  from  the  Board  of  Trustees 

During  the  year  the  Board  of  Trustees  referred  several 
items  to  the  council — mostly  as  they  relate  to  legislation. 
There  were,  in  1973,  two  major  referrals  by  the  Board  of 
Trustees,  namely  the  legislative  implementation  of  a new 
Medical  Practice  Act,  and  increasing  the  supply  of  family 
physicians. 

In  the  case  of  the  Medical  Practice  Act,  language  for  a 
new  act  was  agreed  upon  in  1972  by  the  “Kelly  Com- 
mittee", the  council,  and  the  Board  of  Trustees,  and  bills 
reflecting  this  language  were  introduced  late  into  the  1972 
session,  as  Senate  Bills  1394  and  1395.  There  was  insuf- 
ficient time  to  legislate  these  measures  completely,  and  so 
the  Legislature  asked  that  they  be  re-submitted  to  the  1973 
session — This  the  council  has  done,  and  these  bills  have 
been  re-introduced  as  House  Bills  759  and  760.  They  differ 
in  several  respects  from  their  1972  predecessors. 

The  1973  versions  have  eliminated  language  requiring 
citizenship  prior  to  examination  and  licensure,  since  that 
provision  has  been  ruled  unconstitutional  by  the  Supreme 
Court. 

The  1972  versions  of  the  bills  contained  a section  which 
would  permit  the  Board  of  Medical  Education  and  Licen- 
sure to  regulate  the  practices  of  assistants  to  physicians.  The 
1973  versions  have  a similar  provision  with  minor  modifi- 
cations. Amendments  to  the  Nursing  Practice  Act,  cur- 
rently going  through  the  Legislature,  have  a similarly 
worded  provision  to  affect  assistants  to  nurses.  Since  dif- 
ferences of  opinion  exist  between  the  nursing  and  medical 
professions  over  jurisdiction  of  certain  paramedical  dis- 
ciplines, language  was  added  to  both  the  Medical  Practice 
Act  and  the  Nursing  Practice  Act  to  permit  the  nursing 
board  and  the  medical  board  to  create,  by  agreement,  a 
joint  committee  of  the  two  boards  to  make  recommen- 
dations concerning  jurisdiction  and  regulation.  By  the  same 
token,  a joint  committee  of  the  nursing  and  the  medical 
boards  would  be  used  to  recommend  regulations  for  ex- 
panding parameters  of  professional  nursing  in  the  future. 

In  the  original  versions  of  the  1973  bills,  the  Society  rec- 
ommended that  the  State  Board  of  Medical  Education  and 
Licensure  be  empowered  to  set  its  own  fees,  collect  them, 
and  spend  its  own  money.  The  Appropriations  Committee 
of  the  House  was  extremely  reluctant  to  permit  this  in  view 
of  the  fact  that  all  of  the  other  licensing  boards  in  the  state 
pay  their  fees  and  collections  into  the  General  Fund  from 
which  they  draw  operating  monies,  and  so  this  was  changed 
by  the  House  Appropriations  Committee. 

Perhaps  the  most  exciting  and  challenging  problem 
referred  to  the  council  by  the  Board  of  Trustees  was  the  as- 
signment to  try  to  seek  answers  to  the  increase  in  produc- 
tion of  family  physicians  and  see  to  it  that  the  medical 
schools’  appropriations  were  adequate  to  do  the  job.  Per- 
mission of  the  Board  was  granted  to  have  a knowledgeable 
member  of  the  Pennsylvania  Academy  of  Family 
Physicians  as  a consultant  during  our  study  and  to  have  him 
named  as  a full  council  member  in  1974.  At  the  council's 


February  meeting,  almost  the  entire  meeting  was  devoted  to 
this  subject.  It  was  quickly  determined  that  there  were  many 
facets  and  trends  to  be  reversed,  in  addition  to  solving 
legislative  and  monetary  problems.  Your  council  reported 
to  the  Board  in  considerable  detail  of  this  meeting. 

The  Board  of  Trustees  adopted  the  following  recommen- 
dations as  a means  of  encouraging  the  production  of  more 
family  physicians. 

1.  The  Society  should  invite  the  deans  of  the  medical 
schools  to  a Society-sponsored  meeting,  the  purpose  of 
which  would  be  to  learn  from  them  the  efforts  they  are 
making  to  train  family  physicians  and  to  encourage  those 
who  are  not  to  do  so,  and  further  to  encourage  them  to  affil- 
iate with  community  hospitals  as  extensions  of  their 
training  programs.  (Such  meeting  is  in  the  planning  process 
at  this  writing). 

2.  That  the  Society  urge  a higher  tuition  for  those  en- 
tering Pennsylvania  medical  schools  from  out  of  the  state. 

3.  The  Society  should  undertake  a campaign  of  encourag- 
ing more  Pennsylvanians  to  enter  medical  schools,  and,  fur- 
ther, as  a part  of  this  campaign,  urge  county  medical 
societies  to  actively  recruit  students  from  their  areas. 

4.  The  Society  should  urge  not  only  the  medical  schools 
to  affiliate  with  community  hospitals,  but  urge  community 
hospitals  to,  in  turn,  seek  affiliation  with  a medical  school. 

5.  Medical  students  should  be  encouraged  to  take  advan- 
tage of  existing  family  practice  residencies  and  we  should 
encourage  the  development  of  additional  residencies. 

6.  The  Pennsylvania  Department  of  Health,  in  conjunc- 
tion with  the  Council  on  Education  and  Science  of  the 
Pennsylvania  Medical  Society,  should  be  urged  to  immedi- 
ately implement  the  gathering  of  information  with  respect 
to  physician-shortage  areas;  and  to  determine  what  consti- 
tutes a desired  contribution  to  the  state’s  manpower  supply; 
i.e.,  not  only  numbers,  but  also  types  of  physicians  needed 
to  provide  adequate  health  care. 

7.  The  Society  should  cooperate  with  the  Academy  of 
Family  Practice  in  the  continuing  efforts  to  recruit  teachers 
of  family  practice. 

8.  The  Society  should  seek  some  demonstration  money 
from  the  Legislature  for  the  establishment  in  pre-designated 
areas  for  family  practice  residencies. 

9.  Locum  tenens  arrangements  should  be  encouraged  be- 
tween rural  physicians  and  medical  schools. 


Commission  on  Forensic  Medicine 

The  Commission  on  Forensic  Medicine  held  no  meetings 
so  far  this  year  since  its  heretofore  major  assigned  responsi- 
bility of  liaison  with  the  Pennsylvania  Bar  Association  has 
been  assigned  elsewhere.  The  committee  has  already  given 
their  thoughts  to  the  council  concerning  implementation  of 
legislation  to  permit  counties  to  create  medical  examiner 
systems,  of  which  the  council  is  well  aware,  and  will  move 
when  appropriate. 

In  Summary 

As  we  said  at  the  beginning  of  our  report,  the  principal 
task  of  the  council  this  year  has  been  legislation  of  interest 
to  medicine  introduced  into  the  first  year  of  the  1973-74 
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session  of  the  Pennsylvania  General  Assembly.  A progress  of  the  council  before  the  October  session  of  the  House  of 
report  on  this  activity  will  be  filed  as  a supplemental  report  Delegates. 
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State  Supported  Medical  Colleges 
M.D.  Students  Only 


In  State 

1972-73 

Out-of 

State 

Total 

Penn  State 

214 

69 

283 

Pitt 

368 

130 

498 

Temple 

498 

156 

654 

Totals 

1,080 

355 

1,435 

Penn. 

253 

371 

624 

Medical 

193 

113 

306 

Osteopathy 

457 

170 

627 

Jefferson 

620 

211 

831 

Hahnemann 

364 

156 

520 

Totals 

1,887 

1,021 

2,908 

Total 

2,967 

1,376 

4,343 

Per  Student 

State-Related 

State-Aided 

1972-73 

$7,465 

$4,400 

In  State 

1973-74 

Out-of 

State 

Total 

Appropriation 
1972-73  1973-74 

241 

69 

310 

$ 2,090 

Recommended 

401 

117 

518 

3,732 

Same  as 

531 

185 

716 

4,837 

1972-73 

1,173 

371 

1,544 

$10,659 

272 

352 

624 

2,684 

228 

97 

325 

1,320 

Same  as 

503 

169 

672 

2,750 

1972-73 

631 

224 

855 

3,656 

429 

141 

570 

2,248 

2,063 

983 

3,046 

$12,658 

3,236 

1,354 

4,590 

$23,317 

Medical  Service 

The  following  is  a summary  of  the  most  significant  activi- 
ties and  actions  of  the  Council  on  Medical  Service  during 
the  past  year.  The  council: 

Continued  to  assist  and  advise  Pennsylvania  Blue  Shield 
in  the  development  and  promotion  of  the  Prevailing  Fee 
Program  and  offered  guidance  and  support  in  the  develop- 
ment of  a common  data  base  for  and  the  continued 
refinement  of  profiles  for  physicians’  charges. 

Continued  to  serve  as  an  avenue  of  communication  be- 
tween member  physicians  and  Pennsylvania  Blue  Shield  for 
the  purposes  of  defining  problem  areas  and  recommending 
changes  affecting  those  areas  as  they  apply  to  all  programs, 
both  governmental  and  private,  for  which  Blue  Shield  has 
administrative  responsibilities. 

Continued  to  monitor  and  present  testimony,  where  ap- 
propriate, at  public  hearings  conducted  by  the  State  Insur- 
ance Department  relative  to  Blue  Cross  and  Blue  Shield  rate 
increase  requests. 

Continued  to  expand  and  refine  the  role  of  the  specialty 
advisory  committees  in  peer  review  activities  and  in  the 
review  of  criteria  for  quality  health  care. 

Continued  to  meet  with  representatives  of  the  Depart- 
ment of  Public  Welfare,  both  individually  and  through 
designated  committees,  in  an  effort  to  seek  improvement  in 
the  Medicaid  program.  The  council  has  been  monitoring 
the  development  of  the  Department  of  Welfare's  Pre- 
Discharge  Utilization  Review  Program  (PDUR)  imple- 
mented for  the  review  of  medicaid  claims  in  the  Allegheny 
County  area  and  shortly  to  be  implemented  in  the 
Philadelphia  area.  The  council  is  also  continuing  to  meet 


with  department  representatives  to  discuss  and  provide 
input  where  possible  into  programs  of  the  department  im- 
pacting on  the  delivery  of  health  care.  In  this  regard,  the 
council  has  discussed  such  matters  as  early  and  periodic 
screening,  diagnosis,  and  treatment,  as  well  as  testing  of  pa- 
tients of  state  mental  facilities. 

Continued  to  actively  promote  and  assist  in  the  adminis- 
tration of  the  PMS  Professional  Liability  Insurance  Pro- 
gram, through  the  Commission  on  Professional  Liability  In- 
surance. At  the  end  of  the  second  year  of  operation,  the 
program  has  enrolled  some  3,000  physicians. 

Continued  to  investigate  the  various  insurance  programs 
of  interest  to  the  Society’s  membership,  as  well  as  assisting 
in  the  promotion  and  administration  of  the  current  Society- 
Endorsed  programs.  In  the  past  year,  the  council  has 
secured  four  new  types  of  coverage.  These  include  group 
automobile  insurance,  personal-professional  umbrella  liabil- 
ity insurance,  a group  life  insurance  for  professional  cor- 
porations, and  a Workmen’s  Compensation  Dividend  Plan. 

Continued  to  provide  liaison  with  the  Office  of 
Comprehensive  Health  Planning,  and  initiated  an  attempt 
to  establish  a more  effective  means  of  communication  to 
relay  information  relative  to  comprehensive  health  planning 
and  to  promote  increased  involvement  by  physicians  on  a 
local  level  in  regional  planning. 

Continued  to  assist  the  Pennsylvania  Medical  Care  Ap- 
praisal Project  staff  in  the  development  of  the  Pennsylvania 
Medical  Care  Foundation. 

In  addition  to  the  above  actions,  the  council  has  been  in- 
vestigating such  matters  as  relationships  of  the  various  pro- 
vider organizations  and  associations  within  the  health  field, 
relationships  with  the  third-party  insurance  carriers,  and  leg- 
islation with  impact  on  the  medical  profession. 
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Public  Service 

Designation  of  a special  House  committee  to  study  State 
Society  communications  as  a response  to  a recommendation 
that  the  Council  on  Public  Service  be  abolished  and  related 
House  actions  left  unresolved  a number  of  significant  ques- 
tions about  the  concept  and  implementation  of  com- 
munications efforts  and  the  role — if  any — of  the  council. 

The  council  itself  reexamined  communications  concepts 
and  practices,  not  to  duplicate  the  work  of  the  special  com- 
mittee but  to  provide  it  with  council  input  on  the  central 
question  of  whether  communications  should  be  a council  or 
an  administrative  function. 

The  council  relayed  its  conclusions  to  the  special  com- 
mittee. The  council  said  it  felt  that  communications  were  the 
very  essence  of  the  State  Society  and  that  there  was  a recog- 
nized need  for  improvement.  It  accepted  the  concept  of  a sep- 
arate communications  section  as  long  as  there  is  adequate 
physician  input  to  that  section  from  all  units  of  the  State  So- 
ciety, and  it  added  its  feeling  that  there  should  be  a com- 
mittee of  physicians  responsible  for  the  research  and  develop- 
ment of  ideas  concerning  professional  relations  and  com- 
munications. 

Meanwhile,  the  council  responded  to  House  direction  for  a 
specific  proposal  for  formation  of  a mass  purchasing  agency 
for  physician  members  to  reduce  the  cost  of  common  dispos- 
able supplies.  A reputable  agency  has  been  retained  to  con- 
duct a market  research  study  so  that  the  most  objective  data 
possible  will  be  available  to  the  House  in  its  consideration  of 
the  proposal  that  is  being  developed  for  presentation  in  a sup- 
plemental report.  The  mass  purchasing  agency  will  have  a 
two-fold  goal:  To  reduce  practice  expenses  and  thus  reduce 
pressures  for  fee  increases  and  to  provide  as  a professional 
relations  benefit  additional  direct,  tangible  evidence  of  the 
benefits  of  State  Society  membership.  Such  an  agency  would 
be  a major  undertaking  that  deserves  careful  consideration. 


In  another  significant  area,  the  council  in  mid-year  was  in 
the  process  of  developing  a number  of  very  brief  leaflets  on 
major  medical  socioeconomic  topics  for  the  public  which 
will  be  made  available  to  all  members  who  want  them  for  dis- 
tribution to  their  patients — the  public.  The  leaflets  will  an- 
swer major  criticisms  of  the  profession  and  will  be  of  a size 
that  will  enable  them  to  be  enclosed  in  physician  statement 
mailings  or  other  communications  to  patients.  Related  tear- 
out  posters  will  appear  in  Pennsylvania  Medicine. 

In  other  public  communications  activities,  the  council 
produced  and  placed  a thirty-minute  TV  documentary  on  the 
self-policing  activities  of  the  medical  profession  on  major  TV 
stations  in  the  state  and  is  in  the  process,  for  placement  later 
this  year,  of  producing  a second  one  covering  responses  to 
the  major  public  criticisms  of  the  profession. 

The  council’s  continuing  activities  have  been  carried  out 
successfully  over  the  past  year — the  weekly  radio  show 
broadcast  on  90  stations  in  the  state;  the  Benjamin  Rush, 
Centenarian,  Donaldson,  and  Fifty-Year  Awards  programs; 
news  and  feature  releases  for  newspapers,  radio  and  TV; 
health  column  production  and  distribution  to  400  different 
outlets;  production  and  distribution  of  about  100,000  pam- 
phlets on  health  and  socioeconomic  subjects;  operation  of  an 
active,  effective  Speakers'  Bureau;  Physician  Placement 
Services;  assistance  to  rural  areas  in  meeting  medical  care 
needs;  continuing  activities  with  medical  students,  interns 
and  residents;  liaison  activities  with  medical  assistants  and 
other  related  groups;  direct  assistance  to  county  societies  in 
meeting  public  relations  needs;  film  library  service;  exhibits 
at  major  public  gatherings;  very  successful  activities  to 
promote  anatomical  giving  to  solve  the  shortage  of  bodies  for 
education  and  of  parts  and  organs  for  transplantation  and 
therapy. 

Additional  details  about  these  and  other  activities  appear 
in  the  full  annual  report  of  the  council  and  the  council  wel- 
comes requests  for  its  full  report  or  questions  or  comments 
about  any  of  its  activities. 


Pennsylvania  Delegation  To  AMA 


Pennsylvania  was  represented  at  the  Clinical  Convention 
and  the  Annual  Meeting  of  the  AMA  in  Cincinnati,  Ohio, 
November  26-29,  1972,  and  New  York  City,  June  24-28, 
1973,  by  a full  complement  of  delegates  and  the  majority  of 
alternates.  Drs.  Sanford  and  Wilde  attended  both  sessions. 

As  you  are  aware,  the  delegation  held  an  open  hearing 
during  the  1972  PMS  Annual  Business  Session  to  listen  to 
comments  from  individual  members.  The  results  of  this 
hearing  were  used  in  developing  the  report  made  to  the 
AMA  Council  on  Long  Range  Planning  and  Development. 
This  report  will  be  printed  in  the  Official  Reports  Book. 

As  mandated  by  the  1972  House  of  Delegates,  three  reso- 
lutions were  submitted  to  the  AMA  House  in  December 
1972,  concerning  fluoridation;  Pennsylvania  Medical 
Society-American  Medical  Association  Flood  Loan  Pro- 
gram; and  quackery. 

The  delegation  held  a meeting  at  PMS  headquarters  on 


January  9,  1973.  An  executive  committee  of  the  delegation 
was  created  and  charged  with  the  responsibility  to  study 
various  activities  related  to  the  continued  effectiveness  of 
the  delegation. 

Dr.  Malcolm  W.  Miller,  chairman  of  the  delegation,  par- 
ticipated on  a panel  with  Dr.  John  R.  Kernodle,  chairman 
AMA  Board  of  Trustees,  during  the  PMS  Officers’  Confer- 
ence discussing  “Current  Communications  with  the  AMA.” 

At  its  meeting  in  March  1973,  the  Board  of  Trustees 
approved  the  expenses  of  one  house  officer  of  the  AMA  In- 
terns and  Residents  Session  to  attend  the  June  AMA  House 
of  Delegates  meeting. 

Important  actions  taken  during  the  Cincinnati  meeting 
included  creation  of  an  Advisory  Committee  on  Profes- 
sional Standards  Review;  the  House  approved  the  action  of 
the  Board  of  Trustees  discontinuing  six  councils  and  com- 
mittees in  an  effort  to  allocate  resources  to  priority  needs; 
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the  bylaws  were  amended  to  provide  intern-resident 
members  of  the  AMA  with  a seat  on  the  Council  on  Long 
Range  Planning  and  Development;  the  House  voted  to  en- 
courage state  and  local  medical  societies  to  develop  more 
effective  means  of  communication  with  hospital  medical 
staffs  and  house  staffs;  reaffirmation  of  the  policy  that  board 
meetings  are  open  to  members,  and  reaffirmation  of  the 
principle  that  the  quality  of  professional  medical  services 
can  be  evaluated  only  by  physicians  and  that  public  repre- 
sentatives have  an  essential  role  to  play  in  the  total  health 
care  review  process. 

For  the  first  time  in  the  history  of  the  AMA,  a medical 
student  took  his  seat  in  the  House  of  Delegates  during  the 
December  1972  meeting. 

One  of  the  highlights  of  the  1973  Annual  Meeting  of  the 
AMA  in  New  York  was  the  inauguration  of  Russell  B. 
Roth,  M.D.,  of  Erie,  as  president  of  the  AMA.  Another  was 
the  election  of  William  Y.  Rial,  M.D.,  Swarthmore,  as  vice 
speaker  of  the  AMA  House  of  Delegates. 

Ten  reports  and  resolutions  on  PSRO  came  before  the 
House  which  urged  continuation  of  the  leadership  position 
taken  by  the  AMA  in  implementing  the  Professional  Stand- 
ards Review  Organization  Law. 

A Board  report  adopted  by  the  House  noted  that  while 
physicians  are  entitled  to  join  unions,  they  can  best  achieve 
the  goals  of  the  profession  “through  carefully  planned  ac- 
tion programs  of  the  AMA  and  its  constituent  and  compo- 
nent societies.” 


A proposal  to  hold  meetings  of  the  Scientific  Assembly  in 
conjunction  with  the  annual  meeting  of  the  House  and  at 
other  times  and  places  selected  by  the  Board  was  adopted  by 
the  House.  No  change  in  format  of  concurrent  House  and 
scientific  meetings  will  take  place  until  after  1976. 

The  House  took  several  actions  to  faciliate  membership 
in  the  AMA;  it  called  for  periodic  reports  of  the  rising  costs 
of  hospital  care;  it  adopted  a resolution  expressing  to  the 
American  Hospital  Association  “grave  reservations”  about 
the  AHA’s  Quality  Assurance  Program;  it  pledged  con- 
tinued cooperation  with  the  National  Health  Service  Corps; 
it  reaffirmed  the  policy  that  it  is  the  right  of  every  citizen  to 
have  access  to  adequate  medical  care;  it  reaffirmed  its  poli- 
cy on  abortion;  it  adopted  recommendations  concerning  the 
Certificate  of  Need  Law  to  be  forwarded  to  the  Secretary  of 
HEW  with  the  request  that  they  be  included  in  regulations 
for  implementation  of  the  Comprehensive  Health  Planning 
Act;  and  it  approved  the  formation  of  a Medical  Liability 
Commission  to  represent  health  care  providers  in  dealing 
with  medical  malpractice  problems. 

The  delegates  approved  Report  D of  the  Board  of  Trus- 
tees which  details  a comprehensive,  formal,  long  range 
planning  system  for  the  AMA  designed  by  Batelle  Labora- 
tories, Columbus,  Ohio.  The  plan  will  improve  the  AMA’s 
ability  to  sense  change,  sharpen  objectives,  allocate 
resources,  measure  progress,  and  improve  communications 
between  the  AMA  and  constituent  societies  and  mem- 
bership. 


Ad  Hoc  Committee  on  Communications 


By  action  of  the  House  of  Delegates,  the  Speaker  was 
directed  to  appoint  a committee  to  study  the  proposals 
presented  by  the  Board  of  Trustees  suggesting  that  a Com- 
munications Division  be  established  to  replace  the  Council 
on  Public  Service.  Before  the  duly-appointed  committee 
met  all  parties  who  had  previously  shown  interest  in  the 
matter  were  requested  to  present  their  views  and  a question- 
naire was  sent  to  each  member  of  the  House  and  an  article 
in  Pennsylvania  Medicine  invited  expression  of  views  by  all 
members.  With  this  material  in  hand  for  study  for  some 
time,  the  committee  had  its  first  meeting  on  Sunday,  March 
25,  1973. 

At  this  meeting  the  committee  decided  that  the  Council 
on  Public  Service  should  be  continued;  and  that  in  keeping 
with  the  suggestions  made  by  the  council  in  its  reports  to 
the  House  in  1970,  1971  and  1972,  the  council  should  focus 
its  efforts  on  membership  rather  than  the  general  public. 

On  April  14,  1973,  the  chairman  of  the  committee  at- 
tended a special  meeting  of  the  Council  on  Public  Service  at 
which  all  issues  were  thoroughly  discussed  including  the 
preliminary  conclusion  of  the  Ad  Hoc  Committee.  At  this 
special  meeting  the  Council  on  Public  Service  took  the  fol- 
lowing action: 

“Because  communications  is  the  essence  of  the  State 
Society,  we  recognize  the  need  for  improvement  in  the 
manner  and  responsiveness  of  Pennsylvania  Medical  So- 
ciety communications.  We  accept  the  concept  of  a sepa- 


rate Communications  Section,  but  recommend  that  any 
communications  function  have  adequate  physician  input 
from  all  units  of  the  State  Society;  we  further  recommend 
that  the  Council  on  Public  Service  or  a committee  of 
physicians  by  any  other  name  be  responsible  for  the 
research  and  development  of  ideas  concerning  profes- 
sional relations  and  communications  for  presentation  to 
the  policy  makers.” 

At  another  meeting  held  July  1,  1973,  the  committee 
reviewed  all  aspects  of  the  assignment,  especially  the  action 
of  the  Council  on  Public  Service  on  April  14,  and  unani- 
mously agreed  to  the  following  recommendations: 

1.  That  the  Council  on  Public  Service  be  continued  and 
that  the  major  emphasis  be — 

a.  Membership  Recruitment  and  Indoctrination 

b.  Membership  Services 

2.  That  an  administrative  section  on  communications  be 
established  independent  of  the  Council  on  Public  Service, 
and  that  this  section  shall — 

a.  Deal  with  items  referred  to  it  by  each  council  or 
other  component  of  the  Society  through  the  Board 
of  Trustees;  and  shall 

b.  Be  advised  by  each  of  the  councils  on  whose  proj- 
ects) it  is  working. 
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Pennsylvania  Medical  Society 
House  of  Delegates 

Annual  Business  Session-October  17-20, 1973 

Marriott  Motor  Hotel,  Philadelphia 


12:00  N 

Wednesday,  October  17 

Pennsylvania  Medical  Continuing  Education  Institute  Luncheon 

Fairmount  Room 

2:00  P.M. 

Board  of  Trustees 

Pennsbury  Room 

6:00  P.M. 

Past  Presidents’  Reception  and  Dinner 

Chicago  Room 

7:00  P.M. 

Past  Presidents’  Wives  Dinner 

Atlanta  Room 

8:00  A.M. 

Thursday,  October  18 
PaMPAC  Board  of  Directors  Breakfast 

Dallas  Room 

9:00  A.M. 

Delegates’  and  General  Registration 

North  Lobby 

11:00  A.M. 

Committee  on  Rules 

Boston  Room 

12:00  N 

Reference  Committee  Chairmen  Luncheon 

Brandywine  AB 

1:00  P.M. 

House  of  Delegates 

Commonwealth  Ballroom 

3:00  P.M. 

Reference  Committee  on  Constitution  and  Bylaws 

Brandywine  ABC 

3:00  P.M. 

Reference  Committee  on  Governmental  Relations 

Brandywine  DE 

4:00  P.M. 

Reference  Committee  on  Medical  Service 

Brandywine  FG 

7:00  P.M. 

Reference  Committee  on  Education  and  Science 

Commonwealth  H 

7:00  P.M. 

Reference  Committee  on  Reports  of  Officers 

Commonwealth  J 

8:00  P.M. 

Reference  Committee  on  Public  Service 

Commonwealth  KL 

7:00  A.M. 

Friday,  October  19 

Allegheny  CMS  Breakfast 

King’s  Wharf,  Rear 

7:30  A.M. 

Philadelphia  CMS  Breakfast 

King’s  Wharf,  Front 

8:00  A.M. 

Delegates’  and  General  Registration 

North  Lobby 

9:00  A.M. 

AMA  Delegation  Open  Hearing 

Brandywine  FG 

10:30  A.M. 

First  Councilor  District  Caucus 

Brandywine  C 

10:30  A.M. 

Second  Councilor  District  Caucus 

Dallas  Room 

10:30  A.M. 

Third  Councilor  District  Caucus 

Pennsbury  Room 

10:30  A.M. 

Fourth  Councilor  District  Caucus 

Room  201 

10:30  A.M. 

Fifth  Councilor  District  Caucus 

Boston  Room 

10:30  A.M. 

Sixth  Councilor  District  Caucus 

Room  202 

10:30  A.M. 

Seventh  Councilor  District  Caucus 

Room  302 

10:30  A.M. 

Eighth  Councilor  District  Caucus 

Room  402 

10:30  A.M. 

Ninth  Councilor  District  Caucus 

Room  502 

10:30  A.M. 

Tenth  Councilor  District  Caucus 

Chicago  Room 

10:30  A.M. 

Eleventh  Councilor  District  Caucus 

Fairmount  Room 

10:30  A.M. 

Twelfth  Councilor  District  Caucus 

Room  203 

10:30  A.M. 

Specialty  Delegates’  Caucus 

Atlanta  Room 

12:00  N 

AMA  Delegation  Luncheon 

Brandywine  A 

1:30  P.M. 

House  of  Delegates 

Commonwealth  Ballroom 

6:00  P.M. 

State  Dinner  Reception 

Brandywine  DEFG 

7:00  P.M. 

State  Dinner 

Commonwealth  Ballroom 

7:00  A.M. 

Saturday,  October  20 

Allegheny  CMS  Breakfast 

King’s  Wharf,  Rear 

7:30  A.M. 

Philadelphia  CMS  Breakfast 

King’s  Wharf,  Front 

7:30  A.M. 

PMS  Elections 

West  Lobby 

8:00  A.M. 

Delegates’  and  General  Registration 

West  Lobby 

8:30  A.M. 

First  Councilor  District  Caucus 

King’s  Wharf,  Front 

8:30  A.M. 

Second  Councilor  District  Caucus 

Dallas  Room 

8:30  A.M. 

Third  Councilor  District  Caucus 

Pennsburg  Room 

8:30  A.M. 

Fourth  Councilor  District  Caucus 

Room  201 

8:30  A.M. 

Fifth  Councilor  District  Caucus 

Boston  Room 

8:30  A.M. 

Sixth  Councilor  District  Caucus 

Room  202 

8:30  A.M. 

Seventh  Councilor  District  Caucus 

Room  302 

8:30  A.M. 

Eighth  Councilor  District  Caucus 

Room  402 

8:30  A.M. 

Ninth  Councilor  District  Caucus 

Room  502 

8:30  A.M. 

Tenth  Councilor  District  Caucus 

Chicago  Room 

8:30  A.M. 

Eleventh  Councilor  District  Caucus 

Fairmount  Room 

8:30  A.M. 

Twelfth  Councilor  District  Caucus 

Room  203 

8:30  A.M. 

Specialty  Delegates’  Caucus 

Atlanta  Room 

9:30  A.M. 

House  of  Delegates 

Brandywine  Ballroom 

Board  of  Trustees-  following  adjournment  of 
House  of  Delegates. 

Pennsbury  Room 
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Councilor  District  and  Specialty  Society  Caucuses 


Twelve  councilor  districts  and  the  specialty  section  have 
scheduled  caucuses  during  the  1973  Annual  Session.  The 
times  of  these  meetings  have  been  arranged  so  that  copies  of 
reference  committee  reports  will  be  available  to  delegates 
prior  to  their  caucuses.  In  this  way  councilor  district  and 
specialty  caucuses  provide  a valuable  forum  for  discussion 
of  reference  committee  reports  before  they  are  brought  to  a 
vote  on  the  floor  of  the  House. 

The  first  set  of  caucuses  is  scheduled  for  10:30  a.m., 
Friday,  October  19,  1973.  Copies  of  the  reference  com- 
mittee reports  from  Thursday  will  be  available  for  discus- 
sion at  the  10:30  a.m.  meetings.  The  second  round  of  coun- 
cilor and  specialty  caucuses  will  occur  at  8:30  a.m.  Satur- 
day morning. 

At  these  meetings  delegates  will  have  an  opportunity  to 
discuss  the  substantive  matters  before  the  House  of  Dele- 
gates, as  well  as  other  pertinent  business.  The  meeting 
schedule  follows.  Please  note  that  in  each  case  the  Friday 
and  Saturday  meetings  will  occur  in  the  same  rooms,  except 


for  the  First  District,  which  on  Saturday  will  meet  in  King's 
Wharf,  Front. 


Councilor  District 

Room 

First 

Brandywine  C 

Second 

Dallas  Room 

Third 

Pennsbury  Room 

Fourth 

Room  201 

Fifth 

Boston  Room 

Sixth 

Room  202 

Seventh 

Room  302 

Eighth 

Room  402 

Ninth 

Room  502 

Tenth 

Chicago  Room 

Eleventh 

Fairmount  Room 

Twelfth 

Room  203 

Specialty  Societies 

Atlanta  Room 

Reference  Committee  Hearings 


On  Thursday,  October  18,  1973,  reference  committees  of 
the  House  of  Delegates  will  begin  their  open  hearings  to 
discuss  the  various  reports  and  resolutions  referred  to  them. 
The  purpose  of  the  reference  committees  is  to  study  each 
report  and  resolution  and  to  make  recommendations  to  the 
House  of  Delegates  concerning  the  action  to  be  taken. 
Policies  of  the  Society  are  established  by  the  House  through 
its  consideration  of  the  reference  committee  reports. 

The  open  hearings  insure  that  each  member  of  the  Soci- 
ety has  an  opportunity  to  express  himself  concerning  the 
work  being  carried  out  by  the  various  officers  and  groups  of 
the  State  Society.  This  expression  may  be  in  person  or 
through  his  elected  delegates. 

Listed  below  is  the  schedule  of  the  open  hearings  and  the 
various  items  received  to  date  as  they  have  been  referred  to 
each  committee: 

Constitution  and  Bylaws — Brandywine  ABC — 3:00  p.m. 

All  proposed  amendments  to  the  Constitution  and  Bylaws 
in  the  Official  Call  to  the  Annual  Session  of  the  1973  House 
of  Delegates 

Report,  Committee  on  Constitution  and  Bylaws 

Supplemental  Report  C,  Board  of  Trustees 

Report,  Ad  Hoc  Committee  on  Communications 

Governmental  Relations — Brandywine  DE — 3:00  p.m. 

Report,  Council  on  Governmental  Relations 

Supplemental  Report,  Council  on  Governmental  Rela- 
tions 

Resolution  73-1 — Automatic  Notice  of  Disciplinary  Ac- 
tion to  the  state  Board  of  Licensure 

Resolution  73-2 — Comprehensive  Health  Care  Act  of 
1973 


Medical  Service — Brandywine  FG — 4:00  p.m. 

Report,  Council  on  Medical  Service 
Supplemental  Report,  Council  on  Medical  Service 
Reports  of  Officers — Commonwealth  J — 7:00  p.m. 

Report.  Board  of  Trustees  and  Councilors 

Report,  Secretary 

Report,  Executive  Vice  President 

Report,  Treasurer 

Report,  Accountant 

Individual  Reports  from  the  Trustees  and  Councilors 
Report,  Pennsylvania  Delegation  to  the  AMA  House  of 
Delegates 

Supplemental  Report  A,  Board  of  Trustees 
Supplemental  Report  B,  Board  of  Trustees 
Report,  Committee  on  Discipline 
Report,  Committee  on  Objectives 
Education  and  Science — Commonwealth  H — 7:00  p.m. 
Report,  Council  on  Education  and  Science 
Report,  Committee  on  Relationships  with  Allied  Profes- 
sions 

Report,  Committee  to  Study  Relations  Between  Medicine 
and  Osteopathy 

Report,  Committee  on  Aid  to  Education 
Report,  Educational  and  Scientific  Trust 
Public  Service — Commonwealth  KL — 8:00  p.m. 

Report,  Council  on  Public  Service 
Report,  Advisory  Committee  to  the  Woman's  Auxiliary 
Report,  Committee  on  Medical  Benevolence 
Report,  Committee  on  Medicine  and  Religion 
Address,  President  of  Woman’s  Auxiliary 
Supplemental  Report,  Committee  on  Medical  Benevo- 
lence 

Supplemental  Report,  Council  on  Public  Service 
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1973  Reference  Committee  Members 


MEDICAL  SERVICE 

Ralph  J.  Stalter  (Allegheny)  Chairman 
William  H.  Pitts  (Armstrong) 

Samuel  D.  Kron  (Philadelphia) 

Arthur  J.  Patterson  (Greene) 

Richard  L.  Huber  (Lackawanna) 

Michael  Markarian  (Susquehanna)  Alternate 

CREDENTIALS 

C.  William  Weisser  (Allegheny)  Chairman 
Herbert  Fellerman  (Luzerne) 

Norman  Goldstein  (Chester) 

Edwin  M.  Price  (Somerset) 

David  F.  Gillum  (Tioga) 

Gabriel  M.  Lizak  (Schuylkill)  Alternate 

TELLERS 

George  R.  Wentzel  (Northumberland)  Chairman 
Donald  Basom  (Mifflin-Juniata) 

Charles  A.  Bikle  (Franklin) 

Charles  E.  Cleland  (McKean) 

Gertrude  Blumenschein  (Fayette) 

James  Hammett  (Adams) 

John  E.  Hartle  (Bedford)  Alternate 

EDUCATION  AND  SCIENCE 

Axel  K.  Olsen  (Neurosurgery)  Chairman 
Clinton  R.  Coulter  (Clarion) 

Grace  S.  Gregg  (Allegheny) 

John  Steele  (Carbon) 

SAM  A Delegate 

William  W.  Gress  (Cambria)  Alternate 

RULES 

Henry  Fetterman  (Lehigh)  Chairman 
George  E.  Clapp  (Washington) 

Angelo  M.  DiBello  (Philadelphia) 

Lorraine  H.  Erhard  (Clearfield) 

William  C.  Long  (Clinton) 

Nancy  C.  Lamancusa  (Lawrence)  Alternate 

CONSTITUTION  AND  BYLAWS 

R.  Robert  Tyson  (Philadelphia)  Chairman 
Patrick  H.  Hughes  (Allegheny) 

Herbert  A.  Friedman  (Monroe) 

James  A.  Raub  (Blair) 

William  M.  Shue  (York) 

PUBLIC  SERVICE 

David  W.  Clare  (Allegheny)  Chairman 
Joseph  P.  Bering  (Lebanon) 

Sidney  O.  Krasnoff  (Philadelphia) 
Sydney  Sinclair  (Lycoming) 

Manuel  Soriano  (Elk-Cameron) 

J.  Alan  Reid  (Bradford)  Alternate 

REPORTS  OF  OFFICERS 

John  H.  Harris,  Jr.  (Cumberland)  Chairman 
Harvey  W.  Austin  (Allegheny) 

James  F.  O’Neill  (Philadelphia) 

Charles  W.  Bair  (Lancaster) 

Francisco  B.  Villa  (Potter) 

Ralph  M.  Weaver  (Butler)  Alternate 

GOVERNMENTAL  RELATIONS 

William  D.  Lamberton  (Erie)  Chairman 
Minerva  S.  Buerk  (Montgomery) 

Robert  E.  Lee  (Allegheny) 

Milton  M.  Perloff  (Philadelphia) 

Russell  B.  Puschak  (Pediatrics) 

Harry  Propst  (Wayne-Pike)  Alternate 
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Friday  evening  • October  19,  1973  • Philadelphia  Marriott 

Motor  Hotel 
Reception 

| (Compliments  of  Parker  & Co.,  Inc.,  of  Pennsylvania  and  Argonaut  Insurance  Co.) 

Dinner  • Dancing  and  Entertainment 


si 

if 


(2  • Installation  of  Ralph  C.  Wilde,  M.D.,  as  the  124th  President  of  the  Pennsylvania  * 
| Medical  Society.  & 

§•  Presentation  of  the  Past-Presidents’  Medallion  to  Robert  S.  Sanford,  M.D.,  123rd  § 

i 


President. 


f • Presentation  of  State  Benjamin  Rush  Awards. 

1 


£ 


Please  reserve 


tickets  at  $14.00  per  person  for  the  Annual  State  Dinner 


ff 


j Banquet. 


(2  Name  (Please  print) 


i 

$ Address 


f City 


t County  Society 

a 


| (Please  make  check  payable  to  Pennsylvania  Medical  Society.) 
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ANNUAL  SESSION  IN  OCTOBER  The  1973  Annual  Session  of  the  House 

of  Delegates  will  convene  at  1 p.m. 
Thursday,  October  l8,  at  Philadelphia's  Marriott  Motor  Hotel.  All 
Society  members  are  welcome  to  attend  and  participate  in  reference 
committee  hearings.  This  issue  of  PENNSYLVANIA  MEDICINE  contains 
summaries  of  the  official  reports  which  will  be  considered  by  dele- 
gates after  being  studied  in  reference  committees.  The  supplement 
also  contains  a complete  program  and  information  on  reference  com- 
mittee hearings  and  district  councilor  meetings.  County  society 
secretaries  have  copies  of  the  1973  Official  Reports  Book,  which  con- 
tains the  28  resolutions  which  had  been  submitted  prior  to  September 
27 ^ a report  from  the  Pennsylvania  Medical  Care  Foundation,  and 
supplements.  A limited  number  of  the  books  are  available  from  Soci- 
ety Headquarters.  Among  issues  for  consideration  by  the  House  are  a 
mass  purchasing  proposal,  establishment  of  a division  of  communica- 
tions within  the  Society,  and  a proposed  new  fee  schedule  for  Blue 
Shield.  County  society  executive  secretaries  met  at  Society  Head- 
quarters September  27  for  an  advance  study  of  all  issues  to  come 
before  the  House. 


AUTO  LEASING  PROGRAM  LAUNCHED  The  State  Society-sponsored  auto 

leasing  program,  offering  members 

a low  price  structure,  reliability,  and  local  service,  is  now  avail- 
able. Customary  security  deposits  are  waived  by  Lease-A-Car,  and 
fleet  prices  are  possible.  Discounts  on  repairs  and  tire  purchases 
can  be  anticipated.  See  the  announcement  on  page  11  of  this  issue 
to  obtain  more  information  and  look  for  an  interview  with  an  officer 
of  the  company  in  the  November  issue  of  PENNSYLVANIA  MEDICINE. 

COUGH  SYRUPS  TO  BE  CONTROLLED  The  Pennsylvania  Department  of  Health 

has  issued  a proposed  regulation  to 
place  tight  controls  on  the  sale  of  cough  syrups.  According  to  the 
proposal,  any  "compound,  mixture,  or  preparation  which  is  sold  as  a 
cough  suppressant  and  which  contains  a narcotic"  will  be  placed  on 
Schedule  IV  of  the  Controlled  Substance,  Drug,  Device  and  Cosmetic 
Act,  and  will  require  a physician's  prescription.  The  department 
says  a serious  potential  for  abuse  is  the  reason  for  the  action. 
Interested  parties  may  submit  written  comments  regarding  the  pro- 
posed regulations  to  the  Secretary  of  Health,  P.0.  Box  90 , Harrisburg 
17120,  by  October  15,  1973- 

SOCIETY  TESTIFIES  ON  PSRO  AREAS  The  second  round  of  HEW  hearings 

of  Professional  Standards  Review 
Organization  areas  in  the  Commonwealth  was  held  September  28  at  the 
Penn  Harris  Motor  Inn,  Camp  Hill.  The  State  Society  offered  a pro- 
posal based  on  information  provided  by  the  county  medical  societies 
through  the  Field  Contact  Service.  PENNSYLVANIA  MEDICINE  will  carry 
complete  information  on  area  designations  when  they  are  finally 
established . 


October,  1973 


PENSION  FUND  BILL  PASSES  By  a vote  of  93  to  0 the  Senate  passed 

the  Retirement  Income  Security  for  Employ- 
ees Act,  Senate  Bill  4.  Included  in  the  bill  are  modifications  to  the 
Keogh  Plan,  increasing  the  allowable  contribution  for  individuals  from 
10  percent  of  income,  or  $2,500,  whichever  is  less,  to  15  percent  of 
income,  or  $7,500,  whichever  is  less.  This  is  a break  for  self-employ- 
ed professionals.  Provisions  relating  to  corporate  pension  plans  would 
allow  tax  deductions  on  contributions  in  amounts  which  would  produce 
pension  benefits  equal  to  75  percent  of  an  individual's  three  high 
years  of  income,  with  the  maximum  pension  benefit  of  $75,000  per  year. 
This  covers  professional  corporations  as  well  as  other  small  corpora- 
tions. The  Senate  rejected  a proposal  which  would  have  subjected  pro- 
fessional corporations  to  Keogh  Plan  limits.  An  early  conference  com- 
mittee is  expected  on  the  bill,  which  is  said  to  have  administration 
favor.  The  Society's  Congressional  Visitation  occurred  on  the  day  the 
Senate  vote  was  taken.  For  details  on  that  visit  see  page  12. 

IMMUNIZATION  BILLS  INTRODUCED  Four  bills  have  been  introduced  in  the 

State  Legislature  which  would  require 
school  physicians  to  immunize  children  of  indigent  families  against 
certain  established  diseases,  exempt  from  liability  professionals  who 
immunize,  and  give  to  the  Advisory  Health  Board  the  authority  to  make 
and  from  time  to  time  revise  a list  of  communicable  diseases  against 
which  children  must  be  immunized.  The  bills  are  House  Bills  1362,-3, 
-4,  and  -5.  They  have  been  referred  to  the  Committee  on  Health  and 
Welfare.  H 

SOCIOECONOMIC  ISSUES  TO  BE  AIRED  The  Council  on  Public  Service  has  i 

the  works  a trial  program  to  air 

socioeconomic  issues.  The  November  issue  of  PENNSYLVANIA  MEDICINE  will 
launch  the  campaign  and  will  contain  a tear-out  poster  for  use  in  your 
waiting  room  and  a post  card  for  ordering  pamphlets  to  be  inserted  in 
your  next  billing.  The  first  poster  and  leaflet  will  answer  for  pa- 
tients this  question:  "How  do  you  know  your  doctor  is  a good  doctor?" 
Watch  for  the  November  issue. 

SOCIETY  MEMBERS  OFFER  TESTIMONY  State  Society  members  have  appeared 

to  state  the  Society's  position  on 

a number  of  health  care  matters  before  the  State  Legislature  in  recent 
weeks.  Society  President  Robert  S.  Sanford,  M.D.,  appeared  at  two 
hearings  concerning  the  Clinical  Laboratory  Act  passed  last  year.  One 
was  before  the  House  Committee  on  Health  and  Welfare  and  the  other  be- 
fore Secretary  of  Health  J.  Finton  Speller,  M.D.,  and  his  Laboratory 
Advisory  Committee.  Both  hearings  concerned  controversial  regulations 
to  accompany  the  act  as  it  relates  to  tests  performed  by  the  physician 
in  his  office  laboratory.  Dr.  Sanford  said,  "Our  feeling  generally  is 
that  Act  297  of  1972  is  not  an  unreasonable  law,  but  the  regulations 
that  we  have  seen  proposed  (indicate)  that  it  will  be  regulated  unrea- 
sonably." Dr.  Speller  has  promised  that  the  Society  will  have  an 
opportunity  to  review  new  regulations  prior  to  their  publication. 


PENNSYLVANIA  MEDICINE 


PENNSYLVANIA 


November  1973 


mm 


Tell  your  patients  medical  care  facts  - page  1 

Medigram  - page  3 

Meet  your  new  president  - page  19 

Munchausen’s  syndrome  featuring  hemarthrosis  - page  65 


PENNSYLVANIA 


N 


O 1973  PENNSYLVANIA  MEDICAL  SOCIETY 


NOVEMBER  1973 


PENNSYLVANIA  MEDICINE 


VOLUME  76,  NUMBER  11 


20  Erford  Road 


GENERAL 

3 Medigram 

19  Newsfronts 

25  Address  of  Ralph  C.  Wilde,  M.D. 

27  Carry  Out  the  Consultant’s  Recommendations! 

Leif  C.  Beck 

45  Car  Leasing  Plan  Explained 

46  Address  of  Robert  S.  Sanford,  M.D. 

63  State  Supported  V.D.  Clinics  Listed  by  County 

64  Medicare  Payment  Mechanism  Explained 

Norman  R.  Tuck 


Lemoyne,  Pennsylvania  17043 
Telephone  (717)  238-1635 


PUBLICATION  COMMITTEE 

H.  Thompson  Dale,  M.D.,  State  College 
Chairman 

Donald  R.  Cooper,  M.D.,  Philadelphia 
Leroy  A.  Gehris,  M.D.,  Reading 
George  A.  Rowland,  M.D.,  Millville 
William  C.  Ryan,  M.D.,  Somerset 


EDITORIALS 


STAFF 


42  Don’t  Prescribe  for  Yourself! 

42  Treating  Tuberculosis  in  General  Hospitals 

MEDICAL  ARTICLES 

49  A Pennsylvania  Success  Story:  Physician  Expander  Concept 

Passes  Test 
Jan  R.  J.  de  Vries 

61  Medical  and  Law  Students  Learn  Together 

William  C.  Adamson,  Paul  J.  Fink 

65  Munchausen’s  Syndrome  Featuring  Addisons  Disease  and 

Hemarthrosis 

James  I.  McMillen,  Thomas  R.  Hobbs 
69  Anesthesia  for  Laparoscopy 

Rajindar  K.  Wadhwa,  Ray  McKenzie,  Saroj  R.  Wadhwa 

DEPARTMENTS 


David  A.  Smith,  M.D.,  Medical  Editor 
Polyclinic  Hospital,  Harrisburg  17105 
Mary  L.  Uehlein,  Managing  Editor 
20  Erford  Rd„  Lemoyne  17043 
Jeannette  H.  Stevens,  Editorial  Assistant 
20  Erford  Rd.,  Lemoyne  17043 


CONTRIBUTING  EDITORS 

Harry  E.  Bacon,  M.D.,  Philadelphia 

William  C.  Beck,  M.D.,  Sayre 

Mario  N.  Fabi,  M.D.,  Scranton 

M.  Louise  Gloeckner,  M.D.,  Conshohocken 

Samuel  B.  Hadden,  M.D.,  Philadelphia 

A.  M.  Hostetter,  M.D.,  Hershey 

Robert  H.  Kough,  M.D.,  Danville 


,24  Continuing  Education 

38  New  Members 

40  M.D.s  in  the  News 

41  Advertisers’  Index 

43  Correspondence 

74  Classified  Advertising 

76  Obituaries 


William  Likoff,  M.D.,  Philadelphia 
John  B.  Lovette,  M.D.,  Johnstown 
Anthony  E.  Maas,  M.D.,  Harrisburg 
Nicolas  M.  Nelson,  M.D.,  Hershey 
Lewis  T.  Patterson,  M.D.,  Harrisburg 
Eugene  P.  Pendergrass,  M.D.,  Philadelphic 
Joseph  A.  Ricci,  M.D.,  Harrisburg 
Edward  F.  Sickel,  M.D.,  Harrisburg 


PENNSYLVANIA  MEDICINE,  established  in  1897,  is  published  monthly  as  the  vertismg  representative  is  The  State  Medical  Journal  Advertising  Bureau, 

official  publication  of  the  Pennsylvania  Medical  Society  All  original  papers,  of  Oak  Park,  III.  A subscription  is  $5.00  a year.  Single  copies  are  fifty  cents, 

address  changes  and  correspondence  should  be  directed  to  the  Managing  Second  class  postage  is  paid  at  Lemoyne,  Pennsylvania.  Send  subscription 

Editor.  The  advertising  policy  conforms  with  principles  governing  advertising  requests  and  changes  of  address  to  PENNSYLVANIA  MEDICINE.  20  Erford 

in  the  American  Medical  Association  scientific  publications.  The  national  ad-  Road,  Lemoyne,  Pennsylvania  17043. 


BUSINESS  REPLY  MAIL 

NO  POSTAGE  STAMP  NECESSARY  IF  MAILED  IN  THE  U.  S. 


FIRST  CLASS 
PERMIT  3 
LEMOYNE.  PA. 


Pennsylvania 
Medical  Society 


20  ERFORD  ROAD 
LEMOYNE,  PENNSYLVANIA  17043 


Newspaper  accounts  about  the  world  of 
medicine  confuse  the  public.  “Health  care 
crisis  . . . physician  shortage  . . . fee 
gouging  . . . substandard  care  for  the 
poor”  are  headlines  which  attract  the 
reader  and  often  mislead  him. 

Because  you’re  busy  practicing  medi- 
cine you  can’t  take  the  time  to  discuss  the 
issues  with  your  patients  . . . 

But  you  can  be  a silent  spokesman  by 
making  use  of  the  attached  poster  in  your 
waiting  room  and  the  postcard  below  to 
order  pamphlets  to  amplify  the  message. 
Fill  out  the  card  and  mail  it  today  . . . 
display  the  poster  in  your  waiting  room  . . . 
be  a silent  spokesman  this  month  and  in 
months  to  come  in  a public  education  pro- 
gram sponsored  by  your  State  Medical 
Society! 


1 would  like  to  take  advantage  of  the 
new  socio-economic  information  aimed  at  patients  by 
requesting  a quantity  of  the  bill  stuffers  which  will  be 
similar  to  the  tear-out  poster  in  “Pennsylvania  Medicine.” 

1 will  need copies. 


NAME:  _ 
ADDRESS 


(Please  print  or  type  above) 


your  doctor  is 
a good  doctor? 


You  want  the  best  medical  care  there  is. 

Particularly  when  you  need  it.  But  how  can 
you  be  sure  that  your  doctor  can  give  it? 

Most  people  can’t  be  sure.  They  don’t  know 
if  the  medicine  is  correct  or  if  the  operation  is 
really  necessary.  They  must  trust  their  doctor 
to  know. 

And  your  doctor  does  know.  He  keeps  up 
with  the  latest  techniques  through  continuing 
medical  education  programs.  The  Pennsylvania 
Medical  Society  requires  its  members  to  have 
150  hours  of  formal  continuing  education  work 
every  three  years. 

Other  doctors  check  your  doctor.  The  Penn- 
sylvania Medical  Society  maintains  a pool  of 
medical  experts  to  review  the  work  of  individ- 
ual doctors.  Special  committees  investigate 


patients’  complaints.  You  probably  don’t  know 
that  even  in  the  hospital  his  work  is  being 
checked  by  other  doctors.  Medical  review  com- 
mittees examine  operations  and  the  length  of 
hospital  stays.  These  committees  are  them- 
selves systematically  inspected  and  evaluated 
by  teams  of  outside  doctors. 

What  to  do  if  you  have  a question.  Ask  your 
doctor  first.  Most  questions  and  complaints  can 
be  resolved  in  the  doctor’s  office — after  all  he 
knows  you  best.  But  if  you  feel  you  need  further 
help,  call  your  County  Medical  Society.  They 
know  your  doctor  and  his  record  and  can  help 
to  resolve  complaints  and  misunderstandings. 

Your  doctor  is  working  with  the  Pennsylvania 
Medical  Society  to  give  you  the  finest  medical  care 
available  anywhere.  He  can  do  this  best  if  the 
people  evaluating  doctors  are  doctors. 


The  Pennsylvania  Medical  Society 

Your  doctor  at  work  for  everyone. 


This  frameable  poster  for  tabletop  or  wall  use  may  be  removed  easily.  Do  so  and  use  it  and  the  pam- 
phlets which  can  be  ordered  by  using  the  attached  postcard.  Other  issues  of  public  concern  will  be 
similarly  explained  in  the  December  and  January  issues  of  Pennsylvania  Medicine. 
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HOUSE  OF  DELEGATES  CHARTS  1974  COURSE  The  State  Society's  House  of 

Delegates  met  in  Philadelphia 

October  18-20  to  make  decisions  on  leadership  and  future  activities. 


AMONG  important  actions  taken  by  the  House  was  approval  of  a recommen- 
dation from  the  Council  on  Medical  Service  regarding  the  proposed  Blue 
Shield  Plan  C Fee  Schedule.  The  action  approved  the  concept  and  call- 
ed for  the  Board  of  Trustees  "to  determine  the  appropriate  income  level 
and  fee  schedule  allowances,  provided  such  a proposal  includes  a mech- 
anism that  would  allow  for  annual  adjustment  in  the  premium,  the  fees 
paid;  and  the  income  limits  for  service  benefits  tied  to  the  cost  of 
living."  Final  approval  of  the  Plan  C Fee  Schedule  was  reserved  to 
themselves  by  the  delegates  who  will  have  an  opportunity  to  vote  on 
the  controversial  plan  by  mail  ballot.  The  reluctant  approval  was 
given  by  a vote  of  79-61.  Mood  of  the  delegates  is  best  described  by 
this  comment  from  a member  of  the  House:  "We  have  compromised  a princi- 
ple (against  fixed  fee  schedules)  to  serve  the  people  of  Pennsylvania 
in  their  insurance  dilemma." 


THE  ISSUE  of  Society  communications  was  resolved  by  the  House  when  it 
approved  recommendations  from  an  ad  hoc  committee  established  by  the 
1972  House  for  a year  of  trial.  The  action  calls  for  continuation  of 
the  Council  on  Public  Service  whose  major  emphasis  will  be  on  member- 
ship recruitment;  indoctrination;  and  services;  the  establishment  of 
"an  administrative  section  on  communications ... independent  of  the 
Council  on  Public  Service;  and  that  this  section  shall  deal  with  items 
referred  to  it  by  each  council  or  other  component  of  the  Society 
through  the  Board  of  Trustees;  and  shall  be  advised  by  each  of  the 
councils  on  whose  project(s)  it  is  working." 

THE  ESTABLISHMENT  of  a physicians'  cooperative  for  mass  purchasing  of 
supplies  was  approved  by  the  House  as  an  additional  membership  benefit; 
despite  a reference  committee  recommendation  against  such  action.  The 
recommendation  prevents  the  cooperative  from  beginning  operations  until 
a minimum  of  2; 000  members  have  committed  membership  fees  in  its  sup- 
port. The  Council's  recommendation  followed  several  years  of  planning; 
a membership  survey,  and  a feasibility  study  made  by  an  independent 
market  research  company.  The  House  called  on  the  Board  of  Trustees  to 
commit  up  to  $25.,  000  in  start-up  funds  to  the  project  in  the  form  of  a 
loan . 


AMONG  the  actions  taken  by  the  House  of  Delegates  as  it  considered  the 
report  of  the  Pennsylvania  Medical  Care  Foundation  was  one  approving 
allocation  of  whatever  additional  funds  are  needed  to  carry  out  Founda- 
tion activities  requested  by  or  in  the  interest  of  the  Society.  The 
House  approved  a recommendation  for  a $10  assessment  of  the  membership 
in  1974  to  raise  funds  for  this  purpose  if  necessary.  The  Foundation 
report  received  House  approval  on  a show  of  hands  vote,  as  did 
recommendations  for  bylaw  changes. 
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RALPH  C.  WILDE,  M.D.,  was  installed  as  president  (see  page  19);  A. 
Reynolds  Crane,  M.D.,  of  Philadelphia,  automatically  succeeded  to  the 
post  of  president  elect;  and  David  S.  Masland,  M.D.,  of  Carlisle,  who 
completed  his  term  on  the  Board  of  Trustees  this  year,  having  served 
as  chairman  for  the  past  two  years,  was  elected  vice  president  by 
acclamation.  He  will  move  automatically  to  the  post  of  president 
elect  next  year,  and  to  the  presidency  in  1975*  Charles  E.  Schlager, 
M.D.,  of  York,  was  elected  secretary.  Raymond  C.  Grandon,  M.D.,  Harris 
burg,  was  elected  trustee  and  councilor  for  the  Fifth  District;  and 
George  A.  Rowland,  M.D.,  of  Millville,  was  reelected  trustee  for  the 
Fourth  District.  At  its  reorganization  meeting,  the  Board  of  Trustees 
elected  Cyrus  B.  Slease,  M.D.,  Kittanning,  chairman,  and  H.  Thompson 
Dale,  M.D.j  of  State  College,  vice  chairman.  The  House  elected  John 
B.  Lovette,  M.D.,  of  Johnstown,  speaker,  and  D.  Ernest  Witt,  M.D.,  of 
Bloomsburg,  vice  speaker.  Charles  K.  Rose,  Jr.,  M.D.,  of  Allentown, 
was  elected  to  the  Judicial  Council,  and  William  F.  Brennan,  M.D.,  of 
Pittsburgh,  was  reelected  to  that  body.  In  Board  action,  David  A. 
Smith,  M.D.,  was  reelected  medical  editor,  and  John  F.  Rineman  named 
treasurer.  The  five  current  AMA  delegates  whose  terms  expire  this  yea] 
were  reelected  for  two  year  terms.  Three  incumbent  alternate  delegated 
were  reelected.  Two  new  alternates  will  join  the  delegation  January 
1,  1974.  They  are  Robert  N.  Moyers,  M.D.,  Meadville,  and  Henry  H. 
Fetterman,  M.D.,  Allentown. 

RECOMMENDATIONS  contained  in  the  speech  delivered  by  Robert  S.  Sanford 
M.D.,  (see  page  46)  regarding  leadership  training  were  approved  by  the 
House.  Specifically  the  actions  call  for  training  in  public  speaking 
for  officers,  interested  members,  and  members  of  the  Woman's  Auxiliary:; 
and  for  the  sending  of  certain  officers,  both  from  the  State  Society 
and  component  county  societies,  to  intensive  leadership  development 
courses.  Dr.  Sanford  received  the  past  president's  medallion  at  the 
State  Dinner. 

THE  WAY  has  been  cleared  for  quick  action  on  the  proposed  medical  prac- 
tice act.  The  House  receded  from  its  1968  position  calling  for  a medi- 
cal school  dean  to  serve  on  the  State  Board  of  Medical  Education  and 
Licensure,  thus  paving  the  way  for  united  action  on  the  bill's  passage  1 
by  the  State  Society  and  the  State  Board.  In  another  action  relating  ’\ 
to  legislation  the  House  adopted  Resolution  73-2,  which  puts  the  Sociel 
formally  on  record  as  opposing  Governor  Shapp ' s Comprehensive  Health 
Care  Act  of  1973* 

BENJAMIN  RUSH  AWARDS  were  presented  following  the  State  Dinner  by 
Robert  N.  Moyers,  M.D.,  chairman  of  the  Council  on  Public  Service. 

They  went  to  Joseph  J.  Forish,  of  Philadelphia,  who  received  the  indi- 
vidual award  for  establishing,  while  still  a student,  an  information 
service  on  venereal  diseases;  and  to  Stanley  Brooks,  of  Centre  Hall, 
who  represented  the  Centre  County  Ambulance  Association,  recipient  of 
the  group  award.  Other  dinner  presentations  included  certificates  to 
Dr.  Masland  retiring  from  the  Board  of  Trustees,  and  to  Dr.  William  Y. 
Rial,  M.D.,  of  Swarthmore,  who  retired  as  speaker  of  the  House  of 
Delegates  at  the  end  of  this  session. 

COMPLETE  reports  on  House  actions  will  appear  in  the  December  issue 
of  PENNSYLVANIA  MEDICINE.  A pictorial  account  appears  on  pages  20 
and  21  of  this  issue.  Dr.  Wilde's  address  is  on  page  25. 
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House  acts  on  37  resolutions  at  special  session 


The  State  Society's  House  of  Delegates  considered  thirty-seven  resolutions  when  it  met.  Here  in  digest  form  is  the  final  action 
taken  by  the  House  of  Delegates. 


RESOLUTION 

SUBJECT 

ACTION 

73-1 

Requires  county  medical  societies  to  notify 
the  State  Board  of  Medical  Education  and 
Licensure  in  all  cases  of  censure,  suspension 
and/or  expulsion,  and  requires  that  Board  to 
investigate  all  such  cases. 

Approved  (Not  to  be 
implemented  until 
immunity  secured 
for  physicians 
making  report) 

73-2 

Opposes  “Comprehensive  Health  Care  Act  of 
1973,”  but  reaffirms  need  for  a compre- 
hensive medical  care  act  which  transfers 
these  responsibilities  to  Department  of 
Health. 

Approved 

73-3 

Encourages  a law  requiring 

motorcycles  to  have  headlights  on  day  and 

night. 

Approved 

73-4 

Reaffirms  policy  on  abortion  and  urges 
legislation  to  protect  physicians  who  for 
moral  or  ethical  reasons  refuse  to  partic- 
ipate in  abortions. 

Approved 

73-5 

Establishes  policy  on  euthanasia 

Approved 

73-6 

Makes  recommendations  on  the  structure  of 
hospital  utilization  committees  and  profes- 
sional review  organizations. 

Filed 

73-7 

Recommends  the  utilization  of  consultants 
from  the  scientific  section  of  the  AMA  in 
AMA  operational  activities  (To  be  introduced 
to  AMA  by  PMS  delegation). 

Approved 

73-8 

Establishes  a standing  committee  of  the 
Pennsylvania  Medical  Society  charged  with 
the  therapeutic  use  of  drugs  in  medical  care. 

Referred  to  Board 

73-9 

Requires  at  least  one-third  of  voting  members  of 
board  of  a hospital  be  composed  of  health 
professionals  with  at  least  half  of  these 
licensed  health  professionals. 

Approved 

73-10 

Establishes  criteria  for  the  structure  of 
the  board  of  trustees  of  institutions  of 
higher  learning  with  emphasis  on  medical 
education. 

Referred  to  Board 

| 

73-11 

Opposes  use  of  complicated  lists  in  delin- 
eating staff  privileges  in  connection  with 
surveys  of  Joint  Commission. 

Approved 

73-12 

Urges  State  Society  to  investigate  and  help  reverse 
the  trend  of  lowering  percentiles  on  fees 
paid  for  services  under  the  Medicare  Program. 

Approved 

73-13 

Sets  criteria  for  the  structure  of  a 
hospital  board  of  trustees.  (Criteria 
additional  to  that  contained  in  73-9.) 

Referred  to  Board 

73-14 

Directs  Blue  Shield  to  Research  effects 
of  abolishing  the  use  of 

geographic  areas  to  determine  level  two  payments. 

Approved 

73-15 

Urges  State  Society  to  make  strenuous  efforts  to 
have  legislation  passed  protecting  medical 
audit  information  against  disclosure. 

Approved 

73-16 

Recommends  the  establishment  of  a program 
of  guaiac  testing  for  occult  blood  in  the 
stool  to  be  used  by  all  appropriate 
physicians  in  the  state. 

Approved 

73-17 

Commends  William  Y.  Rial,  M.D.  for  his 
years  of  service  as  Speaker  of  the  House. 

Approved 

73-18 

Policy  statement  prohibiting  members 
of  respective  governing  bodies  of  the 
foundation  and  the  State  Society  from  voting 
in  those  instances  where  there  might  be  a conflict 
of  interest. 

Approved 

73-19 

Calls  for  change  in  Bylaws  of  Pennsylvania 
Medical  Care  Foundation  in  Relation  to 
advisory  role  in  relation  to  PSROs. 

Approved 

73-20 

Requires  PMS  to  distribute  information 
about  Blue  Shield  Primary  Care  Program  and 
payment  by  diagnosis  program. 

Approved 

73-21 

Calls  on  Blue  Shield  to  establish  a 
new  fee  schedule  (See  Medigram, 
page  3). 

Approved 

73-22 

Requires  State  Society  to  recommend 
modern  psychotherapy  rather  than  abortion 
for  the  treatment  of  mental  illness  and  the 
maintenance  of  mental  health  during  pregnancy. 

Rejected 

73-23 

Urges  medical  schools  to  establish  programs 
geared  to  producing  family  physicians. 

Approved 

73-24 

Requires  fiscal  notes  be  attached 
to  all  motions  before  House  of  Delegates 
before  final  action  is  taken  to  indicate 
the  fiscal  impact  of  the  resolution. 

Approved 

73-25 

Requests  hospitals  make  members  of  medical 
staffs  aware  of  costs  of  patient  hospital- 
ization by  placing  copy  of  patient's 
hospital  bill  in  the  physician’s  mailbox. 

Approved 

73-26 

Requires  two  or  more  candidates  for  the 
office  of  vice  speaker. 

Approved 

73-27 

Deals  with  contracts  between  hospitals 

Substitute 

and  third  party  payers  affecting  physicians. 
(Substitute  requires  informed  consent  of 
physicians  involved). 

approved 

73-28 

Deals  with  participation  of  physicians  in 
a program  of  pre-admission  certification 
and  the  right  of  physicians  to  refuse  to 
participate. 

Filed 

73-29 

Would  consider  membership  in  the  military 
prior  to  joining  county  medical  society 
as  time  in  membership  with  the  medical 
society. 

Rejected. 

73-30 

Deals  with  the  education  and  involvement 
of  physicians  and  non-physicians  in  PSROs. 

Filed 

73-31 

Gives  support  to  Dr.  Adler  in  the  case 
of  Adler  versus  Montefiore  Hospital. 

Approved 

73-32 

Establishes  a quackery  defense  fund  with 
donations  to  be  on  a voluntary  basis. 

Approved 

73-33 

Commends  Russell  B.  Roth,  M.D.  and  other 
AMA  leaders  from  Pennsylvania. 

Approved 

73-34 

Orders  study  of  possible  reduction  in  size 
of  House  of  Delegates. 

Rejected 

73-35 

Sets  up  procedures  and  regulations  dealing 
with  the  release  and  confidentiality  of 
patients’  records. 

Approved 

73-36 

Reiterates  August  Board  action  in  relation  to  PDUR. 

Approved 

73-37 

Commends  former  director  of  communications, 
Dane  S.  Wert,  for  his  valuable  years  of 
service. 

Approved 

acute  arthritic  inflammation. ..heat  that  freezes 

In  acute  rheumatoid  arthritis  consider  Tandearil.  The  anti-inflammatory 
action  of  Tandearil  quickly  helps  reduce  heat,  pain,  swelling,  and 
stiffness.  Results  are  usually  seen  in  3 or  4 days.  Try  it  for  a week  when 
the  symptoms  defy  aspirin  control. 


Rememberthat Tandearil  is  not  a simple  analgesic.  It  should  not  be  used 
on  patients  responding  to  routine  therapy.  Before  using,  please  read 
the  prescribing  information.  It's  summarized  below. 

Tandearil*  helps  take  the  heat  off 

oxyphenbutazone  NF 

Geigy 


Tablets  of  100  mg. 

Important  Note:  This  drug  is  not  a simple 
analgesic.  Do  not  administer  casually.  Care- 
fully evaluate  patients  before  starting  treat- 
ment and  keep  them  under  close  supervision. 
Obtain  a detailed  history,  and  complete  phys- 
ical and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing 
and  at  frequent  intervals  thereafter.  Carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures,  contraindicated  patients 
or  those  who  cannot  be  observed  frequently. 
Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms 
with  the  smallest  possible  dosage  is  the  goal 
of  therapy.  Dosage  should  be  taken  with  meals 
or  a full  glass  of  milk.  Patients  should  discon- 
tinue the  drug  and  report  immediately  any  sign 
of:  fever,  sore  throat,  oral  lesions  (symptoms 
of  blood  dyscrasia);  dyspepsia,  epigastric 
pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulcera- 
tion or  hemorrhage,  skin  reactions,  significant 
weight  gain  or  edema.  A one-week  trial  period 
is  adequate.  Discontinue  in  the  absence  of  a 
favorable  response.  Restrict  treatment  periods 
to  one  week  in  patients  over  sixty. 

Indications:  Acute  gouty  arthritis,  rheumatoid 
arthritis,  rheumatoid  spondylitis. 
Contraindications:  Children  14  years  or  less; 
senile  patients;  history  or  symptoms  of  G.l. 
inflammation  or  ulceration  including  severe, 
recurrent  or  persistent  dyspepsia;  history  or 
presence  of  drug  allergy;  blood  dyscrasias; 
renal,  hepatic  or  cardiac  dysfunction;  hyper- 
tension; thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due 
to  the  drug;  polymyalgia  rheumatica  and  tem- 
poral arteritis;  patients  receiving  other  potent 
chemotherapeutic  agents,  or  long-term  anti- 
coagulant therapy. 

Warnings:  Age,  weight,  dosage,  duration  of 
therapy,  existence  of  concomitant  diseases, 
and  concurrent  potent  chemotherapy  affect  in- 
cidence of  toxic  reactions.  Carefully  instruct 
and  observe  the  individual  patient,  especially 
the  aging  (forty  years  and  over)  who  have 
increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh 
initially  unpredictable  benefits  against  po- 


tential risk  of  severe,  even  fatal,  reactions. 

The  disease  condition  itself  is  unaltered  by 
the  drug.  Use  with  caution  in  first  trimester  of 
pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious, 
even  fatal,  blood  dyscrasias,  including 
aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest 
days  or  weeks  after  cessation  of  drug.  Any 
significant  change  in  total  white  count,  rela- 
tive decrease  in  granulocytes,  appearance 
of  immature  forms,  or  fall  in  hematocrit  should 
signal  immediate  cessation  of  therapy  and 
complete  hematologic  investigation.  Unex- 
plained bleeding  involving  CNS,  adrenals,  and 
G.l.  tract  has  occurred.  The  drug  may  potenti- 
ate action  of  insulin,  sulfonylurea,  and  sul- 
fonamide-type  agents.  Carefully  observe 
patients  taking  these  agents.  Nontoxic  and 
toxic  goiters  and  myxedema  have  been  re- 
ported (the  drug  reduces  iodine  uptake  by  the 
thyroid).  Blurred  vision  can  be  a significant 
toxic  symptom  worthy  of  a complete  ophthal- 
mological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented 
by  reducing  dosage.  If  edema  occurs  in  pa- 
tients over  sixty,  discontinue  drug. 

Precautions:  The  following  should  be  ac- 
complished at  regular  intervals:  Careful  de- 
tailed history  for  disease  being  treated  and 
detection  of  earliest  signs  of  adverse  reac- 
tions; complete  physical  examination  includ- 
ing check  of  patient’s  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two 
week  blood  check;  pertinent  laboratory  studies. 
Caution  patients  about  participating  in  activ- 
ity requiring  alertness  and  coordination,  as 
driving  a car,  etc.  Cases  of  leukemia  have 
been  reported  in  patients  with  a history  of 
short-  and  long-term  therapy.  The  majority  of 
these  patients  were  over  forty.  Remember  that 
arthritic-type  pains  can  be  the  presenting 
symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its 
misuse  can  lead  to  serious  results.  Review 
detailed  information  before  beginning  therapy. 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia, 


gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  ab- 
dominal distention,  agranulocytosis,  aplastic 
anemia,  hemolytic  anemia,  anemia  due  to 
blood  loss  including  occult  G.l.  bleeding, 
thrombocytopenia,  pancytopenia,  leukemia, 
leukopenia,  bone  marrow  depression,  sodium 
and  chloride  retention,  water  retention  and 
edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepa- 
titis (cholestasis  may  or  may  not  be  promi- 
nent), petechiae,  purpura  without  thrombocy- 
topenia, toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syn- 
drome, Lyell’s  syndrome  (toxic  necrotizing 
epidermolysis),  exfoliative  dermatitis,  serum 
sickness,  hypersensitivity  angiitis  (poly- 
arteritis), anaphylactic  shock,  urticaria,  arth- 
ralgia, fever,  rashes  (all  allergic  reactions 
require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria, 
anuria,  renal  failure  with  azotemia,  glomeru- 
lonephritis, acute  tubular  necrosis,  nephrotic 
syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug, 
impaired  renal  function,  cardiac  decompensa- 
tion, hypertension,  pericarditis,  diffuse  inter- 
stitial myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia 
rheumatica,  optic  neuritis,  blurred  vision, 
retinal  hemorrhage,  toxic  amblyopia,  retinal 
detachment,  hearing  loss,  hyperglycemia, 
thyroid  hyperplasia,  toxic  goiter,  association 
of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions 
associated  with  overdosage,  including  convul- 
sions, euphoria,  psychosis,  depression,  head- 
aches, hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia;  ulcerative 
stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-F  (10/71) 

For  complete  details,  including  dosage, 
please  see  lull  prescribing  information. 

GEIGY  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 


TA  9041 


ore  than  sleep 

your  choice  of  sleep  medication 
is  wisely  based  on  more  than 
sleep-inducing  potential 

SIGGD  Wl  lM  Chronic  tolerance  studies  have  confirmed  the  relative  safety  of  Dalm 

. , . r i (flurazepam  HCI);  no  depression  of  cardiac  or  respiratory  funct 

T 6 at  V©  SSI  ©TV  was  noteci  in  patientsadministered  recommended  or  higherdo 

* for  as  long  as  90  consecutive  nights. 

In  most  instances  when  adverse  reactions  were  reported,  they  were  mild,  infrequent  and  seldom 
quired  discontinuance  of  therapy.  Morning  "hang-over  "with  Dalmanehas  been  relatively  infrequent.  Di. 
ness,  drowsiness,  lightheadedness  and  the  like 

sleep  for  7 to  8 hour 
without  need  to 


have  been  the  side  effects  noted  most  frequently, 
particularly  in  the  elderly  and  debilitated.  (An 
initial  dose  of  Dalmane  15  mg  should  be  pre- 
scribed for  these  patients.) 


repeat  dosage  No  sleep  m( 

cation  has  been  as  rigorously  evaluated  in  the  sleep  research  laboratory  as  Dalmane.  Insomnia  patie 
given  one  30-mg  capsule  of  Dalmane  at  bedtime,  on  average:  fell  asleep  within  17  minutes,  had  fewer  me 
time  awakenings,  spent  less  time  awake  after  sleep  onset,  and  slept  for  7 to  8 hours  with  no  need  to  rep 
dosage  during  the  night. 


leep  with 


Dalmane  has  been  shown  to  be  con- 
- . , sistently  effective  even  during  con- 

QriQ|QTOp|Q\/  secutive  nights  of  administration, 

J with  no  need  to  increase  dosage. 

Dalmane  (flurazepam  HCI)  is  a distinctive  sleep  medication— a 
izodiazepine  specifically  indicated  for  insomnia.  It  is  not  a bar- 
irate  or  methaqualone,  nor  is  it  related  chemically  to  any  other 
ilable  hypnotic. 

When  your  evaluation  of  insomnia  indicates  the  need  for  a sleep 
dication,  consider  Dalmane-a  single  entity  nonnarcotic,  non- 
biturate  agent  proved  effective  and  relatively  safe  for  relief  of 
omnia. 


DALMANE 

(flurazepam  HCI) 

When  restful  sleep 
is  indicated 

One  30-mg  capsule  h.s. —usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients) 

One  15-mg  capsule  h.s.  —initial  dosage  for  elderly  or 
debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening:  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in  acute 
or  chronic  medical  situations  requiring  restful 
sleep  Since  insomnia  is  often  transient  and 
intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants  Caution  against  hazardous  oc- 
cupations requiring  complete  mental  alertness 
(e  g . operating  machinery,  driving).  Use  in 
women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards  Not 
recommended  for  use  in  persons  under  15 
years  of  age  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage 

Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function . 

Adverse  Reactions:  Dizziness,  drowsiness 
lightheadedness.  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation 
lethargy,  disorientation  and  coma  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  Gl  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains, 
body  and  joint  pains  and  GU  complaints 
There  have  also  been  rare  occurrences  of 
sweating,  flushes,  difficulty  in  focusing 
blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  anorexia,  euphoria,  depression, 
slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT, 
total  and  direct  bilirubins  and  alkaline 
phosphatase  Paradoxical  reactions,  e g , 
excitement,  stimulation  and  hyperactivity, 
have  also  been  reported  in  rare  instances 

Dosage:  Individualize  for  maximum  beneficial 
effect  Adults:  30  mg  usual  dosage  15  mg  may 
suffice  in  some  patients  Elderly  or  debilitated 
patients:  15  mg  initially  until  response  is 
determined 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI 


ROCHE  LABORATORIES 
Div.,  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


It’s  time  for  action  to  defend  the  taws 
and  regulations  that  protect  your 
patients  against  drug  substitution. 

These  professional  and  trade  organizations  are  united 
in  supporting  antisubstitution  statutes  and  regulations: 

The  American  Academy  of  Dermatology 

The  Board  of  Directors  of  the 
American  Academy  of  Family 
Physicians 

The  Executive  Board  of  the 
American  Academy  of  Neurology 

The  Committee  on  Drugs  of  the 
American  Academy  of  Pediatrics 

The  American  College  of  Allergists 

The  Executive  Committee  of  the 
American  College  of  Obstetricians 
and  Gynecologists 

The  Board  of  Regents  of  the 
American  College  of  Physicians 

The  Board  of  T rustees  of  the 
American  Dental  Association 


A?. 


iljz 


The  Board  of  Trustees  of  the 


; 


American  Medical  Association 


$ 


The  American  Psychiatric  Associatior 


vs 


The  Executive  Committee  of  the 
National  Association  of  Retail 
yvy  Druggists 

The  Board  of  Directors  of  the 
Pharmaceutical  Manufacturers 
Association 


The  National  Wholesale  Druggists’ 
Association 


I 


int  Statement  on  Antisubstitution  Laws  and  Regulations 


The  purpose  of  this  statement  is 
affirm  the  support  of  the  participat- 
k organizations  for  the  laws,  regula- 
rs and  professional  traditions  which 
ohibit  the  unauthorized  substitution 
drug  products. 

Traditionally,  physicians,  den- 
ts and  pharmacists  have  worked 
operatively  to  serve  the  best  inter- 
ts  of  patients.  Productive  coopera- 
n has  been  achieved  through 
Jtual  respect  as  well  as  a common 
ncern  for  the  ideals  of  public 
rvice.  This  mutual  respect  has  been 
fleeted,  in  part,  by  joint  support 
er  the  years  for  the  adoption  and 
forcement  of  laws  and  regulations 
ecifically  prohibiting  unauthorized 
bstitution  and  encouraging  joint 
peussion  and  selection  of  the 
urce  of  supply  of  drug  products, 
e basic  principles  of  medical,  den- 
and  pharmacy  practice  are  thus 
lized  and  preserved  in  the  interest 
'patient  welfare. 

The  antisubstitution  laws  have 
t obstructed  enhancement  of  the 
ofessional  status  of  pharmacy  any 
ore  than  they  have  in  and  of  them- 
Ives  guaranteed  absolute  protec- 
n from  unsafe  drugs,  or  freed 
ysicians,  dentists  and  pharmacists 
)m  their  responsibilities  to  patients, 
a practical  matter,  however,  such 
vs  and  regulations  encourage  inter- 
ofessional  communications  regard- 
l drug  product  selection  and  assure 
ch  profession  the  opportunity  to 
ercise  fully  its  expertise  in  drug 
age,  to  the  advantage  of  patients. 

Physicians  and  dentists  should 
urged  to  increase  the  frequency 
d regularity  of  their  contacts  with 
armacists  in  selection  of  quality 
ug  products,  recognizing  that 


economies  to  patients  can  be  im- 
proved through  such  communica- 
tion, taking  into  account  the  patients’ 
needs.  The  pharmacist’s  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  making  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi- 
ciansand  dentists  in  servingtheir 
patients. 


Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician's 
and  dentist’s  roles  in  product  selec- 
tion remain  primary  and  do  not  per- 
mit delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under- 
standing and  cooperation  among  the 
professions  continue  to  grow. 

There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor- 
ized substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
laws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 


Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.  W . , Washington,  D.  C.  20005 


ROCHE  announces 

new 


BACTRIM 


Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 


a new  type  of  antibacterial 
for  a two-pronged  attack 
against  chronic  urinary 
tract  infections  du<  ' 
susceptible  organic 


Bactrim  is  highly  effective  in  the  treatment  of  these 
infections- primarily  pyelonephritis,  pyelitis  and  cystitis— 
when  due  to  susceptible  organisms.  This  efficacy  is 
related  to  the  unique  mode  of  action  against  bacteria  (see 
illustration),  an  action  that,  in  effect,  makes  Bactrim  a new 
type  of  antibacterial. 


interruptions  occur  because  sulfamethoxazole 
and  trimethoprim  resemble  naturally  existing 
substrates.  By  competitive  replacement 
of  these  substrates , they  inhibit  further 
synthesis. 


Bactrim  interrupts  the 
life  cycle  of  susceptible 
bacteria 


Unique  mode  of  action  interrupts  the  life  cycle 
at  two  Important  points , thereby  impeding 
the  production  of  nucleic  acids  and  proteins 
essential  to  these  bacteria.  These  consecutive 


BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

for  chronic  urinary  tract  infections 

Before  prescribing,  please  see  complete  product  information  on  last  page  of  advertisement. 


Excellent  clinical  response 
in  chronic  urinary  tract 
infections  even  with 
obstructive  complications 

A multiclinic,  double-blind  study*  ot  response  to  a 
ten-day  course  of  therapy  in  471:  patients  with 
chronic  urinary  tract  infections  demonstrated  the 
superiority  of  Bactrim.  On  the  10th  day  after  initia- 
tion of  therapy,  91.7%  (of  168  patients)  showed 
significant  bacteriological  response  to  Bactrim, 
compared  with  81.2%  (of  144  patients)  to  tri- 
methoprim and  64.5%  (of  155  patients)  to  sulfa- 
methoxazole. More  than  half  of  these  patients  had 
obstructive  complications. 

Excellent  response 
maintained 

Bactrim  proved  equally  impressive  in  maintain- 
ing this  bacteriological  response.  In  the  above  study, 
after  a ten-day  course  of  therapy  with  Bactrim, 
68.4%  of  patients  with  chronic  urinary  tract  infec- 
tions maintained  response  for  up  to  42  consecu- 
tive days,  compared  with  59.7%  with  trimethoprim 
and  44.4%  with  sulfamethoxazole.  These  results 
are  particularly  noteworthy  considering  the  number 
of  patients  with  obstructive  complications-cases 
regarded  as  being  notoriously  difficult  to  treat. 


Prescribing  considerations 

Clinical  Limitations:  Currently,  the  increasing  fre- 
quency of  resistant  organisms  is  a limitation  of  the 
usefulness  of  all  antibacterial  agents,  especially 
in  the  treatment  of  chronic  and  recurrent  urinary 
tract  infections.  Not  recommended  for  children 
under  twelve. 

Contraindications:  Hypersensitivity  to  trimethoprim 
or  sulfonamides.  Pregnancy  and  during  the  nurs- 
ing period. 

Warnings  and  Precautions:  Both  sulfamethoxazole 
and  trimethoprim  have  been  reported  to  interfere 
with  hematopoiesis.  Complete  blood  counts  should 
be  done  frequently.  If  a significant  reduction  in  the 
count  of  any  formed  blood  element  is  noted,  Bactrim 
should  be  discontinued.  Bactrim  should  be  given 
with  caution  to  patients  with  impaired  renal  or 
hepatic  function,  possible  folate  deficiency,  severe 
allergy  or  bronchial  asthma.  Maintain  adequate 
fluid  intake.  Urinalyses  with  careful  microscopic 
examination  and  renal  function  tests  should  be 
performed  during  therapy,  particularly  for  those 
patients  with  impaired  renal  function. 

Adverse  Effects:  Among  the  most  common  side 
effects  are  nausea,  vomiting,  rash,  leukopenia  and 
elevations  in  SGOT  and  creatinine. 

Usual  adult  dosage:  two  tablets  every  twelve  hours 
for  10  to  14  days;  no  loading  dose  required, 

*Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N.J.  07110 

T4  patients  not  available  for  evaluation  at  day  10. 


BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

for  chronic  urinary  tract  infections 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley.  N J.  07110 


Before  prescribing,  please  consult  complete  product  information  on  facing  page. 


Complete  Product  Information: 

Description:  Bactrim  is  a synthetic  antibacterial  combination  prod- 
uct, available  in  scored  light-green  tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole. 

Trimethoprim  is  2, 4-diamino- 5-(3, 4, 5-trimethoxybenzyl)  pyrimidine. 
It  is  a white  to  light-yellow,  odorless,  bitter  compound  with  a molec- 
ular weight  of  290.3. 

Sulfamethoxazole  is  /V'-(5-methyl-3-isoxazolyl)sulfanilamide.  It  is 
an  almost  white  in  color,  odorless,  tasteless  compound  with  a mo- 
i lecular  weight  of  253.28. 

Actions:  Microbiology:  Sulfamethoxazole  inhibits  bacterial  synthesis 
of  dihydrofolic  acid  by  competing  with  para- aminobenzoic  acid. 
Trimethoprim  blocks  the  production  of  tetrahydrofolic  acid  from  di- 
i hydrofolic  acid  by  binding  to  and  reversibly  inhibiting  the  required 
enzyme,  dihydrofolate  reductase.  Thus,  Bactrim  blocks  two  con- 
secutive steps  in  the  biosynthesis  of  nucleic  acids  and  proteins 
essential  to  many  bacteria. 

j In  vitro  studies  have  shown  that  bacterial  resistance  develops  more 
slowly  with  Bactrim  than  with  trimethoprim  or  sulfamethoxazole 
: alone. 

In  vitro  serial  dilution  tests  have  shown  that  the  spectrum  of  anti- 
bacterial activity  of  Bactrim  includes  the  common  urinary  tract 
pathogens  with  the  exception  of  Pseudomonas  aeruginosa.  The  fol- 
lowing organisms  are  usually  susceptible:  Escherichia  coli,  Kleb- 
\siella-Enterobacter,  Proteus  mirabilis  and  indole-positive  proteus 
s species. 


Representative  Minimum  Inhibitory  Concentration  Values 
for  Bactrim-Susceptible  Organisms 

(M  1C— meg/  ml) 

Bacteria 

Trimeth- 

oprim 

alone 

Sulfameth- 

oxazole 

alone 

TMP/SMX  (1:20) 
TMP  SMX 

Escherichia 

coli 

Proteus  spp. 

indole  positive 

Proteus 

mirabilis 

Klebsiella- 

Enterobacter 

0.05-1.5 
0.5  -5.0 
0.5  -1.5 
0.15-5.0 

1.0  -245 

7.35  -300 
7.35  - 30 
0.735-245 

0.05-0.5 

0.05-1.5 

0.05-0.15 

0.05-1.5 

0.95-  9.5 
0.95-28.5 
0.95-  2.85 
0.95-28.5 

Human  Pharmacology:  Bactrim  is  rapidly  absorbed  following  oral 
administration.  The  blood  levels  of  trimethoprim  and  sulfamethoxa- 
zole are  similar  to  those  achieved  when  each  component  is  given 
alone.  Peak  blood  levels  for  the  individual  components  occur  one 
to  four  hours  after  oral  administration.  The  half-lives  of  sulfameth- 
oxazole and  trimethoprim,  10  and  16  hours  respectively,  are  rela- 
tively the  same  regardless  of  whether  these  compounds  are  admin- 
istered as  individual  components  or  as  Bactrim.  Detectable 
amounts  of  trimethoprim  and  sulfamethoxazole  are  present  in  the 
blood  24  hours  after  drug  administration.  Free  sulfamethoxazole 
and  trimethoprim  blood  levels  are  proportionately  dose-dependent. 
On  repeated  administration,  the  steady-state  ratio  of  trimethoprim 
to  sulfamethoxazole  levels  in  the  blood  is  about  1:20. 
Sulfamethoxazole  exists  in  the  blood  as  free,  conjugated  and  pro- 
tein-bound forms;  trimethoprim  is  present  as  free,  protein-bound 
and  metabolized  forms.  The  free  forms  are  considered  to  be  the 
therapeutically  active  forms.  Approximately  44  percent  of  trimeth- 
oprim and  70  percent  of  sulfamethoxazole  are  protein-bound  in  the 
blood.  The  presence  of  10  mg  percent  sulfamethoxazole  in  plasma 
decreases  the  protein  binding  of  trimethoprim  to  an  insignificant 
degree;  trimethoprim  does  not  influence  the  protein  binding  of 
sulfamethoxazole. 

Excretion  of  Bactrim  is  chiefly  by  the  kidneys  through  both  glomer- 
ular filtration  and  tubular  secretion.  Urine  concentrations  of  both 
sulfamethoxazole  and  trimethoprim  are  considerably  higher  than 
are  the  concentrations  in  the  blood.  When  administered  together 
as  in  Bactrim,  neither  sulfamethoxazole  nor  trimethoprim  affects 
the  urinary  excretion  pattern  of  the  other. 

Indications:  Chronic  urinary  tract  infections  (primarily  pyelonephri- 
tis, pyelitis  and  cystitis)  due  to  susceptible  organisms  (usually 
E.  coli,  Klebsiella-Enterobacter,  Proteus  mirabilis,  and,  less  fre- 
quently, indole-positive  proteus  species). 

Important  note:  Currently,  the  increasing  frequency  of  resistant  organ- 
isms is  a limitation  of  the  usefulness  of  all  antibacterial  agents,  espe- 
cially in  the  treatment  of  chronic  and  recurrent  urinary  tract  infections. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides. 
Pregnancy  and  during  the  nursing  period  (see  Reproduction 
Studies). 

Warnings:  Deaths  associated  with  the  administration  of  sulfonamides 
have  been  reported  from  hypersensitivity  reactions,  agranulocyto- 
sis, aplastic  anemia  and  other  blood  dyscrasias.  Experience  with 
trimethoprim  alone  is  much  more  limited,  but  it  has  been  reported 
to  interfere  with  hematopoiesis  in  occasional  patients.  In  elderly 
patients  concurrently  receiving  certain  diuretics,  primarily  thia- 
zides, an  increased  incidence  of  thrombopenia  with  purpura  has 
been  reported. 


The  presence  of  clinical  signs  such  as  sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  indications  of  serious  blood  dis- 
orders. Complete  blood  counts  should  be  done  frequently  in  pa- 
tients receiving  Bactrim.  If  a significant  reduction  in  the  count  of 
any  formed  blood  element  is  noted,  Bactrim  should  be  discontinued. 
At  the  present  time,  there  is  insufficient  clinical  information  on  the 
use  of  Bactrim  in  infants  and  children  under  12  years  of  age  to 
recommend  its  use. 

Precautions:  Bactrim  should  be  given  with  caution  to  patients  with 
impaired  renal  or  hepatic  function,  to  those  with  possible  folate 
deficiency  and  to  those  with  severe  allergy  or  bronchial  asthma.  In 
glucose-6-phosphate  dehydrogenase-deficient  individuals,  hemoly- 
sis  may  occur.  This  reaction  is  frequently  dose-related.  Adequate 
fluid  intake  must  be  maintained  in  order  to  prevent  crystalluria  and 
stone  formation.  Urinalyses  with  careful  microscopic  examination 
and  renal  function  tests  should  be  performed  during  therapy,  par- 
ticularly for  those  patients  with  impaired  renal  function. 

Adverse  Reactions:  For  completeness,  all  major  reactions  to  sul- 
fonamides and  to  trimethoprim  are  included  below,  even  though 
they  may  not  have  been  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblastic 
anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia. 

Allergic  reactions:  Erythema  multiforme,  Stevens-Johnson  syn- 
drome, generalized  skin  eruptions,  epidermal  necrolysis,  urticaria, 
serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  re- 
actions, periorbital  edema,  conjunctival  and  scleral  injection,  pho- 
tosensitization, arthralgia  and  allergic  myocarditis. 

Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis. 

C.N.S.  reactions:  Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insomnia,  ap- 
athy, fatigue,  muscle  weakness  and  nervousness. 

Miscellaneous  reactions:  Drug  fever,  chills,  and  toxic  nephrosis  with 
oliguria  and  anuria.  Periarteritis  nodosa  and  L.  E.  phenomenon 
have  occurred. 

The  sulfonamides  bear  certain  chemical  similarities  to  some  goitro- 
gens,  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypogly- 
cemic agents.  Goiter  production,  diuresis  and  hypoglycemia  have 
occurred  rarely  in  patients  receiving  sulfonamides.  Cross-sensitivity 
may  exist  with  these  agents.  Rats  appear  to  be  especially  suscepti- 
ble to  the  goitrogenic  effects  of  sulfonamides,  and  long-term  ad- 
ministration has  produced  thyroid  malignancies  in  the  species. 
Dosage  and  Administration:  Not  recommended  for  use  in  children 
under  12  years  of  age. 

The  usual  adult  dosage  is  two  tablets  every  12  hours  for  10  to  14 
days. 


For  patients  with  renal  impairment: 


Creatinine  Clearance 
(ml/min) 

Recommended  Dosage 
Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

How  Supplied:  Tablets,  containing  80  mg  trimethoprim  and  400  mg 
sulfamethoxazole— bottles  of  100  and  500;  Tel-E-Dose®  packages 
of  1000;  Prescription  Paks  of  40,  available  singly  and  in  trays  of  10. 
Imprint  on  tablets:  ROCHE  50. 

Reproduction  Studies:  In  rats,  doses  of  533  mg/ kg  sulfamethoxazole 
or  200  mg/kg  trimethoprim  produced  teratological  effects  mani- 
fested mainly  as  cleft  palates.  The  highest  dose  which  did  not  cause 
cleft  palates  in  rats  was  512  mg/ kg  sulfamethoxazole  or  192  mg/  kg 
trimethoprim  when  administered  separately.  In  two  studies  in  rats, 
no  teratology  was  observed  when  512  mg/ kg  of  sulfamethoxazole 
was  used  in  combination  with  128  mg/ kg  of  trimethoprim.  How- 
ever, in  one  study,  cleft  palates  were  observed  in  one  litter  out  of 
9 when  355  mg/ kg  of  sulfamethoxazole  was  used  in  combination 
with  88  mg/ kg  of  trimethoprim. 

In  rabbits,  trimethoprim  administered  by  intubation  from  days  8 to 
16  of  pregnancy  at  dosages  up  to  500  mg/ kg  resulted  in  higher 
incidences  of  dead  and  resorbed  fetuses,  particularly  at  500  mg/  kg. 
However,  there  were  no  significant  drug-related  teratological  effects. 

BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc 
Nutley,  N J 07110 


Busy  Professional  People: 


BORROW 
■$3,500 


UP 

TO 


For  any  purpose... entirely  by  mail. 

It’s  a confidential  service  designed  to  meet  the 
special  needs  of  people  on  the  go  To  apply, 
simply  complete  and  mail  the  time-saving  cou- 
pon below.  You  can  forget  about  long,  often  em- 
barrassing questionnaires  and  the  need  to  spend 


an  uncomfortable  amount  of  time  in  the  loan  de- 
partment of  a bank  With  this  new  service,  you  get 
prompt  attention  and  the  complete  privacy  that 
such  a transaction  deserves.  This  offer,  of 
course,  is  subject  to  our  usual  credit  require- 
ments 


PAYMENT  TABLE 


24  Monthly  Payments 

36  Monthly  Payments 

Amount 

Monthly 

Life 

A&H 

Cash 

Cash 

FINANCE 

ANNUAL 

Amount 

Monthly 

Life 

A&H 

Cash 

Cash 

FINANCE 

ANNUAL 

of  Loan 

Payment 

Insur- 

Insur- 

Advance 

Advance 

CHARGE 

PER 

ot  Loan 

Payment 

Insur- 

Insur- 

Advance 

Advance 

CHARGE 

PER 

& Total 

ance 

ance 

with  Life 

without 

CENTAGE 

& Total 

ance 

ance 

with  Life 

without 

CENTAGE 

of  Pay- 

Premium 

Premium 

and  A&H 

Insur- 

RATE 

of  Pay 

Premium 

Premium 

and  A&H 

Insur- 

RATE 

ments 

Insur- 

ance 

menfs 

Insur- 

ance 

ance 

ance 

1.200  00 

50  00 

11  40 

19  08 

973  70 

1 004  18 

195  82 

17  72 

1 440  00 

40  00 

1987 

26  35 

1 067  90 

1114  12 

325  88 

17  50 

1.560  00 

65  00 

14  82 

24  80 

1.265  82 

1 305  44 

254  56 

17  72 

1 620  00 

45  00 

22  36 

29  65 

1 201  37 

1.253  38 

366  62 

17  50 

1.920  00 

80  00 

18  24 

30  53 

1 557  92 

1 606  69 

313  31 

17  72 

1 980  00 

55  00 

27  32 

36  23 

1 468  36 

1.531  91 

448  09 

17  50 

2.280  00 

95  00 

21  66 

36  25 

1.850  04 

1 907  95 

372  05 

17  72 

2 340  00 

65  00 

32  29 

42  82 

1 735  33 

1.810  44 

529  56 

17  50 

2 640  00 

110  00 

25  08 

41  98 

2.142  14 

2.209  20 

430  80 

17  72 

2 700  00 

75  00 

37  26 

49  41 

2 002  30 

2.088  97 

611  03 

17  50 

3.120  00 

130  00 

29  64 

49  61 

2 531  63 

2.610  88 

509  12 

17  72 

3.240  00 

90  00 

44  71 

59  29 

2.402  77 

2.506  77 

733  23 

17  50 

3.600  00 

150  00 

34  20 

57  24 

2.921  11 

3.012  55 

587  45 

17  72 

4 1 40  00 

115  00 

57  13 

75  76 

3.070  20 

3.203  09 

936  91 

17  50 

4.080  00 

170  00 

38  76 

64  87 

3 310  60 

3.414  23 

665  77 

17  72 

4 500  00 

125  00 

62  10 

82  35 

3.337  17 

3.481  62 

1.018  38 

17  50 

The  above  table  contains  premium  rates  for  credit  life  insurance  and  credit  disability  insur- 
ance If  you  do  not  purchase  credit  life  or  credit  life  and  disability  coverages  as  part  of 
your  Loan  Contract,  the  proceeds  of  the  loan  will  be  increased  by  the  Amount  of  Premium. 

Note:  Other  payments  and  maturities  available  on  request. 


Name 

CONFIDENTIAL  LOAN  APPLICATION 

Date 

Aqr 

Home  Address 

City 

State  7ip 

Fmplnyer 

Phone 

City 

State 

Type  of  Business 

Position 

Married  Single 

Divorced  Widowed  Spouse's  Name 

Total  Annual  Income  $ 

Total  Outstanding  Obligations  $ 

Loan  Reauested  $ 

No  of  Months  Preferred  Monthlv  Pavmpnt  Date 

Sianature 

GAC  Executive  Loan  Service 

A Division  of  GAC  Consumer  Discount  Co 
1 1 N 7th  Street,  Allentown,  Pennsylvania  18105 
Phone  21  5-434-61  1 1 


PROFESSIONAL  LIABILITY 
INSURANCE 

PENNSYLVANIA  MEDICAL  SOCIETY 
(Sponsor) 


ARGONAUT  INSURANCE 
COMPANY 

(Underwriter) 


PARKER  & COMPANY  INC. 
OF  PENNSYLVANIA 

(Administrator) 


A long-term,  physician-oriented  insurance  partnership-designed  for  today  with 

tomorrow  in  mind! 

Check  the  Program’s  key  features — each  of  significant  value  to  you... 

★ No  member’s  application  can  be  rejected  without  the  applicant  having  the  right  to  request 
the  State  Society’s  review  and  concurrence... 

★ Five  year  coverage  cannot  be  canceled  or  non-renewed  (except  for  non-payment  of 
premium)  without  consent  of  the  State  Society  following  the  insured’s  appeal  for  review... 

★ State  Society  “peer  review’’  of  individual  claim  or  suit  settlement  disputes... 

★ Primary  coverage  available  up  to  and  including  limits  of  $1,000,000... 

★ Physicians  previously  insured  under  Lloyds’  “claims  made’’  policy  have  the  option  of 
purchasing  retroactive  “drop-back"  coverage  ... 

★ Extensive  involvement  by  State  Society  in  underwriting,  claims,  classification  statistics  and 
rate-making  developments... 

★ Planned  program  of  continuing  education  in  malpractice  claims  avoidance  and  preven- 
tion... 


Plan  now  on  participating...  with  the  State  Society  acting  as  the  physician’s  “Ombudsman,” 
it’s  like  having  your  own  insurance  company...  only  better! 


Use  this  coupon  to  secure  an  application 


Name  

Office  Address  

City  

Telephone  

Medical  Specialty  

Date  your  professional  liability 
insurance  expires  


Mail  to: 

Parker  & Company  Inc.  of  Pennsylvania 
1616  Walnut  Street,  Philadelphia,  Pa.  19103 
Attention:  A.  John  Smither,  Vice-President 

□ I am  interested  in  participating  in  the  PMS  Lia- 
bility Insurance  Program.  Please  send  me  an 
application. 


Present  Carrier 


Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
(diazepam)  part  of  your  treatment 
plan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  what  his  response  has 
been.  Along  with  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
when  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  when  dosage  guidelines 
are  followed,  Valium  is  well 
tolerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5-mg 
and  10-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
oatients  receiving  Valium  should 
ae  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho,- 
neurotic  states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  suen 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  1000. 


Valium 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 


P.M.S.  endorses 
an  auto-leasing  program 
designed  exclusively 
for  member  doctors. 


We  are  pleased  to  announce  a new  plan  which, 
we  believe,  combines  the  best  elements  of  the 
various  forms  of  consumer  leases. 

We  further  believe  that  because  this  “True 
Lease  Plan”  is  limited  solely  to  doctors  who  are 
members  of  Pennsylvania  Medical  Society — and 
is  not  available  to  the  general  public,  it  provides 
a dramatically  low  price  structure  and  a unique 
flexibility  unobtainable  elsewhere. 

The  program  has  been  developed  through 
the  combined  efforts  of 

• Robert  B.  Anderson,  former  Secretary  of 
the  Treasury ; Chairman  of  the  Board  of 
Control  Leasing  Cory. 

• F.  J.  L.  Blasingame,  M.D.  — 10  years 
Executive  Vice-President  of  the  Ameri- 
can Medical  Association. 

• The  Pennsylvania  Medical  Society 

The  benefits  of  this  program  are  so  varied 
and  so  decidedly  directed  to  your  needs  as  a 
physician,  that  they  cannot  all  be  spelled  out  on 
this  page.  However,  every  possible  advantage  to 
you  has  been  structured  into  the  program  . . . like 


low  cost,  closed-end  lease  with  option  to  pur- 
chase vehicle  at  end  of  lease  for  a reasonable 
price  . . . like  accepting  your  car  as  trade-in  when 
leasing  you  a new  car  . . . like  no  security  deposit 
required  . . . and  of  greatest  importance,  the 
Pennsylvania  Medical  Society  has  arranged  that 
as  the  number  of  participants  in  this  program 
grows,  more  and  more  benefits  will  automatically 
be  made  available  to  everyone  in  the  program. 

May  we  suggest,  therefore,  that  you  write 
or  phone  the  Pennsylvania  Medical  Society  so 
that  complete  information  may  be  sent  to  you. 

Please  do  so  now,  whether  you  lease  or  own 
a car,  so  that  you  may  learn  how  fine  this  “TRUE 
Lease  Plan”  is  for  you. 

. 

CONTROL  LEASING  CORP. 
c/o  PENNSYLVANIA  MEDICAL  SOCIETY 
20  ERFORD  ROAD,  LEMOYNE,  PA.  17043 

Gentlemen: 

Please  send  full  information  on  your 
Auto-Leasing  Program  designed 
exclusively  for  member  doctors. 

NAME | 

ADDRESS 


CONTROL  LEASING  CORP. 
c/o  Pennsylvania  Medical  Society 
20  Erford  Road,  Lemoyne,  Penna.  17043 
(717)  238-1635 
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MEDICINE 


newsfronts 


Dr.  Wilde  assumes  Society  presidency 


Ralph  C.  Wilde.  M.D.,  newly  in- 
stalled president  of  the  Pennsylvania 
Medical  Society,  believes  that  es- 
tablishing specific  goals  in  advance  is 
necessary  to  accomplishment.  He  has 
spent  many  hours  during  the  past  year 
pondering  the  goals  of  medicine  and  the 
role  of  the  State  Society  and  is  prepared 
now  to  devote  the  year  ahead  to  the  ac- 
complishment of  those  goals. 

Dr.  Wilde  was  born,  grew  up,  and 
was  educated  in  Pittsburgh  and  has 
spent  his  entire  life  there,  except  for  a 
three-year  period  during  World  War  II 
and  one  year — his  first  year  of  surgical 
residency — which  he  spent  at  George 
Washington  University  Hospital  in 
Washington,  D.C. 

It  was  during  internship  that  the 
young  Ralph  Wilde  decided  to  pursue  a 
career  in  surgery  even  though  this 
meant  another  five  years  of  training  in  a 
residency  program.  Currently  Dr. 
Wilde  serves  as  head  of  the  division  of 
general  surgery  at  Allegheny  General 
Hospital  and  as  clinical  assistant 
professor  of  surgery  for  the  University 
of  Pittsburgh  School  of  Medicine.  He  is 
also  on  the  staff  of  Presbyterian  Uni- 
versity Hospital,  the  associate  staff  of 
Children’s  Hospital  of  Pittsburgh,  and 
the  consulting  staff  of  Eye  and  Ear  Hos- 
pital. He  and  his  wife,  Betty,  whom  he 
married  in  1947,  the  year  he  graduated 
from  the  University  of  Pittsburgh  and 
entered  its  school  of  medicine,  have  two 
children.  They  are  daughters  Debbie, 
twenty-one,  and  Diane,  nineteen. 

Dr.  Wilde  has  spent  the  past  year  as 
president  elect  of  the  State  Society,  and 
an  account  of  that  stewardship,  in  the 
form  of  the  address  he  delivered  before 
the  recently  concluded  session  of  the 
House  of  Delegates,  appears  elsewhere 
in  this  issue  of  Pennsylvania  Medicine. 

In  establishing  his  goals  as  president 
of  the  State  Society,  Dr.  Wilde  gives 
top  priority  to  tackling  and  solving  the 
problem  of  caring  for  indigent  patients 
instead  of  talking  about  it.  He  says: 
“We  want  to  be  able  to  provide  quality 
care  to  all  patients,  and  it  if  takes  more 
money  than  is  now  available  to  care 
for  the  indigent  population,  then  that 


money  must  be  made  available 
through  medical  assistance.  Right  now 
care  for  the  poor  is  bogged  down  in  a 
morass  of  inaction.  We  must  work' 
toward  ending  that  situation.  Some 
progress  toward  this  end  has  been 
made  in  an  improved  Department  of 
Public  Welfare  fee  schedule  and  in 
providing  some  outpatient  care  under 
medical  assistance.  This  proves  it  can 
be  done,  but  we  have  a long  way  to  go. 
Whether  patient  care  is  delivered  in  a 
downtown  office  or  an  outpatient 
clinic,  whether  it  is  paid  for  by  the  pa- 
tient's personal  check  or  by  the  Com- 
monwealth, the  care  must  be  of  the 
highest  quality  and  must  be  compre- 
hensive.” 

Dr.  Wilde  is  enthusiastic  about 
recruiting  intern  and  resident  members 
and  having  them  participate  actively  in 
county  medical  societies,  the  State  So- 
ciety, and  the  AMA.  During  his 
presidency,  the  Allegheny  County 
Medical  Society  made  great  strides  in 
interesting  house  staff  members  in  the 
county  society,  and  a number  of  them 
have  taken  leadership  roles  in  society 
activities.  Since  he  has  a significant  re- 
sponsibility in  the  residency  training 
program  at  Allegheny  General  Hospi- 
tal, Dr.  Wilde  is  especially  interested  in 
spreading  the  word  of  the  success  of 
the  Allegheny  campaign.  “Now  that 
the  AMA  has  an  Interns  and  Residents 
Section,  I would  like  to  see  it  represent 
house  staff  in  relations  with  hospitals 
rather  than  suffer  the  fragmentation 
which  results  when  another  organiza- 
tion is  established  for  that  purpose,”  he 
declares. 

The  young,  energetic  surgeon,  au- 
thor of  a number  of  scientific  papers. 

Surgeons  schedule  meet 

The  International  Society  of  Uni- 
versity Colon  and  Rectal  Surgeons  will 
hold  its  fifth  biennial  meeting  May  14- 
17,  1974,  in  New  Orleans,  Louisiana. 

Further  information  may  be  ob- 
tained by  writing  Harry  E.  Bacon, 
M.D.,  255  South  17th  St.,  Philadel- 
phia, Pa.  19103. 


is  enthusiastic  about  the  AMA. 
"During  my  year  in  office,  I hope  to 
see  membership  in  the  AMA  from 
Pennsylvania  increased  considerably. 
The  AMA  has  a relationship  to  state 
societies  similar  to  that  between 
county  societies  and  the  state  societies. 
Physicians  need  all  three,  and  must 
support  all  three,”  he  says. 

His  address  before  the  House  of 
Delegates  considers  these  matters  and 
a number  of  other  concerns  to  which 
the  new  State  Society  president  will 
give  his  attention  during  the  coming 
year.  His  request  of  the  membership  is: 
"Give  me  your  advice  and  support  so 
that  we  can  act  together  to  solve  our 
common  problems.” 

Seminar  on  review 

A seminar  for  hospital  medical  staffs 
on  medical  care  evaluation  techniques 
will  be  held  in  Philadelphia  December 
13  at  the  Holiday  Inn  by  the  Hospital 
Utilization  Project  in  cooperation  with 
the  University  of  Pittsburgh  School  of 
Medicine. 

The  program  is  designed  to  enable 
personnel  to  meet  peer  review  and  qual- 
ity assurance  standards  of  the  Ameri- 
can Medical  Association,  the  Joint 
Commission  of  Accreditation  of  Hospi- 
tals, and  the  American  Hospital  Associ- 
ation. Instruction  on  Professional 
Standards  Review  Organization  com- 
pliance will  be  included. 

The  seminar  is  the  third  in  a series, 
previous  sessions  having  been  pre- 
sented in  Pittsburgh  and  Wilkes-Barre. 
It  is  acceptable  for  four  credit  hours  in 
Category  One  credit  for  the  AMA 
Physician's  Recognition  Award  and  the 
PMS  membership  requirement.  Con- 
tact Judith  Andrews,  Hospital  Utiliza- 
tion Project.  400  Penn  Center 
Boulevard,  Pittsburgh  15235. 

Hemophilia  grant  made 

A five-year  $362,949  National  Insti- 
tute of  Health  grant  for  continuing 
research  in  hemophilia  has  been 
awarded  Sandor  S.  Shapiro,  M.D., 
professor  of  medicine  at  Jefferson  Med- 
ical College. 
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Scientific  assembly  draws  1,200  students 


The  1973  Educational  and  Scientific 
Assembly  of  the  Pennsylvania  Medical 
Society,  the  Keystone  State  Medical  So- 
ciety, the  Pennsylvania  Nurses  Associa- 
tion, and  the  Pennsylvania  Osteopathic 
Medical  Association  convened  on  Oc- 
tober 10  at  the  Host  Inn  in  Harrisburg. 

The  four-day  postgraduate  session 
was  prepared  by  the  PMS  Council  on 
Education  and  Science  and  attracted 
more  than  1,200  physicians,  nurses, 
and  medical  educators.  More  than  160 
physicians  and  educators  comprised  the 
faculty. 

Comprehensive  courses  on  heart 
diseases  and  on  lung  diseases  were  held 
concurrently  for  three  morning  ses- 
sions. Cosponsor  of  the  heart  course 
was  the  Pennsylvania  Affiliate  of  the 
American  Heart  Association,  while  the 
Pennsylvania  Division  of  the  American 
Cancer  Society  cosponsored  the  lung 
disease  course. 

During  each  of  the  first  three  after- 
noons, sessions  were  held  by  fifteen  sep- 
arate specialty  organizations.  An  all- 
day nursing  seminar  was  held  on  the 

Prototype  center  planned 

A new  ambulatory  health  care 
center,  designed  to  be  used  as  a national 
prototype  for  the  improvement  of 
health  care  in  small  towns  and  rural 
areas  is  being  planned  in  Millersburg. 

The  Evelyn  G.  Frederick  Health 
Center  will  be  operated  by  the  Milton  S. 
Hershey  Medical  Center  of  Pennsyl- 
vania State  University  and  staffed  by 
personnel  from  the  Hershey  facility, 
Millersburg  area  physicians,  and 
Millersburg  allied  health  personnel.  It 
will  be  directed  by  the  department  of 
Family  and  Community  Medicine  at 
Hershey. 

The  facility  will  house  physicians’  of- 
fices, a dental  suite,  x-ray,  therapy,  and 
laboratory  facilities,  as  well  as  emer- 
gency rooms  and  a library.  Teaching  fa- 
cilities are  planned  for  resident  medical 
and  nursing  student  trainees.  A 
helicopter  pad  will  link  the  center  with 
hospital  facilities.  The  project  is  being 
funded,  in  part,  by  Hill-Burton  monies. 

George  T.  Harrell,  M.D.,  retired  vice 
president  for  medical  sciences  and  first 
director  of  the  Hershey  center,  initiated 
the  planning  for  the  new  center. 
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care  of  the  patient  with  cardio-pul- 
monary  lung  disease. 

Following  the  specialized  course  ses- 
sions, there  was  an  educational  confer- 
ence on  Humanistic  Medicine  which 
consisted  of  three  workshops  plus  an 
all-day  session  to  explore  new 
approaches  to  medical  education,  ex- 
panded care  through  the  use  of 
physicians’  assistants,  and  updated  in- 
formation on  learning  resource  centers 


for  community  hospitals. 

Emphasis  on  the  value  of  a team 
approach  to  increasing  physician  pro- 
ductivity and  expanding  effective 
health  care  was  the  keynote  of  the  con- 
ference. Attendants  received  credit  for 
postgraduate  study  toward  the  PMS 
membership  requirement  and  specialty 
organization  requirements,  as  well  as 
the  American  Medical  Association's 
Physician  Recognition  Award. 


Pennsylvanians  named  surgical  fellows 

Ninety-one  Pennsylvania  physicians  were  inducted  into  membership 
of  the  American  College  of  surgeons  at  the  organization’s  recent  clinical 
congress  in  Chicago.  They  were  among  1,675  new  fellows  to  receive  the 
F.A.C.S.  designation  after  fulfilling  comprehensive  requirements  of  med- 
ical education  and  advanced  specialist  training  in  surgery.  They  are: 


Abington 

Robert  C.  Schmutzler  III 
Paul  F.  Stewart,  Jr. 
Allentown 
Peter  A.  Keblish 
Robert  Kiesel 
Walter  J.  Okunski 
Joseph  J.  Prorok 
Luke  C.K.  Yip 
Altoona 

Arch  W.  Fees,  Jr. 

Francis  J.  Fochler 

Bedford 

Charles  W.  Griffiths,  Jr. 
Bethlehem 
Thomas  L.  Gaydos 
Thomas  J.  Tachovsky 
Bryn  Mawr 
Samuel  S.  Lyness 
Albert  J.  Woodring 
Camp  Hill 

Ronald  M.  Grossman 

Chester 

Marshall  Klavan 
Sheldon  L.  Morris 
Danville 
Tarit  K.  Ghosh 
Arthur  F.  Snyder 
Doylestown 
Francis  B.  Boland,  Jr. 
Easton 

Jorge  Llorente 
Ellwood  City 

Prisco  T.  Evangelista,  Jr. 

Erie 

Charles  R.  Bales 
James  E.  Mraz 
Richard  A.  Rahner 

Feasterville 

Dominic  A.  Culotta 

Fredericktown 

Abdollah  Alavi 


Greensburg 

Robert  R.  Lafontant 
Walter  J.  Myslewski 
Harrisburg 
Richard  G.  Ulrich 
Hazleton 
George  J.  Racho 
John  F.  Schade 
Hershey 

Robert  B.  Greer  III 
G.  Frank  O.  Tyers 

Holland 

Rudolph  A.  Komada 

Kingston 

David  B.  Lucchino 

Lancaster 

Leigh  W.  Kendall 

Lansdale 

James  D.  Cozzarelli 

Lewistown 

Jay  M.  Riden 

Lock  Haven 

Joseph  Paul  Magre 
New  Kensington 
Mehdi  B.  Javan 
Jonathan  Schwartz 
Norristown 
Gordon  S.  Clement 
Paoli 

Herman  P.  Phillips 
Philadelphia 
Mila  J.  Ashodian 
Jose  H.  Auday 
Rohinton  K.  Balsara 
Dean  E.  Burget,  Jr. 
Joseph  N.  Corriere,  Jr. 
Richard  J.  Currie 
Walter  J.  Dombkoski 
John  W.  Duckett,  Jr. 

A.  Moneim  A.  Fadali 
Allan  Gold 
Gad  G.  Guttman 
Marvin  R.  Hyett 


Mark  S.  Kauffman 
David  M.  Kozart 
Alexander  Labe 
Terrence  R.  Malloy 
Peter  H.  Morse 
Melvin  L.  Moses 
S.  Grant  Mulholland 
Antonio  I.  Prats 
David  B.  Schaffer 
Harvey  D.  Silberman 
William  H.  Simon 
Joseph  J.  Toland  III 
Joseph  S.  Torg 
Saul  F.  Weinstein 
Linton  A.  Whitaker 
Richard  J.  Winkle 
Pottsville 

George  S.  Zakhary 
Pittsburgh 
Edward  M.  Austin 
John  L.  Brasuk 
Roger  L.  Duerksen 
Dick  Katzin 
Thomas  J.  Lewis,  Jr. 
Mario  Ludmer 
Bertrand  J.  Marlier,  Jr. 
Ralph  D.  Siewers 
John  F.  Stremple 
Marshall  W.  Webster,  Jr. 
Quakertown 
John  S.  Cole,  Jr. 
Springfield 
Vincent  P.  Kownacki 
Upper  Darby 
Malvin  J.  Dougherty 
Alfred  C.  Lucier 
West  Reading 
Hector  J.  Seda 
York 

E.  Clayton  Davis,  Jr. 
Kenneth  E.  Wilt 
Peter  L.  Zemo 
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Reports  to  delegates 

Trust  announces  loan  forgiveness  plan 


In  its  report  to  the  recently 
concluded  session  of  the  House  of  Dele- 
gates, the  Educational  and  Scientific 
Trust  of  the  Pennsylvania  Medical  So- 
ciety announced  the  initiation  of  a loan 
forgiveness  program  which  was  author- 
ized by  the  1972  House  of  Delegates 
and  is  being  funded  from  the  annual  as- 
sessment of  Society  members. 

Under  its  provisions,  loans  which 
had  been  due  prior  to  the  completion  of 
graduate  training  may  be  refinanced  in 
order  to  take  advantage  of  the 
Comprehensive  Health  Manpower 
Training  Act  which  provides  that  a 
physician  agreeing  to  practice  for  three 
years  in  a physician-short  area  can  have 
85  percent  of  his  medical  education 
debts  which  are  outstanding  at  the  time 
he  begins  his  practice  (plus  interest) 
repaid  by  the  federal  government. 

Twenty-two  Pennsylvania  counties 
have  been  designated  as  having 
physician  shortages  by  the  U.S.  Depart- 
ment of  Health,  Education,  and  Wel- 
fare and  the  Pennsylvania  Department 
of  Health.  Physicians  electing  to  prac- 
tice in  these  counties  are  eligible  for 
loan  forgiveness.  There  are  some  fifteen 
additional  counties  having  only  one 
physician  for  1 ,400- 1 ,500  people.  Since 
many  physicians  in  these  counties  are 
close  to  retirement  age,  these  counties 
will  soon  become  physician  shortage 
areas  unless  new  physicians  become 
available.  Obviously,  new  monies  will 
be  required  to  extend  the  loan  forgive- 
ness program  beyond  the  initial 
$30,000  funding. 

According  to  Alex  H.  Stewart,  exec- 


utive director  and  secretary  of  the 
Trust,  a number  of  factors  indicate  that 
the  demand  for  loan  forgiveness  will 
increase.  He  points  out  that  several 
years  ago,  students  often  interrupted 
their  medical  training  to  serve  in  the 
armed  forces.  Upon  their  return,  they 
could  qualify  for  government  loans 
which  encouraged  postgraduate  specia- 
lization. 

However,  students  in  current  classes 
have  fewer  opportunities  forG.I.  loans. 
Coupled  with  the  fact  that  tuition  costs 
have  risen,  these  students  are  becoming 
more  willing  to  look  at  rural  and  family 


The  AMA  Clinical  Convention  to  be 
held  at  Anaheim,  California,  December 
1-4,  will  concentrate  on  "New  Dimen- 
sions in  Continuing  Education,"  geared 
toward  the  practicing  physician. 

Thirty  postgraduate  courses  are 
planned  covering  new  techniques  and 
treatments  in  most  major  specialties. 
I here  will  also  be  six  general  scientific 
sessions  in  internal  medicine,  family 
and  general  practice,  psychiatry,  pedi- 
atrics, obstetrics  and  gynecology,  and 
surgery.  Other  highlights  include  a film 
symposium  on  infertility,  a conference 
on  the  current  status  of  Professional 
Standards  Review  Organizations,  and 
scientific  exhibits. 

Two  charter  flights  will  depart  from 
Chicago  and  New  York  on  November 
30,  returning  December  6.  The  special 
fares  include  bus  trip  transportation  be- 
tween Los  Angeles  airport  and 


practice,  which  should  make  more  of 
them  eligible  for  forgiveness  loans. 

The  Trust  reports  that  165  medical 
students  are  presently  receiving 
$167,850  in  loans  and  grants  from  the 
various  funds  of  the  Trust.  In  addition, 
two  children  of  deceased  members  and 
sixty  students  in  the  allied  medical  pro- 
fessions are  receiving  aid  of  $18,1 00. 

Twelve  applications  are  currently 
pending  and  additional  applications  are 
anticipated.  It  is  expected  that  the  total 
student  aid  provided  by  the  Trust  for 
the  1973-74  school  year  will  exceed 
$200,000. 


Anaheim  and  a free  pass  to  the  AMA 
family  night  at  Disneyland. 

The  complete  scientific  program  for 
the  convention  may  be  found  in  the  Oc- 
tober 15  issue  of  JAM  A. 

Further  information  may  be  ob- 
tained by  contacting  the  American 
Medical  Association,  535  N.  Dearborn 
St.,  Chicago,  Illinois  60610.  Tele- 
phone: (312) 751  -6000. 

AMA  schedules  meeting 

The  American  Medical  Association 
will  hold  its  second  International 
Health  Conference  in  Australia  March 
23  to  April  7,  1974. 

A tour  package  is  available  to  AMA 
members  and  their  family  or  guests. 

Further  information  may  be  ob- 
tained by  writing:  Australia  Scientific 
Conference,  America!  Medical  Associ- 
ation. 


Anaheim  site  of  AMA  convention 
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continuing  education 


This  issue  carries  no  education  course  listings.  A comprehensive  list  will  appear  in 
the  December  issue.  If  you  would  like  to  have  a copy  of  the  list  that  was  published  in 
the  last  issue,  or  if  you  wish  a copy  of  the  new  listings  received  since  then,  contact: 
Council  on  Education  and  Science,  Pennsylvania  Medical  Society,  20  Erford  Road, 
Lemoyne,  Pa.  17043. 
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Addresses  House  of  Delegates 

Dr.  Wilde  calls  for  one  level  of  care  for  all 

Ralph  C.  Wilde,  M.D.,  of  Pittsburgh,  newly  installed  president  of  the  Pennsylvania  Medical  Society, 
delivered  his  presidential  address  as  it  appears  here  before  the  1973  Annual  Session  of  the  Society’s 
House  of  Delegates  last  month  at  the  Marriott  Motor  Hotel  in  Philadelphia. 


"It  is  with  a great  deal  more  confidence  that  I stand 
before  the  House  of  Delegates  this  year  than  I did  at  a com- 
parable time  last  year.  I would  classify  last  year  as  a year  of 
surprises.  I was  personally  very  surprised  that  my  nomina- 
tion was  confirmed  by  the  House.  I am  certain  that  you 
were  surprised  that  my  name  was  placed  in  nomination.  It 
seemed  to  me  that  following  the  nomination  speech  1 could 
hear  many  whispered  voices  in  the  audience  say,  “Wilde — 
who  he?"  This  was  most  understandable.  As  you  know,  1 
was  catapulted  into  this  position  only  because  a very 
capable,  able,  dedicated  physician,  who  deserves  to  be 
standing  before  you  today,  was  struck  down  by  a serious 
illness.  For  those  close  friends  of  his  I can  tell  you  that  Dr. 
Fred  Brady  is  doing  reasonably  well  at  the  present  time.  He 
sends  his  best  wishes  to  all  of  you  and  regrets  that  he  cannot 
be  here  actively  participating  in  the  proceedings  of  the 
Pennsylvania  Medical  Society. 

"Although  I embarked  upon  my  year  as  president  elect 
with  some  slight  fear  and  trepidation  because  of  my  relative 
inexperience,  I soon  found  that  I would  have  my  baptism 
under  fire  and  that  the  year  would  prove  to  be  most  produc- 
tive. Let  me  briefly  remind  you  of  some  of  the  highlights  of 
this  past  year.  As  you  know,  the  Board  of  Trustees  at  its 
post  session  meeting  decided  to  send  a letter  to  Governor 
Shapp  requesting  that  he  discharge  the  insurance  commis- 
sioner. This  famous  letter  created  an  immediate  gigantic 
roar  that  was  heard  across  the  Commonwealth.  The  con- 
sumers were  incensed  because  there  was  a possible  stipula- 
tion in  the  letter  that  physicians  would  no  longer  fill  out  the 
necessary  forms  for  welfare  recipients.  Many  members 
within  our  Society  wrote  in  either  supporting  or  denouncing 
the  stand  of  the  Board  of  Trustees.  There  was  about  an 
equal  50-50  distribution  between  those  who  favored  the 
letter  and  those  who  were  upset  that  it  was  sent  without 
thorough  discussion  by  the  full  House  of  Delegates.  All  ele- 
ments of  the  news  media  immediately  grasped  the  issue  as 
one  requiring  full,  widespread  coverage.  Within  twenty-four 
hours  of  returning  to  Pittsburgh  from  Lancaster,  1 was  in- 
volved with  two  radio  news  shows  and  one  television  news- 
cast. In  the  ensuing  months  I had  several  personal  en- 
counters with  the  insurance  commissioner  on  various  televi- 
sion shows.  After  one  of  our  shows  in  Harrisburg  in  the 
spring,  I jokingly  told  the  commissioner  that  I could  see  a 
great  deal  of  benefit  that  came  to  the  medical  society  from 
his  many  attacks  against  the  medical  profession.  I told  him 
that  he  singlehandedly  had  done  more  to  convince  many  of 
our  members  to  abandon  their  complacent  attitude  and 
become  involved  in  the  work  of  the  medical  society.  . .that 
because  of  his  abusive  and  abrasive  tactics,  more  members 
had  contacted  the  Pennsylvania  Medical  Society,  and  more 
members  recognized  that  there  was  a state  medical  society 


to  which  they  could  turn,  to  assist  in  this  conflict.  The  in- 
surance commissioner,  in  his  usual  self-assured  fashion, 
readily  accepted  this  as  a fine  compliment.  It  only  points 
out  that  some  good  comes  from  any  form  of  adversity. 

“There  were  numerous  other  major  events  occurring 
during  this  past  year.  Let  me  mention  just  two  of  them.  As 
you  recall,  Governor  Shapp  came  forward  with  his 
“Comprehensive  Health  Care  Act.”  He  and  Dr.  Leonard 
Bachman  were  most  enthusiastic  about  this  program  when 
they  presented  it  at  the  initial  press  conference.  Any  further 
administrative  enthusiasm  for  the  program  seems  to  have 
disappeared  mainly  because  of  the  strong  objections  voiced 
at  that  time  by  the  Pennsylvania  Medical  Society  and  the 
Hospital  Association  of  Pennsylvania. 

“And  lastly,  let  me  remind  you  that  the  insurance  com- 
missioner did  grant  a rate  increase  to  Pennsylvania  Blue 
Shield.  It,  of  course,  was  only  one-third  of  that  originally 
requested  by  Blue  Shield.  However,  it  was  an  approval  for  a 
rate  increase.  It  also  is  comforting  to  know  that  the  com- 
position of  the  Board  of  Directors  of  Blue  Shield  has 
remained  unchanged. 

"There  are  many  important  subjects  and  issues  to  be  dealt 
with  at  this  meeting  of  the  House  of  Delegates.  I do  not  in- 
tend to  cover  all  of  them.  This  will  be  ably  done  by  the 
various  reference  committees  and  final  recommendations 
returned  to  this  House  of  Delegates.  I do  want  to  focus  in 
on  several  issues  and  give  you  my  own  personal  opinions 
and  recommendations. 

"As  you  well  recognize,  the  implementation  of  PSRO  will 
fall  directly  on  our  shoulders  during  the  coming  year.  With 
all  the  confusion  in  Washington,  with  the  personnel  changes 
occurring  in  the  Department  of  Health,  Education,  and 
Welfare  (HEW),  with  the  power  struggle  that  seems  to  be 
waging  between  HEW  and  the  Social  Security  Administra- 
tion, one  wonders  whether  the  program  will  ever  get  off  the 
ground.  Certainly,  the  Pennsylvania  Medical  Society  has 
demonstrated  its  leadership  in  this  field  in  the  development 
of  the  Medical  Care  Appraisal  Project  and  the  establish- 
ment of  the  Pennsylvania  Medical  Care  Foundation. 
Through  Matt  Marshall’s  leadership  and  vision,  the  Penn- 
sylvania Medical  Care  Foundation  has  been  organized 
along  the  precise  guidelines  as  outlined  in  Senator  Bennett's 
legislation.  Although  our  Foundation  concept  has  been 
favorably  reviewed  by  HEW  officials,  we  are  unable  to  re- 
ceive any  grants  or  funds  to  make  them  operational. 

"Another  major  portion  of  our  efforts  during  the  coming 
year  will  be  directed  toward  the  Department  of  Welfare. 
The  Pennsylvania  Medical  Society  has  long  stated  that  the 
health  care  program  for  the  indigent  members  of  our  Com- 
monwealth is  totally  inadequate  and  unrealistic.  We  believe 
that  there  should  be  one  standard  of  high  quality  care  for  all 
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citizens  of  the  Commonwealth.  Those  patients  who  can  af- 
ford to  should  participate  in  the  payment  for  those  services. 
For  those  patients  who  cannot  afford  it.  then  the  cost  of  this 
medical  care  will  need  to  be  underwritten  by  the  state  and 
federal  government.  The  Department  of  Welfare  agrees 
wholeheartedly  with  our  principals  on  health  care.  Unfortu- 
nately, they  say  that  they  are  not  adequately  funded  for 
these  programs  and  that  we  should  go  to  the  Legislature  for 
additional  funds. 

“They  also  state  that  they  are  trying  to  make  better  use  of 
their  existing  funds.  Consequently  they  instituted  the  pro- 
gram of  Pre-Discharge  Utilization  Review  in  an  attempt  to 
save  money  on  inpatient  hospital  care  so  that  outpatient 
hospital  benefits  and  programs  could  be  further  expanded. 
As  you  know,  physicians  in  Allegheny  County  are  not 
greatly  enamored  by  the  PDUR  program.  They  have  at- 
tempted to  cooperate  in  an  effort  to  see  what  truly  could  be 
accomplished.  They  believe  that  a critique  of  this  program 
is  long  overdue.  The  program  has  been  in  operation  long 
enough  to  know  whether  it  is  indeed  conserving  funds  for 
the  department  and  at  the  same  time  not  depriving  recipi- 
ents of  needed  hospital  care.  We  would  strongly  urge  the 
Department  of  Welfare  to  gather  the  necessary  statistics  in 
the  near  future  and  meet  with  representatives  of  the  Penn- 
sylvania Medical  Society  to  reevaluate  the  entire  program. 
We  still  believe  that  this  type  of  hospital  review  should  be 
structured  along  the  lines  of  the  Pennsylvania  Medical  Care 
Foundation. 

"Pennsylvania  Blue  Shield  has  had  its  problems  this  past 
year.  However,  it  still  continues  to  be  the  best  program  for 
the  largest  number  of  subscribers  throughout  the  state.  Al- 
though this  House  of  Delegates  has  gone  on  record  as 
having  advocated  no  further  fixed  fee  schedules,  I believe 
that  the  current  House  of  Delegates  will  need  to  review  this 
position.  The  leadership  of  Blue  Shield  has  presented  many 
valid  arguments  for  the  institution  of  the  new  Plan  C pro- 
gram. The  program  has  been  studied  very  carefully  by  the 
Council  on  Medical  Service  and  its  subcommittee  on  health 
insurance.  I agree  with  them  that  we  should  approve  the  de- 
velopment of  the  new  Plan  C.  It  would  be  wonderful  to 
have  an  automatic  escalator  clause  in  the  fee  schedule  tied 
to  the  cost  of  living  index.  However,  1 doubt  that  this  will 
be  negotiable  at  the  present  time. 

"I  believe  that  during  the  coming  year  we  should  strive  to 
increase  our  membership  both  at  the  county  and  state  level 
as  well  as  at  the  national  level.  1 believe  that  there  is  a 
sizeable  pool  of  physicians  practicing  in  the  state  who  right- 
fully should  be  members  of  organized  medicine.  I further 
believe  that  we  should  alter  our  bylaws  making  it  manda- 
tory that  members  of  the  county  and  state  organization  also 
be  members  of  the  AMA.  1 recognize  that  when  this  was 
done  in  the  state  of  New  York,  there  was  an  immediate 
drop  in  membership  throughout  the  organization.  I am 
happy  to  state  that  recent  figures  demonstrate  that  most  of 
the  members  have  subsequently  rejoined  the  ranks  of  or- 
ganized medicine. 

"We  in  Pennsylvania  enjoy  a very  unique  position.  We 
are  the  only  state  that  can  boast  of  two  officers  at  the  na- 
tional level.  Dr.  Russell  Roth  is  doing  a most  commendable 
job  as  president  of  the  AMA.  He  adequately  characterizes 
the  AMA  as  an  organization  which  has  become  more 


responsive  and  more  productive  in  recent  years.  We  know 
that  Dr.  William  Rial  will  do  a superb  job  as  vice  speaker  of 
the  House  of  Delegates  of  the  AMA.  1 believe  we  need  to 
demonstrate  to  both  Dr.  Roth  and  Dr.  Rial  that  the  Penn- 
sylvania Medical  Society  is  solidly  behind  them.  This  can 
best  be  done  by  increasing  our  membership  in  the  AMA. 
The  addition  of  a relatively  small  number  of  members  at  the 
AMA  level  will  also  make  us  eligible  for  another  delegate  to 
the  national  meeting. 

“Finally,  I would  like  to  put  in  a plug  for  an  organization 
endorsed  by  the  Pennsylvania  Medical  Society  which  con- 
stantly needs  further  support  by  all  of  our  members.  I refer 
to  the  Pennsylvania  Chapter  of  the  American  Association 
of  Medical  Assistants.  These  are  the  girls  who  do  such  a 
wonderful  job  for  us  in  our  offices.  These  are  the  girls  who 
can  make  our  days  far  more  productive  and  far  less  frus- 
trating. They  are  dedicated  to  supporting  their  employers  in 
the  principles  of  the  Pennsylvania  Medical  Society.  They 
are  not  banded  together  as  a trade  union  or  a collective  bar- 
gaining agency.  They  organize  excellent  educational  pro- 
grams for  their  members  and  even  have  a national  cer- 
tifying board.  The  title  of  CMA  or  Certified  Medical  Assist- 
ant is  greatly  coveted  by  all  of  them.  Unfortunately,  in  spite 
of  its  lofty  objectives  and  its  great  material  benefit  to 
physician  employers,  the  membership  of  this  organization 
has  been  relatively  stable  over  the  past  ten  years.  There  are 
only  about  five  hundred  members  throughout  the  entire 
state.  This  is  a rather  sorrowful  percentage  of  all  of  those 
who  are  eligible  to  join.  I would  urge  that  all  members  of 
the  Pennsylvania  Medical  Society  encourage  their  office  as- 
sistants to  join  this  organization  and  even  offer  to  pay  their 
annual  dues.  This  very  small  investment  will  provide  great 
dividends. 

"This  past  year  has  been  a most  gratifying  one  to  me 
because  of  the  great  dedication  to  organized  medicine  that  I 
have  seen  demonstrated  by  so  many  of  our  members.  1 
believe  that  we  can  all  be  very  proud  of  the  job  that  Bob 
Sanford  has  done  this  past  year  as  president.  He  has  been  a 
most  able  representative  of  Pennsylvania  medicine.  I have 
worked  closely  with  the  Board  of  Trustees  and  the  very 
capable  chairman,  David  Masland.  I can  assure  you  that  the 
operation  of  this  society  is  very  intelligently  and  ably 
carried  on  by  this  board  in  the  interim  between  the  annual 
sessions.  I have  met  with  all  the  major  councils  and  their 
various  subcommittees.  Again,  I am  impressed  with  the 
dedication  and  expertise  with  which  all  of  these  physician 
colleagues  function.  This  Society  is  great  only  because  of 
the  collective  actions  of  many  members  representing  all  seg- 
ments of  medicine  and  all  geographic  areas  of  the  state.  Fi- 
nally, I must  give  credit  to  our  excellent  staff  at  the 
headquarters  building.  Our  Executive  Vice  President,  John 
Rineman,  and  his  entire  staff  keep  everything  moving  along 
smoothly  and  expeditiously  at  that  gray  building  down  on 
Erford  Road.  I look  forward  to  the  coming  year  with  a 
great  deal  of  anticipation  and  dedication.  I recognize  with 
all  humility  the  tremendous  responsibility  that  will  soon  be 
placed  upon  my  shoulders.  I know  that  with  the  continued 
total  cooperation  of  all  the  members  that  we  will  be  able  to 
continue  our  job  for  the  Medical  Society,  which  is  namely 
the  delivery  of  better  and  better  medical  care  to  our  pa- 
tients.” 
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Carry  out  the  consultant’s  recommendations! 


LEIF  C.  BECK,  LL.B. 
Bala  Cynwyd 


Last  month's  article  described  the  format  of  a "general 
practice  survey”  and  then  gave  some  examples  of  common 
recommendations  arising  from  them.  It  probably  struck 
many  readers  that  those  suggestions  should  normally  be 
self-evident  enough  not  to  require  an  outsider's  effort.  Nev- 
ertheless, the  suggestions  do  seem  well-appreciated,  in- 
dicating that  they  probably  would  not  have  come  to  light 
had  a consultant  not  made  them.  Perhaps  this  simply  proves 
the  old  saying  that  a person  is  often  unable  to  recognize  his 
own  weaknesses. 

It  is  one  thing  to  recognize  what  improvements  should  be 
made,  but  it  is  a still  more  difficult  thing  to  actually  carry 


flow  of  patients  by  the  receptionist's  desk  in  such  practices 
particularly  leads  the  doctors  to  disclaim  any  real  opportu- 
nity to  collect  fees  when  services  are  rendered  or  even  to 
keep  account  postings  up  to  date.  Whereas  computer  billing 
systems  or  semi-automated  posting  machines  are  sometimes 
the  answer,  a far  cheaper  system  should  be  the  first  and 
often  adequate  step. 

A peg-board  billing  system  is  simply  a “one  write” 
method  by  which  a bill  or  receipt,  patient  ledger  card,  and 
daily  log  sheet  can  be  prepared  by  the  receptionist  in  a 
single  operation.  Its  principle  is  based  upon  the  use  of 
carbon  paper — the  three  items  are  prepared  simultaneously 


This  is  the  second  in  a series  of  articles  on  general  practice 
surveys.  Bookkeeping,  collections,  fee  schedules,  and  office 
space  are  discussed  in  this  issue.  Last  month’s  article  con- 
cerned personnel  management,  patient  relations,  general  prac- 
tice management,  and  partnership  or  corporate  structure. 


them  out.  In  this  respect,  well-reasoned  suggestions  coming 
from  an  outsider  who  has  dealt  with  similar  practices  may 
more  likely  result  in  action.  This  is  true  particularly  if  sev- 
eral partners  are  involved  where  the  independent  consult- 
ant can  collect  all  points  of  view  and  frame  his  conclusions 
to  the  variety  of  individuals  involved. 

Even  so,  a medical  management  consultant  fears  writing 
a useful  report  only  to  learn  months  later  that  his  ideas  have 
not  yet  been  implemented.  A general  practice  survey  carries 
no  obligation  on  either  side  to  continue  the  relationship,  yet 
if  the  consultant  can  help  translate  the  ideas  into  action  his 
clients  should  take  advantage  of  the  opportunity.  Sometimes 
this  results  in  specific  assignments  to  follow  up  on  portions  of 
the  survey,  while  other  times  it  simply  calls  for  short,  period- 
ic revisits  to  update  and  check  on  matters. 

The  examples  last  month  involved  matters  of  personnel 
management,  patient  relations,  general  practice  finances, 
and  partnership  or  corporate  structure.  Several  other  areas 
of  importance  to  physicians  also  tend  to  appear  repeatedly, 
and  they  are  briefly  described  below  in  the  same  hope  that 
they  will  help  some  doctors  help  themselves. 

Bookkeeping  Matters 

Peg-Board  Systems — High  volume  practices  of  one  to  five 
doctors  often  have  difficulties  obtaining  prompt  but  accu- 
rate bookkeeping  for  patient  charges  and  payments.  The 

Mr.  Beck  is  President  of  Management  Consulting  for 
Professionals,  Inc.  of  Bala  Cynwyd,  Pennsylvania. 


by  laying  one  over  the  other  and  writing  the  information 
once.  Not  only  is  such  a system  obviously  efficient — it  is  as 
nearly  embezzlement-proof  as  one  can  make  the  variety  of 
steps  involved. 

The  peg-board  idea  applies  equally  to  check-writing 
where  a bookkeeper  must  otherwise  write  the  check,  insert 
the  same  information  on  the  check  stub,  and  again  put  the 
data  onto  a ledger  sheet  for  accounting  breakdowns.  All 
three  steps  can  be  accomplished  at  once  with  a peg-board 
check-writing  system,  which  has  the  additional  advantage  of 
making  the  various  steps  self-checking  for  accuracy. 

Peg-board  systems  are  available  at  reasonable  costs  from 
a number  of  business  form  suppliers.  The  materials  can  be 
printed  to  whatever  specifications  suit  the  particular  prac- 
tice. The  advantages  of  these  systems  are  surely  worth  their 
moderate  cost. 

Monthly  Financial  Information — Even  two  and  three  man 
practices  are  "big"  businesses  in  terms  of  dollar  volume.  Yet 
so  many  doctors  have  no  idea  of  their  office's  financial 
standing  except  on  an  annual  or  semi-annual  basis.  Further- 
more, even  the  financial  reports  prepared  by  a practice's 
outside  accountants  are  all  too  often  “ancient  history”  by 
the  time  they  become  available. 

1 urge  most  practices  to  develop  a system  of  producing 
monthly  financial  information  in  simple,  concise  form 
within  ten  to  fifteen  days  after  each  month  ends.  Such  a 
system  can  be  accomplished  by  the  office  staff  and  does  not 
require  an  independent  accountant's  attention.  The  purpose 
is  to  obtain  general  information  as  to  trends  or  problems 
rather  than  technical  perfection.  The  independent  accoun- 
tant should,  of  course,  prepare  his  periodic  reports  in  the 
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same  manner  as  always  and  should  help  assure  that  the 
bookkeeper  prepares  the  interim  monthly  reports  properly. 

These-  monthly  reports  have  innumerable  uses.  They 
permit  early  observation  of  trends  as  to  overhead,  collection 
problems,  shifts  in  work  patterns,  and  the  like.  Similarly 
they  help  incorporated  practices  predict  as  early  as  possible 
whether  the  income  will  far  exceed  the  doctors'  compensa- 
tion levels  and  what  steps  might  be  taken  to  reduce  the 
problem.  If  the  practice  is  unincorporated,  the  monthly  in- 
formation helps  a doctor  notice  trends  in  his  annual  income 
so  he  may  accurately  estimate  his  income  tax  burden  as  the 
year  progresses. 

Third  Party  Insurance  Billing— Perhaps  because  insurance 
billing  is  considered  "assured"  income,  some  practices  let 
the  actual  preparation  of  the  Blue  Shield,  medicare,  and 
other  third  party  forms  fall  far  into  arrears.  This  not  only 
delays  the  receipt  of  income,  it  also  drastically  increases  the 
likelihood  of  failure  to  collect  it  at  all — either  because  of 
resulting  confusion  in  preparing  forms  or  else  because  of 
late  filing. 

A practice  should  thus  establish  a virtually  inflexible  rule 
that  third  party  insurance  billings  may  never  fall  more  than 
one  week  behind  the  services  rendered.  Furthermore,  if  the 
forms  are  lagging  behind  that  goal  the  office  must  give  im- 
mediate priority  to  catching  up.  Where  practices  1 survey 
are  far  behind  the  goal,  I simply  urge  a “crash  program"  to 
catch  up — using  overtime  work  and  extra  secretarial  assist- 
ance as  much  as  necessary. 

Third  party  form  preparation  is  a particular  example  of 
the  advantages  of  specialization,  for  one  aide  (or  several 
designated  aides)  should  be  specifically  responsible  for  the 
work.  One  such  person  tends  to  learn  what  each  insurer 
requires  on  its  forms,  speeding  up  processing  and  payment, 
and  that  aide  will  often  develop  a rapport  with  the  insurer's 
claims  processors  to  the  doctor's  advantage.  Similarly,  she 
will  be  directly  responsible  for  the  work,  making  it  simpler 
to  enforce  the  suggested  one-week  filing  rule. 

Collection  Matters 

Collection  at  the  Source — Almost  no  practice  has  any  valid 
excuse  for  failing  to  collect  a significant  percentage  of  its 
small,  uninsured  fees  immediately  after  the  services  are  ren- 
dered. As  a general  rule,  I urge  offices  to  collect  at  least  50 
percent  of  all  its  non-third  party  income,  although  the  cri- 
teria obviously  varies  according  to  the  type  of  practice. 
Some  practices  can  collect  far  more  than  50  percent  “over- 
the-counter.’’ 

Doctors  often  protest  that  their  patients  will  not  accept 
pressures  to  pay  when  leaving  the  office  or  that  such  a poli- 
cy is  “unprofessional.”  These  arguments  are  simply  not 
true,  and  I have  practices  from  all  ranges  of  economic  envi- 
ronments to  prove  it.  The  policy  will  work  virtually  any- 
where if  the  doctor  or  advisor  trains  his  receptionist  proper- 
ly and  if  attention  is  given  to  her  success  or  failure  from 
month  to  month. 

The  results  of  collection  at  the  source  are  obvious.  Such 
collections  are  100  percent  collections  with  no  costs  of 
billing — not  even  postage.  Since  most  of  the  bills  collected 
this  way  are  the  more  numerous  smaller  bills,  the  strain  on 
office  preparation  of  monthly  patient  bills,  on  follow-up 
collection  efforts  and  the  like  are  drastically  reduced.  Final- 


ly, these  collections  result  in  immediate  cash,  thus  dras- 
tically improving  the  practice's  cash  flow. 

Systematic  Follow-Up  on  Overdue  Accounts — Surveyed 
practices  often  report  that  some  accounts  are  six,  nine,  or 
even  twelve  months  old.  Sometimes  little  has  been  done  to 
collect  these  stale  debts  except  to  continue  the  monthly 
billing  process.  The  fault  of  this  situation  usually  lies  with 
the  doctor,  often  in  his  failure  to  provide  a specific  program 
of  effective  collection  approaches  for  his  aides  to  follow. 

The  collection  program  should  be  set  out  in  writing  so 
each  step  will  be  taken  automatically  by  the  bookkeeper, 
without  her  awaiting  the  doctor's  individual  decisions.  The 
system  should  start  early  enough  (usually  45  days  after  the 
first  billing)  and  mildly  enough  that  patient  goodwill  might 
be  retained.  At  this  stage,  the  bookkeeper  can  usuallv  find 
out  if  there  are  any  unusual  circumstances  (potential  mal- 
practice action,  legitimate  inability  to  pay,  etc.)  justifying 
nonpayment.  Assuming  no  such  problem  exists,  the  next 
collection  steps  should  proceed  according  to  the  pre-ar- 
ranged schedule  with  increasing  severity  and  without  the 
doctor's  interference.  FI  is  concern  should  be  that  the  system 
works  and  is  being  followed  properly,  not  the  individual  ac- 
counts handled  within  it. 

Daily  Deposit  of  Receipts — All  moneys  collected  each  day, 
whether  cash  or  checks,  should  be  deposited  the  same  day. 
This  provides  protection  against  loss  by  theft  or  office  fire, 
and  it  also  is  a restraint  upon  potential  embezzlement.  Fur- 
thermore, from  an  accounting  and  tax  auditing  standpoint, 
the  immediate  deposit  of  all  moneys  received  is  quite  im- 
portant. 

In  suggesting  this  rule,  I also  urge  a doctor  to  avoid  using 
cash  receipts  either  as  his  source  of  pocket  spending  money 
or  as  the  office's  source  of  petty  cash.  In  each  case,  a check 
should  be  written  for  the  cash  in  order  to  establish  an  exact 
accounting  of  the  practice's  income,  expenses,  and 
drawings.  Compromises  on  this  principle  can  cause  dif- 
ficulties far  beyond  the  apparent  inconveniences  it  might 
cause. 

Fee  Schedules 

Care  in  Raising  Fees — A surprising  number  of  doctors 
continue  to  believe  they  are  no  longer  subject  to  federal 
controls  as  to  their  fees.  This  is  simply  not  so,  for  in  fact 
health  providers'  prices  (fees)  have  been  subject  to  strict 
controls  continuously  since  August  13,  1971.  Since  I am 
aware  of  more  than  a half  dozen  price  and  wage  control 
audits  performed  by  Internal  Revenue  Service  agents,  gen- 
erally on  a random  basis,  my  concern  over  this  situation  is 
more  than  academic. 

A medical  practice  is  subject  to  three  separate  and  often 
very  confusing  restrictions  as  to  any  fee  increases:  (1)  The 
increases  can  not  increase  gross  income  more  than  2.5  per- 
cent per  year  cumulatively  (7.5  percent  starting  January  1, 
1974,  if  there  have  been  no  prior  increases);  (2)  They  must 
not  increase  the  practice's  “profit  margin”;  and  (3)  They 
must  not  exceed  the  increases  in  expenses  since  January  1, 
1971.  All  three  rules  must  be  satisfied  before  any  fee 
increase  is  legal,  a fact  of  which  many  doctors  and  their  ad- 
visors have  been  unaware. 

( Continued  on  page  52 ) 
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CLINICAL  CONSIDERATIONS: 
Description  VALISONE  products  contain 
betamethasone  valerate  (9-fluoro-i  i„ , 17,21- 
m hydroxy- 1 6^  “methylpregna-i,4-diene-3)2o 
dione  17-valerate).  Each  gram  of  VALISONE 
Cream  0.1%  contains  1.2  mg.  betamethasone 
valerate  (equivalent  to  1.0  mg.  betamethasone) 
in  a soft,  white,  hydrophilic  cream  of  water; 
mineral  oil,  petrolatum,  polyethylene  glycol  1000 
monocetyl  ether;  cetostearyl  alcohol,  monobasic 
sodium  phosphate,  and  phosphoric  acid;  4- 
chloro-m-cresol  is  present  as  a preservative.  Each 
gram  of  VALISONE  Ointment  0.1%  contains 
1.2  mg.  betamethasone  valerate  (equivalent  to 
I-0  mg-  betamethasone)  in  an  ointment  base  of 
liquid  and  white  petrolatum,  and  hydrogenated 
lanolin.  VALISONE  Cream  and  Ointment 
contain  no  para  be  ns. 

Indications  VALISONE  Cream  and 
Ointment  are  indicated  for  the  relief  of  the 
inflammatory  manifestations  of  corticosteroid- 
responsive  dermatoses. 

Contraindications  VALI SONE  Cream  and 
Ointment  are  contraindicated  in  vaccinia  and 
varicella.  Topical  steroids  are  contraindicated  in 
those  patients  with  a history  of  hypersensitivity 
to  any  of  the  components  of  the  preparation. 
Precautions  If  irritation  develops  with  the 
use  of  VALI  SONE  Cream  or  Ointment, 
treatment  should  be  discontinued  and 
appropriate  therapy  instituted.  In  the 
presence  of  an  infection,  the  use  of  an  appro- 
priate antifungal  or  antibacterial  agent  should  be 
instituted.  If  a favorable  response  does  not 
occur  promptly,  the  corticosteroid  should  be 
discontinued  until  the  infection  has  been  ade- 
quately controlled.  If  extensive  areas  are  treated 
°f  if  the  occlusive  technique  is  used,  the  pos- 
sibility exists  of  increased  systemic  absorption  of 
the  corticosteroid  and  suitable  precautions  should 
be  taken.  Although  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect  on  preg- 
nancy, the  safety  of  their  use  in  pregnant  females 
has  not  been  absolutely  established.  Therefore, 
they  should  not  be  used  extensively  in  pregnant 
patients,  in  large  amounts,  or  for  prolonged 
periods  of  time.  VALISONE  Cream  and  Oint- 
ment are  not  for  ophthalmic  use. 

Adverse  Reactions  The  following  local 
adverse  reactions  have  been  reported  with 
topical  corticosteroids:  burning,  itching, 
irritation,  dryness,  folliculitis,  hypertrichosis, 
acneform  eruptions,  and  hypopigmentation.  The 
following  may  occur  more  frequently  with 
occlusive  dressings  than  without  such  therapy: 
maceration  of  the  skin,  secondary  infection, 
skin  atrophy,  striae,  and  miliaria. 

Dosage  and  Administration  Apply  a thin 
film  of  VALISONE  Cream  or  Ointment  to  the 
affected  skin  areas  one  to  three  times  a day. 

Clinical  studies  of  VALISONE  have  indicated 
that  dosage  only  once  or  twice  a day  is  often 
feasible  and  effective.  AUGUST  1972 
For  more  complete  details,  consult  Schering 
literature  available  from  your  Schering 
Representative  or  Professional  Services 
Department,  Schering  Corporation, 
Kenilworth,  New  Jersey  07033. 

References:  f 1)  Files  of  Headquarters  Medical  Research 
Division,  Schering  Corporation.  {2)  Carter,  V.  H.,  and 
Noojtn,  R.  0.:Curr.  Therap.  Res.  9:253,  1967.  (3)  Falk,  M.  S.: 

C.utis  2:/ 88,  1966.  (4J  Goldblum,  R.  U7.:  Pennsylvania  Med. 

69:50,  1966.  (5)  Ntennan,  M.  M.  :J.  Indiana  M.  A.  10 :1184, 

1966.  (6)  Zimmerman,  E.  H.:Arch.  Dermal.  95:514,  1967. 
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Tablets 


Android-10  Tablets  Android-5 

Methyltestosterone  N.F.  -25  10,5  n 


Buccal 


For  tfie  treatment  of  impotence  due  to  androgenic  deficiencyln 

M«U»Wandrost-4-«0.J-oV“  ACTION^ Melhyltesfostsrone  neryouT' mental phySlcsI^clMtf  °'lncref.asi.n9  ,he  continued.  ADVERSE  REA 

Is  an  oil  soluble  androgenic  hprmone.  INDICATIONS-  In  tient's  carrtinu**,-,  if.  phy®  °®  aci!^!l£i  beyond  the  pa-  Oligospermia  and  decrees 

the  male:  1.  Eunuchoidism  and  eunichlsm.  2.  MaVe  c'i  *<»"I1AIN0IC«(TI0I»S  calcemia  particularly  in  , 

macteric  symptoms  when  these  are  secondary  to  andro-  cinoma  of  ?ht  o?n«f»t.  Id  known  SU8peC,.,ed  car*  carcinoma.  This  usually 

gen  deficiency.  3.  Impotence  due  to  androgenic  deficien-  breast  Contraindicated  l^fhe  nr^'en"0"^  ' ® r®'®  me,aslases  * Sodium  ant 

cy.  4.  Postpuberal  cryptorchidism  with  evidence  of  hypo-  damage  WARNINGS-  h i?,  ‘ ..  1 severe  liver  Virilization  In  female  patie 

,9Pna?lm;. Choles,atic  t'epa,i,ls  w"h  Jaundice  and  altered  s,ve  sexual  stimulation  SevetLT  *CVl  ?omas,ia  DOSAGE  AND  A 


MtacUaa-t&sis,  such  as  increased  BSP  retention  and 
rises  in  SGOT  levels,  have  been  reported  after  Methyltes- 
tosterone. These  changes  appear  to  be  related  to  dosage 
of  the  drug.  Therefore,  in  the  presence  of  any  changes  in 
liver  function  tests,  drug  should  be  discontinued.  PRE- 
CAUTIONS: Prolonged  dosage  of  androgen  may  result  in 
sodium  and  fluid  retention.  This  may  present  a problem, 
especially  in  patients  with  compromised  cardiac  reserve 
or  renal  disease  In  treating  males  for  symptoms  of  cli- 


Write  for  Literature  and  Samples 


<5«3BE>  the  BROWN  PHARMACEUTICAL  CO.,  INC.  2500 


West  6th  St.,  Los  Angeles,  CA  90057 


adjunctive 
therapy 
for  wound 
debridement 


HELPS  TO  REMOVE: 

• Necrotic  Tissue 

and  Associated  Odor 

HELPS  PREPARE 
WOUND  FOR: 

• Granuiation/Healing 

• Granulation/Grafting 


CLEANSE  WOUND 

Thoroughly  cleanse  and 
irrigate  wound  area  with 
sodium  chloride  or  water 
solutions.  Wound  MUST 
be  cleansed  of 
antiseptics  or  heavy- 
metal  antibacterials. 


THOROUGHLY  MOISTEN 

Thoroughly  moisten 
wound  area  either 
through  tubbing, 
showering,  or  wet  soaks 
(e.g.,  sodium  chloride  or 
water  solutions). 


APPLY  ENZYME 

Apply  a layer  of  TRAVASE 
Ointment.  Assure  intimate 
contact  with  necrotic 
tissue  and  complete 
wound  coverage. 


APPLY  MOIST  DRESSING 

Apply  loose  moist 
dressings  (most 
important  with  dry 
leathery  eschar). 


CHANGE  DRESSINGS 

When  changing  dressing, 
gently  wipe  away  the 
dissolved  material. 
Repeat  the  procedure, 
including  application  of 
TRAVASE  Ointment, 

3 to  4 times  per  day  for 
best  results. 


Travase  Ointment 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOl  LABORATORIES.  INC 

Deerfield,  Illinois  60015 


brand  of  Sutilains 


Please  see  next  page  for  prescribing  information. 


Travase  Ointment  brand  of  Sutilains 


ulcers 


TERRY  V.  CARLE,  M.D.,  CLINICAL  INSTRUCTOR,  DEPT.  OF  PHYS.  MED  & REHAB  . 
CRAIG  REHABILITATION  HOSPITAL,  UNIVERSITY  OF  COLORADO 


After  nine  days  of  TRAVASE  therapy,  debridement 
is  nearly  complete  and  granulation  evident. 


Before  treatment,  necrotic  matter  coated  the 
inner  surfaces  of  this  decubitus  ulcer. 


DALE  B.  DUBIN,  M.D.,  DIPLOMATE. 

AMERICAN  BOARD  OF  PLASTIC  SURGERY,  TAMPA,  FLORIDA 


Before  treatment ...  48  hours  following  treatment  with  TRAVASE 

Ointment  on  right  hand;  left  hand  is  control. 


Travase"  Ointment 

(brand  of  Sutilains) 

Indications:  For  wound  debridement,  TRA- 
VASE Ointment  is  indicated  as  an  adjunct 
to  established  methods  of  wound  care  for 
biochemical  debridement  of  the  following 
lesions: 

Second  and  third  degree  burns, 

Decubitus  ulcers, 

Incisional,  traumatic,  and 
pyogenic  wounds, 

Ulcers  secondary  to  peripheral 
vascular  disease. 

Contraindications:  Application  of  TRAVASE 
Ointment  is  contraindicated  in  the  following 
conditions: 

Wounds  communicating  with  major  body 
cavities, 

Wounds  containing  exposed  major  nerves 
or  nervous  tissue, 

Fungating  neoplastic  ulcers, 

Wounds  in  women  of  child-bearing 

potential — because  of  lack  of  laboratory 
evidence  of  effects  of  TRAVASE  upon 
the  developing  fetus. 


Warning:  Do  not  permit  TRAVASE  Ointment 
to  come  into  contact  with  the  eyes.  If  con- 
tact is  made,  immediately  rinse  with  copious 
amounts  of  water,  preferably  sterile. 

Precautions:  A moist  environment  is  essen- 
tial to  optimal  activity  of  the  enzyme.  En- 
zyme activity  may  also  be  impaired  by  cer- 
tain agents  (see  package  insert).  Although 
there  have  been  no  reports  of  systemic 
allergic  reaction  in  humans,  studies  have 
shown  that  there  may  be  an  antibody  re- 
sponse in  humans  to  absorbed  enzyme 
material. 

Adverse  Reactions:  Consist  of  mild,  tran- 
sient pain,  paresthesias,  bleeding  and  tran- 
sient dermatitis.  Pain  usually  can  be 
controlled  by  administration  of  mild  anal- 
gesics. Side  effects  severe  enough  to  warrant 
discontinuation  of  therapy  occasionally 
have  occurred. 

If  bleeding  or  dermatitis  occurs  as  a result 
of  the  application  of  TRAVASE  Ointment, 
therapy  should  be  discontinued.  No  systemic 
toxicity  has  been  observed  as  a result  of  the 
topical  application  of  TRAVASE  Ointment. 


DOSAGE  AND  ADMINISTRATION:  STRICT 

ADHERENCE  TO  THE  FOLLOWING  IS  RE- 
QUIRED FOR  EFFECTIVE  RESULTS  OF 

TREATMENT: 

1.  Thoroughly  cleanse  and  irrigate  wound 
area  with  sodium  chloride  or  water 
solutions.  Wound  MUST  be  cleansed  of 
antiseptics  or  heavy-metal  antibacterials 
which  may  denature  enzyme  or  alter 
substrate  characteristics  (e.g., 
hexachlorophene,  silver  nitrate, 
benzalkonium  chloride,  nitrofurazone, 
etc.). 

2.  Thoroughly  moisten  wound  area  either 
through  tubbing,  showering,  or  wet  soaks 
(e.g.  sodium  chloride  or  water  solutions). 

3.  Apply  TRAVASE  Ointment  in  a thin  layer 
assuring  intimate  contact  with  necrotic 
tissue  and  complete  wound  coverage 
extending  'A  to  V2  inch  beyond  the  area 
to  be  debrided. 

4.  Apply  loose  wet  dressings. 

5.  Repeat  entire  procedure  3 to  4 times  per 
day  for  best  results. 

FLINT  LABORATORIES 

DIVISION  OF  TRAVENOl  LABORATORIES.  INC 

Deerfield,  Illinois  60015 


Maybe  the  patient’s  self-diagno- 
sis is  right.  He  could  have  hay 
fever.  But  that  bright  red  nasal 
mucosa,  along  with  the  thick  dis- 
charge and  excoriation  around 
the  nares,  strongly  suggests  that 
the  main  problem  is  a cold.  Hay 
fever  or  another  form  of  allergic 
rhinitis  may  or  may  not  he  an 
underlying  factor. 


If  a complete  history  and  ex- 
amination rule  out  allergic  rhini- 
tis, the  long-term  outlook  will  he 
a lot  more  favorable  than  his 
own  “diagnosis”  would  have  in- 
dicated. 

But  rig  lit  now,  whether  he’s 
got  allergic  rhinitis  or  a cold,  lie’s 
suffering  from  the  same  irritat- 


ing symptoms  of  drip,  congestion 
and  stuffiness.  Try  DlMETAPP 
EXTENTABS®.  They’re  formulated 
to  relieve  these  symptoms  with- 
out much  chance  of  causing 
drowsiness  or  overstimulation. 
Your  patients  will  appreciate  the 
24-hour  relief  they  can  get  from 
just  one  tablet  every  12  hours. 


CWor 


Attergy? 


Whether  it’s  a cold  or  an  allergy,  Dimetapp  Extentabs®  effectively  relieve  stuffiness,  drip  and  congestion. 


INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller- 
gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 
drip. 

CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  1 2 years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 


and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient’s  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CNS  depressants 

EHnwtapp 

Dimetane®  (brompheniramine  maleate), 
12  mg.;  phenylephrine  HCI,  15  mg.; 
phenylpropanolamine  HCI,  15  mg. 


such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis, 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria.  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  distress 
® HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  100  and  500. 
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A.  H.  Robins  Company,  Richmond.  Va.  23220 


when  pain  goes  on...  and  on...  and  on 


1 

0 

M 

For  the  patient  with  a terminal  illness,  PAIN  past, 
present,  and  future  can  dominate  his  thoughts 
until  it  becomes  almost  an  obsession.  The  more  he 
is  aware  of  the  pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  memory  of  yester- 
day’s pain,  and  to  allay  his  fearful  anticipation 
of  tomorrow’s  pain. 

Surely  the  last  thing  this  patient  needs  is  an 
analgesic  containing  caffeine  to  stimulate  the 
senses  and  heighten  pain  awareness.  A far  more 
logical  choice  is  Phenaphen  with  Codeine.  The 
sensible  formula  provides  Va  grain  of  phenobarbital 
to  take  the  nervous  "edge”  off,  so  the  rest  of  the 
formula  can  help  control  the  pain  more  effectively. 
Don’t  you  agree,  Doctor,  that  psychic  distress 
is  an  important  factor  in  most  of  your  terminal 
and  long-term  convalescent  patients? 


the  analgesic  formula  that  calms  instead  of  caffeinates 

Phenaphen 
with  Codeine 


Phenaphen  with  Codeine  No  2,  3.  or  4 contains  Phenobarbital  (Vt  g r.) . 16  2 mg.  (warning 
may  be  habit  forming);  Aspirin  (2Vj  gr ).  162.0  mg  ; Phenacetin  (3  gr.).  194,0  mg  ; Codeine 
phosphate,  Vt  gr.  (No  2).  Vi  gr.  (No  3)  or  1 gr  (No  4)  (warning  may  be  habit  forming) 
Indications:  Provides  relief  in  severer  grades  of  pain,  on  low  codeine  dosage, 
with  minimal  possibility  of  side  effects.  Its  use  frequently  makes  unnecessary 
the  use  of  addicting  narcotics.  Contraindications:  Hypersensitivity  to  any  of 
the  components  Precautions:  As  with  all  phenacetin-containing  products, 
excessive  or  prolonged  use  should  be  avoided  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur.  Dosage: 
Phenaphen  No.  2 and  No.  3 — 1 or  2 capsules  every  3 to  4 hours  as  needed: 
Phenaphen  No.  4 — 1 capsule  every  3 to  4 hours  as  needed.  For  further  details 
see  product  literature. 

/jjj  Phenaphen  with  Codeine  is  now  classified  in  Schedule  III,  Controlled  Sub- 
v-  stances  Act  of  1970.  Available  on  written  or  oral  prescription  and  may  be 
refilled  5 times  within  6 months,  unless  restricted  by  state  law. 


A,  H Robins  Company,  Richmond,  Va 
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1;  Are  your  primary  limits  of  liability 
high  enough  to  protect  you  ? 

2.  Are  you  protected  for  risks  not  covered  in  standard 
primary  personal  liability  policies? 

3.  Does  your  Professional  and  Personal  Liability  Insurance  Program 
give  you  all  the  coverage  you  need  ? 

4.  Are  you  sure  you  don’t  have  too  little  protection  for  some 
risks  and  too  much  for  others  ? 

If  your  answer  is  no  to  any  one  of  the  above  questions  . . . 
you  need  $1,000,000  worth  of  protection  with  a 
Personal/Professional  Umbrella  Liability 
Insurance  Policy. 

This  Excess  Liability  Insurance 
Program  does  not  affect  your  present 
primary  liability  coverage  with  your 
Agent/ Broker  or  Insurance  Company. 


Please  send  me  an  application  for 
the  $1,000,000  Personal/Profes- 
sional Umbrella  Liability  Policy. 


Name 

Office  Address. 


THE  PERSONAL 
PROFESSIONAL 
UMBRELLA  LIABILITY 
INSURANCE  PROGRAM  HAS 
BEEN  ENDORSED 
BY  THE  PENNSYLVANIA 
MEDICAL  SOCIETY 


ADMINISTRATOR 


City. 


MEXkNDER 
KGENCY  NC 


INSURANCE  WORLD-WIDE  SINCE  1853 
Union  Bank  Building,  Pittsburgh,  PA.  15222 


State Zip 

Telephone 

Mail  to:  ALEXANDER  AGENCY,  INC. 

Union  Bank  Building,  Pittsburgh,  PA.  15222 


new  members 


LAWRENCE  COUNTY: 

Kamel  P.  Wadhwa,  M.D.,  514  Temple  Building,  New  Castle 
16101. 


LEHIGH  COUNTY: 

George  W.  McGinley,  M.D.,  501  N.  17th  St.,  Allentown  18104. 


MERCER  COUNTY: 

Vincent  A.  Sanderson,  M.D.,  955  Forest  Lane,  Sharpsville 
16150. 


PHILADELPHIA  COUNTY: 

Louis  Goren,  M.D.,  4916  Monument  Rd.,  Philadelphia  19131. 

Stuart  J.  Hulnick,  M.D.,  3433  N.  Broad  St.,  Philadelphia  19140. 

Young  C.  Kauh,  M.D.,  5800  Ridge  Ave.,  Philadelphia  19128. 

John  M.  Lawlor,  M.D.,  511  E.  Gorgas  Lane,  Philadelphia  19119. 

Nella  N.  Nimbkar,  M.D.,  51  N.  39th  St.,  Philadelphia  19104. 

Hyung  K.  Park,  M.D.,  8815  Germantown  Ave.,  Philadelphia 
19118. 

Jerome  J.  Vernick,  M.D.,  2821  Midvale  Ave.,  Philadelphia 
19129. 

Alfonso  M.Y.  Wong,  M.D.,  9601  Ashton  Rd.,  No.  12, 
Philadelphia  19114. 

Sinha  Ramananda,  M.D.,  Albert  Einstein  Medical  Center, 
Northern  Division,  Philadelphia  19141. 

Candadai  S.  Rangarathnam,  M.D.,  1025  Walnut  St., 

Philadelphia  19107. 

Theodore  Rodman,  M.D.,  3401  N.  Broad  St.,  Philadelphia 
19140. 

James  M.  Roseman,  M.D.,  Hospital  of  the  University  of  Penn- 
sylvania, Philadelphia  19104. 

Milton  J.  Sands,  M.D.,  247  E.  Gravers  Lane,  Philadelphia 
19118. 

Naresh  C.  Saxena,  M.D.,  250  Beverly  Blvd.,  Upper  Darby 
19082. 

Lawrence  Schaffzin,  M.D.,  8815  Germantown  Ave.,  Philadel- 
phia 19118. 

Allen  R.  Serviss,  M.D.,  3401  N.  Broad  St.,  Philadelphia  19140. 

Ruth  E.  Wharton,  M.D.,  2401  Pennsylvania  Ave.,  Philadelphia 
19130. 

Harry  W.  Wilcke,  M.D.,  22  Harding  Ave.,  Hatboro,  Pa.  19040. 

Leonard  D.  O.  Winegrad,  M.D.,  27  Edgemore  Rd.,  Cheltenham 
19151. 

Hyum  Soo  Yoo,  M.D.,  North  East  Community  Mental  Health 
Center,  Roosevelt  Blvd.  and  Adams  Ave.,  Philadelphia 
19124. 


WARREN  COUNTY: 

Hae  Jin  Chung,  M.D.,  P.O.  Box  240,  Warren  16365. 

Ramon  Elvir,  M.D.,  209  N.  State  St.,  Warren  16365. 

Ernest  J.  Fogel,  Jr.,  M.D.,  104  Woods  Rd.,  North  Warren  16365. 


WESTMORELAND  COUNTY: 

Arthur  E.  Barnes,  II,  M.D.,  1260  Martin  Ave.,  New  Kensington 
15068. 

John  M.  Rathgeb,  M.D.,  622  N.  Main  St.,  Greensburg  15601. 
Milton  J.  Menchey,  M.D.,  757  Colonial  Ave.,  York  17403. 


YORK  COUNTY: 

Donald  C.  Steckel,  M.D.,  R.D.  4,  Forest  Hills,  Red  Lion  17356. 
John  W.  Tull,  M.D.,  469  W.  Market  St.,  York  17404. 


PROLOID®  (thyroglobulin) 

Caution:  Federal  law  prohibits  dispensing  without 
prescription. 

Description.  Proloid  (thyroglobulin)  is  obtained 
from  a purified  extract  of  frozen  hog  thyroid. 
It  contains  the  known  calorigenically  active 
components,  Sodium  Levothyroxine  (T<)  and 
Sodium  Liothyronine  (T3).  Proloid  (thyroglobu- 
lin) conforms  to  the  primary  USP  specifications 
for  desiccated  thyroid— for  iodine  based  on 
chemical  assay— and  is  also  biologically  as- 
sayed and  standardized  in  animals. 

Chromatographic-analysis  to  standardize  the 
Sodium  Levothyroxine  and  Sodium  Liothyro- 
nine content  of  Proloid  (thyroglobulin)  is  rou- 
tinely employed. 

The  ratio  of  T4  and  T3  in  Proloid  (thyroglob- 
ulin is  approximately  2.5  to  1 . 

Proloid  (thyroglobulin)  is  stable  when  stored 
at  usual  room  temperature. 

Indications.  Proloid  (thyroglobulin)  is  thyroid 
replacement  therapy  for  conditions  of  inade- 
quate endogenous  thyroid  production:  e.g., 
cretinism  and  myxedema.  Replacement  therapy 
will  be  effective  only  in  manifestations  of  hypo- 
thyroidism. 

In  simple  (nontoxic)  goiter,  Proloid  (thyro- 
globulin) may  be  tried  therapeutically,  in  non- 
emergency situations,  in  an  attempt  to  reduce 
the  size  of  such  goiters. 

Contraindication.  Thyroid  preparations  are 
contraindicated  in  the  presence  of  uncorrected 
adrenal  insufficiency. 

Warnings.  Thyroglobulin  should  not  be  used 
in  the  presence  of  cardiovascular  disease  un- 
less thyroid-replacement  therapy  is  clearly  in- 
dicated. If  the  latter  exists,  low  doses  should 
be  instituted  beginning  at  0.5  to  1.0  grain  (32 
to  64  mg)  and  Increased  by  the  same  amount 
in  increments  at  two-week  intervals.  This  de- 
mands careful  clinical  judgment. 

Morphologic  hypogonadism  and  nephroses 
should  be  ruled  out  before  the  drug  is  admin- 
istered. If  hypopituitarism  is  present,  the  adre- 
nal deficiency  must  be  corrected  prior  to 
starting  the  drug. 

Myxedematous  patients  are  very  sensitive  to 
thyroid  and  dosage  should  be  started  at  a very 
low  level  and  increased  gradually. 

Precaution.  As  with  all  thyroid  preparations 
this  drug  will  alter  results  of  thyroid  function 
tests. 

Adverse  Reactions.  Overdosage  or  too  rapid 
increase  in  dosage  may  result  in  signs  and 
symptoms  of  hyperthyroidism,  such  as  men- 
strual irregularities,  nervousness,  cardiac  ar- 
rhythmias, and  angina  pectoris. 

Dosage  and  Administration.  Optimal  dosage 
is  usually  determined  by  the  patient's  clinical 
response.  Confirmatory  tests  include  BMR,  T3 
131 1 resin  sponge  uptake,  T3  131 1 red  cell  up- 
take, Thyro  Binding  Index  (TBI),  and  Achilles 
Tendon  Reflex  Test.  Clinical  experience  has 
shown  that  a normal  PBI  (3.5-8  mcg/100  ml) 
will  be  obtained  in  patients  made  clinically 
euthyroid  when  the  content  of  T4  and  T3  is 
adequate.  Dosage  should  be  started  in  small 
amounts  and  increased  gradually  with  incre- 
ments at  intervals  of  one  to  two  weeks.  Usual 
maintenance  dose  is  0.5  to  3.0  grains  (32  to 
190  mg)  daily. 

Overdosage  Symptoms.  Headache,  instability, 
nervousness,  sweating,  tachycardia,  with  un- 
usual bowel  motility.  Angina  pectoris  or  con- 
gestive heart  failure  may  be  induced  or 
aggravated.  Shock  may  develop.  Massive  over- 
dosage may  result  in  symptoms  resembling 
thyroid  storm.  Chronic  excessive  dosage  will 
produce  the  signs  and  symptoms  of  hyperthy- 
roidism. 

(Treatment:  In  shock,  supportive  measures 
should  be  utilized.  Treatment  of  unrecognized 
adrenal  insufficiency  should  be  considered.) 
How  Supplied.  Vi  grain;  V2  grain;  scored  1 
grain;  1V2  grain;  scored  2 grain;  3 grain;  and 
scored  5 grain  tablets,  in  bottles  of  100  and 
1000. 

Full  information  available  on  request. 


WARNER/CHILCOTT 

Division,  Warner-Lambert  Company 
Morris  Plains,  New  Jersey  07950 
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IN  NATURALTHYROID  THERAPY 

AH  PATIENTS 

KITING  THE  PATENCY 
YON  PIESCKIBE? 


Unlike  U.S.P. 
desiccated  thyroid, 


constant  potency. 

with, 

Proloid  is  uniquely 
purified.  The 

:hyroglobulin  extracted  Irom  hog  thyroid  is  devoid  of  any  glandular  debris. 

Then,  Proloid  is  chemically  and  biologically  assayed  to  assure  consistent 
netabolic  activity  from  batch  to  batch.  The  T4  and  T3  content  of  every  dose  is 
blended  for  optimal  thyroid  replacement. 

Important,  too,  is  the  fact  that  Proloid  is  invariably  “fresh”  when  your  patients 
:ake  it.  Under  proper  storage  conditions,  its  potency  will  not  diminish  for  at  least 
our  years. 

All  of  which  adds  up  to  this:  the  potency  of  Proloid  is  constant...  for  more 
consistent  results.  BB  BB  jk  ■ jk  ■ bb 


Proloid*  (thyro' 
[globulin)  offers 
the  assurance  of 


(thyroglobulin) 


natural  thyroid  therapy 
that  leaves 
nothing  to  chance 
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M.D.s  in  the  news 


PAUL  A.  CHERVEN ICK,  M.D.. 
has  been  promoted  to  professor  of  med- 
icine at  the  University  of  Pittsburgh 
School  of  Medicine.  Dr.  C'hervenick 
was  named  a Leukemia  Scholar  in  1 969 
by  the  Leukemia  Society  of  America, 
Inc.,  for  his  study  of  leukemia  and 
lymphoma.  He  is  a member  of  the 
American  Society  of  Hematology,  a 
diplomate  of  the  American  Board  of  In- 
ternal Medicine,  and  a fellow  of  the 
American  College  of  Physicians. 

The  Golden  Apple  Award  for  distin- 
guished teaching  has  been  awarded  to 
ANNE  BARNES,  M.D.,  Eeasterville, 
assistant  professor  of  anatomy  and  sur- 
gery, by  the  students  at  Medical  College 
of  Pennsylvania.  Last  year  she  received 
the  college’s  Lindbach  Peer  Award 
from  the  faculty.  Dr.  Barnes  is  chief  of 
surgery  at  Philadelphia  State  Hospital, 
Byberry. 

HELEN  O.  DICKENS.  M.D.,  obste- 
trician and  gynecologist  at  the  Hospital 
of  the  University  of  Pennsylvania,  has 
been  elected  to  the  board  of  directors  of 
the  Franklin  Institute. 

Three  physicians  from  Children's 
Hospital  of  Philadelphia  will  partici- 
pate in  the  1 973  Educational  and  Scien- 
tific Assembly  in  October.  They  are 
SIDNEY  FRIEDMAN,  M.D.,  chief  of 
cardiology,  who  will  discuss  heart 
murmers;  SYLVAN  STOOL,  M.D., 
otolaryngologist,  and  JOSEPH 
ATKINS,  M.D.,  senior  surgeon,  who 
will  participate  in  a symposium  on  pe- 
diatric otolaryngology. 

The  American  Medical  Writers'  As- 
sociation has  presented  awards  to  two 
Pennsylvania  physicians.  HOWARD 
F.  CONN,  M.D..  Uniontown,  editor  of 
Current  Therapy  was  cited  for  the  best 
medical  book  compiled  by  an  editor. 
WALTER  B SHELLEY.  M.D.. 
Philadelphia,  author  of  Consultations 
in  Dermatology,  was  named  as  the  au- 
thor of  the  best  book  by  an  individual 
author  for  the  medical  profession. 

Newly  elected  officers  of  the  Harris- 
burg Hospital  staff  are:  WILSON  C. 
EVERHARD,  M.D.,  president;  ROB- 
ERT P.  DUTLINGER.  M.D.,  vice 
president;  MARGARET  L.  CORSON, 
M.D.,  secretary-treasurer;  and  JOHN 
K.  KITZMILLER,  M.D.,  assistant 
secretary-treasurer. 


Four  physician  brothers,  Drs.  HOW- 
ARD P..  ROBERT  G.,  ROY  C„  and 
WILLIAM  J.  MONSOUR.  all  of 
Greensburg,  have  been  presented  hu- 
manitarian awards  for  helping  disad- 
vantaged people  by  the  Westmoreland 
County  Conference  for  Economic  Op- 
portunity, Inc. 

VERNON  H.  KRATZ,  M.D..  and 
CHESTER  L.  SCHNEIDER,  M.D., 
both  psychiatrists,  have  joined  the  staff 
of  Penn  Foundation  for  Mental  Health, 
Inc.,  Sellersville.  Dr.  Kratz  formerly 
served  as  medical  director  of  the 
Somalia  Mission  in  Africa.  Dr.  Sch- 
neider served  as  staff  physician  at  the 
Faith  Hospital  in  Glennallen.  Alaska. 

JOHN  E.  STEELE.  M.D..  Ma- 
honing Valley  physician,  has  been  ap- 
pointed chairman  of  the  Cardio-Pul- 
monary  Resuscitation  Committee  of 
South  Eastern  Pennsylvania  Heart  As- 
sociation. He  has  also  been  named  vice 
president  of  the  association. 


DR.  BROCKMAN  DR.  FEOLA 

Two  heart  surgeons,  formerly 
affiliated  with  Michael  Reese  Hos- 
pital and  Medical  Center  in 
Chicago,  have  been  appointed 
director  and  associate  director  of 
the  new  division  of  cardio-thoracic 
surgery  at  Thomas  Jefferson  Uni- 
versity's department  of  surgery. 
STANLEY  K.  BROCKMAN. 
M.D..  will  serve  as  director.  He  was 
formerly  professor  of  surgery  at  the 
University  of  Chicago  School  of 
Medicine  and  director  of  the 
division  of  cardiac  and  thoracic  sur- 
gery at  Michael  Reese.  MARIO 
FEOLA,  M.D.,  who  will  serve  as 
associate  director,  was  formerly  at- 
tending surgeon  in  the  division  of 
cardio-thoracic  surgery,  vice 
chairman  of  the  department  of  sur- 
gery, and  senior  research  associate 
at  Michael  Reese. 


Two  U niversity  of  Pittsburgh  faculty 
members  have  been  promoted  to  as- 
sociate professors  of  pathology.  TITO 
CAVALLO,  M.D.,  formerly  visiting 
associate  professor,  was  an  assistant  in 
pathology  at  Harvard  Medical  School 
and  Boston  University  School  of  Medi- 
cine. BRUCE  L.  JOHNSON.  M.D., 
has  been  associate  professor  of  patholo- 
gy at  Pitt  since  1967.  He  serves  as 
director  of  the  Ophthalmic  Pathology 
Laboratory  and  is  a staff  pathologist  at 
Eye  and  Ear  Hospital  of  Pittsburgh  and 
at  Presbyterian-University  Hospital. 

A testimonial  dinner  was  held  for 
JOSEPH  E.  DOWNEY.  M.D.,  of 
California  recently.  He  retired  in  June 
after  nearly  forty-two  years  of  medical 
service  to  his  community. 

WALTER  WARTONICK,  M.D., 
chief  of  nuclear  medicine  at  the  VA 
Hospital,  Wilkes-Barre,  has  been  cer- 
tified by  the  American  Board  of 
Nuclear  Medicine. 

New  officers  have  been  elected  to 
serve  the  Northern  Division  Staff 
Board  at  Albert  Einstein  Medical 
Center,  Philadelphia.  ROBERT  S. 
PRESSMAN,  M.D..  Olney,  head  of 
the  infectious  disease  section,  is 
chairman;  ROBERT  SCHWARTZ, 
M.D.,  Elkins  Park,  attending  physician 
in  the  division  of  medicine  and  labora- 
tories and  director  of  the  blood  blank, 
is  vice  chairman;  and  EDWIN  MEN- 
DELSSOHN, M.D.,  Chestnut  Hill,  at- 
tending physician  in  general  surgery,  is 
secretary.  All  three  physicians  are  on 
the  faculty  at  the  Temple  University 
School  of  Medicine. 

JACK  E.  COLE,  M.D.,  Bethlehem, 
former  president  of  the  Muhlenberg 
Medical  Center  staff,  has  returned 
after  spending  five  years  with  the 
Peace  Corps  in  Afghanistan,  the 
Middle  East,  and  Africa.  He  spent 
considerable  time  treating  Peace  Corps 
volunteers  suffering  from  diseases 
caused  by  polluted  water  supplies.  In 
Swaziland  he  headed  the  pediatric  out- 
patient department  of  a local  hospital. 
In  India  he  was  school  doctor  for 
twelve  villages,  and  it  was  from  India 
that  the  Coles  adopted  a six-year-old 
child,  increasing  their  family  total  to 
eleven.  Dr.  Cole  will  reestablish  his 
practice  in  Bethlehem. 
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JEAN  GOWING,  M.D.,  Philadel- 
phia, has  been  named  professor  emeri- 
tus at  the  Medical  College  of  Pennsyl- 
vania. She  had  been  clinical  professor 
of  pediatrics. 

JAMES  B.  SNOW,  JR.,  M.D.,  has 
been  appointed  professor  and  chairman 
of  otorhinolaryngology  and  human 
communication  at  the  University  of 
Pennsylvania  School  of  Medicine.  He 
succeeds  PHILIP  MARDEN,  M.D.. 
who  has  retired  as  chairman  but 
remains  on  the  medical  school  faculty. 

DRS.  RAYMOND  E.  DEILY  and 
HOWARD  . L.  HAIN,  both  of 
Bethlehem,  have  received  promotions 
at  Bethlehem  Steel  Corporation's 
Bethlehem  plant.  Dr.  Deily  will  serve  as 
plant  medical  director,  succeeding 
JOSEPH  P.  ROBINSON,  M.D.,  who 
has  retired,  havirtg  served  as  director 
for  the  past  twelve  years.  Dr.  Hain  will 
be  assistant  plant  medical  director. 

JOSEPH  J.  SCHWERHA,  M.D., 
Findleyville,  has  been  named  medical 
director  for  U.  S.  Steel’s  Edgar 
Thomson  Irvin  Works.  He  is  a member 
of  the  Pennsylvania  Medical  Society's 
Council  on  Education  and  Science. 


FRANCIS  A.  BREEN.  JR..  M.D., 
has  been  named  director  of  hematology 
and  clinical  oncology  at  Mercy 
Catholic  Medical  Center,  Philadelphia. 
He  is  also  clinical  assistant  professor  of 
medicine  at  Thomas  Jefferson  Univer- 
sity. Dr.  Breen  is  certified  by  the  Amer- 
ican Board  of  Internal  Medicine  in 
hematology  and  in  internal  medicine. 


DR.  BREEN  DR.  BERK 

NATHANIEL  G.  BERK,  M.D., 
Elkins  Park,  has  -been  named  medical 
director  of  Willowcrest-Bamberger.  ex- 
tended care  facility,  Philadelphia.  He  is 
a fellow  of  the  American  College  of 
Cardiology  and  the  American  College 
of  Physicians,  and  he  was  formerly 
chairman  of  the  division  of  medicine 
and  senior  attending  physician  at  Al- 
bert Einstein  Medical  Center. 


MARY  STRANG,  M.D..  radiolo- 
gist and  chief  of  nuclear  medicine  at 
St.  Vincent  Hospital  and  Hamot  Medi- 
cal Center,  Erie,  has  received  certifi- 
cation by  Conjoint  Board  of  Nuclear 
Medicine. 

JOHN  J.  DOWNES,  JR„  M.D., 
director  of  anesthesiology  at  the 
Children's  Hospital  of  Philadelphia, 
presented  a paper  on  respiratory  care 
of  the  newborn  at  the  annual  meeting 
of  the  American  Society  of  Anesthesi- 
ologists in  October.  Dr.  Downes 
coauthored  a paper  in  the  September 
issue  of  Pennsylvania  Medicine- 

FRANCIS  SCHUMANN,  M.D., 
has  been  promoted  to  clinical  professor 
in  the  department  of  surgery  at  the 
Medical  College  of  Pennsylvania. 

HERMAN  W.  RANNELS.  M.D., 
vice  president  and  medical  director  of 
Williamsport  Hospital,  has  been 
awarded  a professorship  in  community 
medicine  by  the  University  of  Pennsyl- 
vania School  of  Medicine.  Dr.  Rannels 
is  setting  up  a family  practice 
residency  program  at  Williamsport  in 
affiliation  with  the  University  of  Penn- 
sylvania. 


STATEMENT  OF  OWNERSHIP.  MANAGEMENT  AND  CIRCULATION 

(Act  of  A often  12  1970  Section  JbtS  Title  } 9 United  Stem  Code  I 

SCE  INSTRUCTIONS 
ON  PAGE  2 (REVERSE! 

PENNSYLVANIA  MEDICINE 

1 OATE  OF  TILING 

October  5,  1973 

T LOCATION  OF  KNOWN  OFFICE  OF  PUBLICATION  (Street,  city  county  ttete  ZTFcoJel  /Not  peinteeti 

20  Erford  Rd. . Lemoyne.  Pa.  17043 

fuiiiihCf  (Nome  end  ed&euj 

Pennsylvania  Medical  Society,  20  Erford  Rd . , Lemoyne,  Pa.  17043 

Devld  A. Smith.  20  Erford  Rd.,  Lemoyne,  Pa.  17043 

7 OWNER  ' Hf  oeeted  by  e corpoeetton  In  nome  end  eddme  nmet  be  reeled  end  eleo  immedUtely  «»•» vJe>  me  nemee  md  edepeeoee  of 

N AME 

AOORCSB 

7D  Fr  for  ft  Rri  IpmoyrtF  Pa  17043 

4 KNOWN  BONDHOLDERS  MORTGAGEES  AND  OTHER  sJ 
TOTAL  AMOUNT  OF  BONDS  MORTGAGES  OR  OTHER  SECU 

ECURITY  HOlOERS  OWNING  OR  HOLOING  1 PERCENT  OR  MORE  OF 
RlTlES  (If  there  ere  none  eoeueei 

NAME 

Wtall  mull  eoch  iwar  the  >etne  o'OelOoo  an*  ■vNkiio'i  un(e«  he  Hint  an  raj  ally  enth  the  Ppelai  Service  • -mi  tear,  reoueei  toe 

om miaeion  to  mall  mana  at  aitli  rata* 

raw  ptaeentty  autnoniee  b,  >•  U • C MM 

(Chert  oeee) 

Tha  purpoee  function,  and  nonprofit  atatut  of  tt.lt  u Hart  not  cftan«nd  p.  Nan  cnanpad  Purina  (If  c Aonpacl  pat  Ml  War  attar 

oraar.it  atio-  and  in  annul  atatut  'or  Federal  Ourin*  preceding  preceding  1 3 montn.  Or  Dual  aapteraadoa  ofcheetpe 

11  EXTENT  ANO  NATURE  OF  CIRCULATION 

AVIRAOI  NO  COPIES 
EACH  ISSUE  DURING 
PAECEOINO  12  MONTHS 

ACTUAL  NUMBER  OF  COPIES  OF 
SINOL*  ISSUE  PUBLIBHE O NEAR 
EBT  TO  FILING  OATE 

A TOTAL  NO  COPIES  PAINTED  fN»f  Ftetl  Fuetl 

14.437 

14,500 

T PAIO  CIRCULATION 

t BALES  TMMOUOH  DEALERS  ANO  CARRIERS  STREET 
VENDORS  AND  COUNTER  SALES 

2 mail  susscriftions  non  members 

391 

12,649 

391 

12.784 

C TOTAL  FAIO  CIRCULATION 

13,040 

13,175 

O FREE  DISTRIBUTION  8V  MAIL.  CARRIER  OR  OTHER  MEANS 
1 SAMPLES  COMFLIMENTARY.  ANO  OTHER  FREE  COFIES 

755 

779 

2 COFIES  oAtRIBUTEO  TO  NEWS  AGENTS.  BUT  NOT  BOLD 

E TOTAL  OlSTRIBUT  ION  (Stun  of  C end  Dl 

13,795 

13,954 

t OFFICE  USE.  LEFTOVER.  UNACCOUNTEO.  SFOILEO  AFTER 
PRINTING 

642 

546 

G TOTAL  (Sum  of  E 4 F - mould  eqteal  net  pern  teen  afto  mm  In  Af 

14  .437 

14 , 500 

^ (Stynetere  of  editor  pubtUhee  beMem  menefwt.  or  Ottawa/ 

1 unify  Hut  Iltc  tiaiamanit  mi  Pa  By  me  above  are  currwl  a"J  complete  ^ 1 

PSFoettt  3626  July  1*11 


advertisers'  index 


Alexander  Agency  Inc 37 

Brown  Pharmaceutical  Co 32,  75 

Burroughs-Wellcome 56 

Ciba-Geigy  Corp 53 

Control  Leasing  Corp 18 

Dorsey  Laboratories 59 

Flint  Laboratories 33,  34,  57,  58 

GAC  Finance  Inc 14 

Geigy  Pharmaceuticals 5 

Lilly.  Eli  & Co 44 

Mead  Johnson  and  Co 60 

Medical  Protective  Co 32 

Parker  and  Company  15 

Pharmaceutical  Manufacturers  Assn 8,  9 

Robins,  A.  H.  Co 35,  36 

Roche  Laboratories 6.  7,  1 0,  1 1,  1 2,  1 3,  1 6, 1 7, 

Fourth  Cover 

Schering  Corporation 30,31 

Searle,  G.  D.  and  Co 54,  55 

Upjohn  Co 29 

Warner-C  hilcott  Laboratories 38.  39 


NOVEMBER  1973 


41 


PENNSYLVANIA 

MEDICINE 


editorials 


Don’t  prescribe  for  yourself! 


Narcotic  addiction  among  physicians  has  been  reported 
as  one  signal  of  psychiatric  illness.  Addiction,  defined  as  the 
state  of  being  given  up  to  a practice  or  habit,  has  been  es- 
timated to  be  thirty  to  one  hundred  times  greater  among 
physicians  than  the  general  population.  It  has  been  said  that 
15  percent  of  the  known  addicts  in  the  United  States  are 
physicians.1 

There  is  also  evidence  that  drug  abuse  is  higher  among 
physicians.  Abuse  may  be  defined  as  improper  use  and  is 
not  necessarily  addiction.  In  an  excellent  study  done  by 
Vaillant,2  twice  as  many  physicians  as  controls  took  tran- 
quilizers. Overall,  physicians  in  this  study  took  mood-al- 
tering drugs  (amphetamines,  tranquilizers,  barbiturates,  and 
narcotics)  more  than  matched  controls. 

Why  do  physicians  have  a higher  percentage  of  drug 
abuse  and  addiction? 

The  most  common  reason  given  by  physicians  themselves 
is  overwork.  There  are  undoubtedly  other  professions  where 
the  hours  and  workload  could  parallel  that  of  medicine. 
Few  others,  however,  deal  with  human  life  to  the  extent 
that  medicine  does.  But  if  this  were  the  only  reason,  then 
most  or  all  physicians  would  abuse  drugs. 

Another  popular  reason  is  the  physician’s  ease  of  access 
to  mood-altering  drugs.  Armed  with  his  own  prescription 
pad,  the  physician  can  obtain  the  drug  of  his  choice  with  a 
minimum  of  difficulty.  But  here  again,  increased  availabil- 
ity has  not  made  all  doctors  abusers. 


A physician  who  either  considers  taking  or  habitually 
uses  drugs  must  be  aware  of  the  effects  and  consequences  of 
the  drug  action.  Perhaps  he  feels  that  since  he  knows  what 
the  drug  will  do,  in  using  that  knowledge  he  can  protect 
himself  from  dependence  and  addiction.  The  awareness  of 
the  danger  is  poor  insurance  in  the  prevention  of  addiction. 

The  most  logical  reason  for  a physician's  drug  abuse  is  to 
produce  a change  in  mental  or  physical  capacity.  Drugs 
give  a surge  of  energy  to  a fatigued  physician.  Drugs  can 
give  false  courage,  more  confidence  or  energy  to  meet  a 
stressful  situation.  Drugs  may  provide  an  easy  escape  from 
emotional  pain  or  unhappiness. 

Whatever  the  initial  reason  is  or  was  for  taking  the  first 
pill,  it  will  become  easier  to  turn  to  drugs  for  relief  the  sec- 
ond time.  Doctor,  if  you  are  addicted,  seek  competent  pro- 
fessional help.  If  you  are  an  abuser,  stop  before  you  become 
addicted.  Above  all.  never  prescribe  for  yourself. 

David  A.  Smith,  M.D. 

Medical  Editor 
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Treating  tuberculosis  in  general  hospitals 


In  the  sixteenth  century,  Machiavelli  described  the  diag- 
nosis and  treatment  of  tuberculosis  in  the  following  way. 
“In  its  beginning  the  malady  is  easier  to  cure  but  difficult  to 
detect,  but  later  it  becomes  easy  to  detect  but  difficult  to 
cure.”  Traditionally,  tuberculosis  has  been  treated  by  isola- 
tion in  sanitoriums  for  extended  periods  of  time,  accom- 
panied by  complete  bed  rest.  The  newest  trend  in  treatment, 
which  is  rapidly  gaining  acceptance,  is  that  of  shorter  stays 
in  general  hospitals  with  extended  outpatient  follow-up.  Ex- 
perience has  shown  that  this  new  method  is  better  both 
medically  and  financially.  The  American  Hospital  Associa- 
tion in  1972  issued  a statement  of  support  for  the  new 
approach  to  treatment  of  tuberculosis.  Briefly,  their  policy 
is  that  it  is  unreasonable  to  maintain  tuberculosis  hospitals 
when  it  has  become  apparent  that  general  hospitals  are  logi- 
cal treatment  centers. 

There  are  several  reasons  why  this  shift  in  the  method  of 
treatment  has  occurred.  General  hospitals  have  the  neces- 
sary medical  services  with  which  to  treat  tuberculosis.  All 
that  is  required  to  implement  use  of  these  facilities  is  the  re- 
education of  the  medical  and  nursing  staff.  The  tuberculosis 
contagion  can  be  controlled,  sometimes  in  a matter  of  days. 


with  drugs.  Once  the  infectious  period  is  over,  patients  may 
be  moved  out  of  isolated  areas.  This  ability  to  move  about 
rather  more  freely  than  before  erases  some  of  the  stigma 
which  has  been  attached  to  sanitorium  treatment. 

Physical  plant  of  a tuberculosis  unit  in  a general  hospital 
may  be  constructed  and  maintained  for  a minimum  finan- 
cial outlay.  Basically,  only  two  factors  are  necessary.  There 
should  be  a Separate  ventilation  system  and  ultraviolet  light 
radiation  of  room  and  corridor  air. 

Economically  speaking,  cost  of  treatment  of  a 
tuberculosis  patient  per  day  in  a general  hospital  is  more  ex- 
pensive than  an  extended  care  facility.  But  the  patient 
spends  fewer  days  in  the  hospital,  thereby  decreasing  the  in- 
patient cost  of  the  illness.  C ost  of  outpatient  maintenance  is 
minimal  by  comparison. 

Through  this  new  concept  of  treatment,  individuals  are 
being  cared  for  exactly  as  any  other  patient  with  a serious 
illness  would  be.  Hopefully,  the  days  of  extended  isolation 
and  complete  bed  rest  are  over. 

David  A.  Smith,  M.D. 

Medical  Editor 
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correspondence 


Words  on  the  September  issue 


To  the  editor. 

The  September  1973  issue  of  Pennsylvania  Medicine 
presented  a very  good  article  about  Children's  Hospital  of 
Philadelphia  and  the  photographs  were  fine,  but  alas,  the 
name  of  the  nurse  in  one  of  the  pictures  was  spelled  incor- 
rectly. It  should  be  spelled:  Mary  Jo  Urbaitis. 

P.  W.  Urbaitis,  M.D. 

Wernersville 


Pennsylvania  Medicine  and  I join  the  hospital  family 
when  I tell  you  that  we  are  absolutely  delighted  with 
your  presentation. 

As  you  know,  this  is  a very  exciting  year  for  us  and  your 
coverage  of  our  institution’s  services  enhances  our  activi- 
ties. 

We  are  most  grateful  for  your  interest. 


To  the  editor: 

I have  just  finished  examining  the  September  issue  of 


Charles  E.  Ingersoll,  President 
Children's  Hospital  of  Philadelphia 
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capitol  report 


Know  your  medicredit  facts 


How  are  your  medicredit  facts?  If  you  aren't  sure,  check 
these  facts  for  answers  to  questions  you  may  have,  or  may 
be  asked. 

Medicredit  is  the  American  Medical  Association's  Health 
Care  Insurance  Act  of  1973.  Its  purposes  are: 

• To  give  every  American  under  the  age  of  65  access  to 
high  quality  care  regardless  of  ability  to  pay  (over  65- 
medicare  still  would  apply). 

• To  provide  comprehensive  medical  and  health  protec- 
tion for  both  ordinary  and  catastrophic  expenses. 

• To  assure  choice  of  physicians  and  flexibility  of  protec- 
tion plans  (a  choice  of  private  health  insurance,  prepayment 
insurance,  or  prepaid  group  practice  plans). 

The  responsibility  for  payment  would  be  allocated  be- 
tween the  individual  and  the  federal  government.  Using  fed- 
eral income  tax  liability  as  a base,  a sliding  scale  from  total 
government  payment  of  health  care  needs  for  the  poor  to  10 
percent  of  basic  plus  catastrophic  coverage  for  the  finan- 
cially able. 

Provisions  of  the  plan  include: 

• Basic  coverage  of  60  days  in  hospital  or  120  in  ex- 
tended care  facilities  each  twelve  months. 

• Catastrophic  coverage  to  take  over  where  basic  ends  to 
insure  365  days  per  year  care  where  required. 

• Unlimited  psychiatric  care. 

• Accent  on  preventive  care  including  physical  examina- 
tions, innoculations,  x-ray  and  lab  work,  emergency  care, 
dental  care  for  children,  emergency  dental  care  for  adults, 
all  medical  services  by  physicians  and  osteopaths. 

• Both  inpatient  and  outpatient  care  to  cover  all  care  cus- 
tomarily provided  plus  complete  diagnostic  services. 

• Home  health  care  including  home  nursing  care,  thera- 
py, and  medical  appliances. 

• Ambulance  services. 

Protections  against  abuse  both  by  recipients  and  by  carri- 
ers include: 


• Deductible  provisions  on  a sliding  scale  to  keep  costs 
reasonable  and  prevent  abuse  of  the  program  (except  for  the 
very  poor). 

• Required  approval  of  carriers  to  assure  national  stand- 
ards. 

• Prohibition  of  exclusions  for  preexisting  conditions. 

• Requirement  that  all  protection  plans  must  guarantee 
renewability. 


If  this  patient  load  keeps  up,  we'll  have  to 
stay  open  nine  days  a week! 
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Additional  information  available  1 

profession  on  request.  Skey 

Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206  I 


•Bui  oos 

r3Ntoiaoi 


Society  sponsored  car  leasing  plan  explained 


Initial  interest  in  the  Society  sponsored  car  leasing  plan  has 
been  high  and  because  so  many  calls  have  requested  further 
information,  we  print  here  an  interview  with  Leonard  Cutler, 
vice  president  of  Control  Leasing  Corporation,  the  company 
chosen  to  serve  you  by  the  State  Society. 


\1r.  Cutler,  why  should  a doctor  lease  an  automobile  from 
your  company? 

The  Pennsylvania  Medical  Society  screened  many  leasing 
programs,  and  in  an  effort  to  offer  their  members  the  very 
best  program,  they  consulted  with  our  leasing  company,  the 
leasing  company  of  Mr.  Robert  Anderson,  former  Secretary 
of  the  Treasury,  and  with  Doctor  F.J.L.  Blasingame,  who 
served  as  executive  vice  president  of  the  American  Medical 
Association  for  ten  years.  Together,  they  tailored  a program 
answering  the  need  of  the  doctors  at  a dramatically  low 
price  structure.  Our  company  is  reliable  and  service 
oriented.  We  are  extremely  optimistic  about  this  particular 
program,  and  as  it  develops  we  plan  to  add  equipment 
leasing. 

What  advantages  do  PMS  doctors  have  that  are  not  avail- 
able to  non-members? 

The  PMS  purchasing  power  gives  them  a fleet  price  to 
start  with.  The  customary  security  deposit  is  waived  for  its 
members.  The  program  will  be  constantly  policed  by  the 
PMS,  and  as  the  group  grows  we  will  continuously  update 
the  program  and  add  more  member  benefits. 

What  do  you  mean  by  updating  the  program? 

As  the  number  of  doctors  joining  the  program  grows,  the 
group  purchasing  power  base  becomes  greater.  Tire 
purchases  are  immediately  available  for  lessee's  family- 
owned  vehicles  at  discounts  up  to  40  percent.  Discounted 
repair  prices  at  famous  national  repair  stations  featuring 
brake  jobs,  tune  ups,  etc.  is  being  negotiated  right  now.  This 
is  only  the  beginning. 

What  are  the  distinctive  features  of  your  leasing  system? 

We  have  eliminated  the  various  forms  of  leases  yet  have 
kept  all  the  features.  We  call  it  the  "true  lease. " It  has  the 
advantage  of  the  low  open-end  rate,  but  the  doctor  does  not 
have  to  purchase  the  vehicle.  If  he  wishes  to  build  equity,  he 
can  take  advantage  of  the  wholesale  option  price.  At  the 
end  of  the  lease  term  he  can  decide  whether  to  return  the 
vehicle  or  purchase  it. 

We  continuously  gather  data  and  advise  our  lessees  on 


gas  mileage,  maintenance  problems,  seasonal  adjustments, 

etc. 

Do  you  offer  all  the  extras? 

All  first-rate  leasing  companies  have  all  the  options  avail- 
able. In  your  case,  however,  we  are  in  an  unusual  situation. 
Your  Society  has  an  excellent  insurance  package  which  is 
hard  to  beat.  It  rates  the  doctor  on  past  driving  record  and 
the  area  he  lives  in.  Our  insurance  package  presently  rates 
the  doctors  as  a group.  I have  contacted  your  present  Soci- 
ety carrier  and  two  other  insurance  companies  in  an  at- 
tempt to  reduce  your  rates  even  further  and  add  credit  life 
coverage. 

We  also  offer  a trade-in  service,  the  aforementioned  tire 
program,  emergency  road  service,  and  selection  aide  infor- 
mation. 

Maintenance  options  are  also  available.  Maintenance  is 
the  biggest  problem  of  them  all.  An  individual  cannot  es- 
cape it  by  leasing.  It  would  be  wonderful  if  an  aspirin  in  the 
gas  tank  and  a good  night's  rest  would  repair  your  auto,  but 
a nail  in  a tire,  a clogged  fuel  line  or  a dead  battery  will 
cause  even  the  illustrious  Rolls  Royce  to  call  for  help. 
Added  pollution  controls  (while  necessary)  only  add  to 
starting  and  stalling  problems.  Maintenance  contracts  are 
presently  available  in  some  metropolitan  areas  where  we 
can  guarantee  that  competent  facilities  are  available.  We 
have  had  considerable  success  with  our  maintenance  pro- 
grams in  other  areas;  and,  drawing  on  our  experience,  we 
can  offer  the  program  certain  maintenance  options.  One  of 
our  priorities  is  the  building  of  a complete  Pennsylvania 
state  service  system. 

All  leases,  maintenance  or  not,  will  have  the  availability 
of  our  expertise  and  help  in  solving  their  service  problems. 
The  individual  doctor  now  has  the  power  and  weight  of  the 
PMS  and  Control  Leasing  Corporation.  As  loaner  cars  will 
not  be  available  until  the  PMS  base  expands,  only  doctors 
with  unusual  problems  will  be  given  replacement  vehicles. 

Are  you  the  lowest  price  in  town? 

I hope  not.  However,  when  you  evaluate  low  ball  quotes, 
options,  quality  service,  reliability,  and  the  PMS  programs 
for  the  future,  I really  can't  see  a better  deal  in  town. 
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Delegates  hear  Dr.  Sanford 

President’s  address  calls  for  leadership 


Robert  S.  Sanford,  M.D.,  immediate  past  president  of  the  State 
Society,  delivered  the  following  address  at  the  124th  Annual  Ses- 
sion of  the  Pennsylvania  Medical  Society  House  of  Delegates  at 
the  Marriott  Motor  Hotel  in  Philadelphia  on  October  18. 


“One  year  ago  you  elected  me  president  of  the  Pennsyl- 
vania Medical  Society,  and  for  me  this  past  year  has  been  a 
most  rewarding  and  enjoyable  experience.  I only  hope  that 
the  efforts  put  forth  during  this  year  can  compensate  for  the 
absence  of  our  less  fortunate  comrade.  Park  M.  Horton, 
M.D..  whom  God  chose  to  withdraw  from  our  midst. 

“During  my  year  in  office,  I’ve  had  the  great  pleasure  of 
visiting  many  of  our  county  societies  and  have  become 
acquainted  with  many  of  our  Pennsylvania  Medical  Society 
members  whom  heretofore  1 did  not  know.  It  has  been  won- 
derful to  learn  that  all  of  us  in  the  practice  of  medicine, 
whether  in  general  practice  or  the  specialties,  in  a city  or  a 
small  town,  have  the  same  or  similar  problems,  and  to  real- 
ize that  all  of  these  genuine  people  I have  met  have  afforded 
me  friendships  I did  not  think  possible.  The  courtesies  ex- 
tended to  me  have  been  most  sincere,  and  my  appreciation 
for  all  the  cooperation  I received  is  most  warmly  heartfelt. 
My  wife.  Ann,  has  travelled  with  me  on  many  trips  and  has 
borne  the  brunt  of  the  anxieties  of  this  year,  while  at  the 
same  time  giving  me  the  moral  support  so  often  required. 
She  and  I are  deeply  grateful  for  the  wonderful  expressions 
of  kindness  bestowed  upon  us. 


“Appreciation  also  must  be  expressed  for  the  hospitality 
and  friendliness  provided  by  the  neighboring  states  that  1 
had  the  good  fortune  to  visit.  These  trips  were  also 
rewarding  moments,  and  I can  tell  you  truthfully  the 
problems  we  attack  and  attempt  to  solve  in  our  Society  are 
the  same  as  those  that  plague  the  other  states.  Only  when  all 
state  societies  are  working  in  a unified  manner  and  with  un- 
derstanding can  we  master  our  mutual  problems. 

“While  attending  many  council  and  committee  meetings 
as  well  as  Board  meetings.  I've  had  a great  opportunity  to 
observe  the  functioning  of  our  Society  and  the  operating 
skills  and  abilities  of  the  members  of  the  Pennsylvania  Med- 
ical Society  staff  at  the  headquarters.  Without  reservation,  I 
can  state  that  the  Pennsylvania  Medical  Society  is  one  of 
the  best,  if  not  the  best,  state  medical  society  in  this 
country.  We  are  blessed  with  a staff  of  men  and  women 
whose  capabilities  give  us  leadership  in  all  aspects  of  or- 
ganized medicine.  To  this  staff  I want  to  express  my  great 
thanks  tor  the  endless  help  and  guidance  extended  to  me 

“It  is  also  appropriate  that  I express  open  gratitude  to  the 
many  members  of  our  Society  who  have  given  much  of 
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their  time  and  abilities  to  make  the  goals  and  functions  of 
organized  medicine  a reality  in  Pennsylvania.  The  successes 
we  achieve  are  because  of  your  efforts  and  each  of  you  has 
been  a necessary  entity  in  the  success.  Thank  you! 

"At  the  time  of  his  annual  speech,  the  president  of  the 
Society  is  usually  expected  to  analyze,  criticize,  predict,  and 
suggest.  When  we  are  already  operating  a "trim  ship,"  that 
is,  a state  medical  society  of  highest  quality  and  func- 
tionable  endeavor,  I find  it  quite  difficult  to  even  construc- 
tively criticize  the  workings  of  our  Board,  councils,  com- 
mittees, and  commissions,  much  less  our  highly  efficient 
staff.  For  this  reason,  I have  elected  to  take  a philosophical 
survey  of  our  organization  and  how  it  affects  present  situa- 
tions and  possibly  the  future. 

"At  the  time  of  World  War  II,  the  field  of  medicine 
began  undergoing  tremendous  changes  and  advancements. 
So  great  have  these  changes  been  that  since  World  War  II 
the  progress  forward  has  been  equal  to  or  greater  than  all 
advances  previously  in  history.  New  scientific  knowledge, 
new  technical  skills,  and  new  drugs  have  made  available  to 
our  patients  medical  care  previously  unheard  of.  Better  care 
is  available  and  more  abnormal  conditions  are  treatable. 
Flowever,  with  these  advances  have  also  developed 
increases  in  patient  demands  and  needs,  as  well  as  increase 
in  patient  load.  The  entire  medical  world,  from  the  family 
practitioner's  office  to  the  office  of  the  most  skilled  and 
technical  specialist,  has  felt  the  pressures  of  public 
demands. 

“Added  to  the  demands  are  the  increased  availability  of 
care  to  many  people  through  the  Department  of  Welfare 
and  the  federal  medicare  program.  The  financial  assistance 
created  for  the  medically  indigent  and  our  elderly  citizens 
under  these  programs  has  meant  increased  availability  of 
medical  care.  Now  not  only  are  more  people  seeking  medi- 
cal care  who  could  not  previously  afford  it.  they  are  seeking 
it  more  often,  sometimes  for  conditions  for  which  prior  to 
this  medical  care  was  never  sought.  Sometimes  these  pro- 
grams are  abused,  but  for  the  most  part  they  are  a real  boon 
for  the  patients,  almost  in  spite  of  the  way  in  which  they  are 
administered.  But  all  of  this  adds  to  the  demands  and  the 
pressures  on  the  practicing  doctor.  His  already  crowded  day 
becomes  even  more  crowded  and  the  paper  work  knows  no 
bounds. 

"And  what  about  the  social  changes?  The  junior  high 
school  student  today  is  as  knowledgeable  about  the  human 
body,  general  medications,  and  diseases  as  many  of  us  were 
on  leaving  college.  The  reality  of  television  keeps  disease 
and  tragedy  vivid  in  the  minds  of  the  millions  of  viewers. 
The  openly  promiscuous  handling  of  sex.  the  freedom  per- 
mitted by  "the  pill,"  laxity  of  the  mind,  and  the  availability 
of  abortion  on  demand  keeps  the  patient  load  greater.  So 
also  does  the  resultant  increasing  venereal  disease  rate. 
Maybe  people  really  know  too  much. 

"Even  the  average  consumer  has  become  increasingly 
aware  of  the  multitude  of  problems  facing  the  providers  ot 
good  health  care  today,  and  in  this  same  vein  the  politicians 
are  creating  public  demand  for  consumer  control  of  the 
health  field.  So  while  the  doctor  of  medicine  strongly 
struggles  to  provide  medical  care  for  everyone  against  the 
demands  of  an  ever-increasing  load,  the  politicians,  the  hos- 
pital authorities,  and  the  third  party  payers  are  slowly  at- 


•  Where  does  organized  medicine  fit  into 
the  picture? 


• I would  like  to  read  Article  II  of  the  Con- 
stitution of  the  Pennsylvania  Medical  Society: 


• The  purpose  of  this  Society  shall  be  to 
federate  the  medical  profession  of  the  Com- 
monwealth of  Pennsylvania;  to  unite  with  sim- 
ilar state  medical  societies  to  form  the  Ameri- 
can Medical  Association;  to  extend  medical 
knowledge  and  to  advance  medical  science; 
to  elevate  and  maintain  the  standards  of 
medical  education;  to  uphold  the  ethics  and 
dignity  of  the  medical  profession;  to  advocate 
and  support  the  enactment  of  such  legisla- 
tion as  will  accrue  to  the  health  and  well- 
being of  the  public,  and  to  enlighten  and 
direct  public  opinion  in  regard  to  health  and 
hygiene. 


tempting  to  seize  either  partial  or  complete  jurisdiction  over 
medical  practice. 

"Where  does  organized  medicine  fit  into  the  picture? 

"I  would  like  to  read  Article  II  of  the  Constitution  of  the 
Pennsylvania  Medical  Society: 

"The  purpose  of  this  Society  shall  be  to  federate  the  med- 
ical profession  of  the  Commonwealth  of  Pennsylvania;  to 
unite  with  similar  state  medical  societies  to  form  the  Ameri- 
can Medical  Association;  to  extend  medical  knowledge  and 
to  advance  medical  science;  to  elevate  and  maintain  the 
standards  of  medical  education;  to  uphold  the  ethics  and 
dignity  of  the  medical  profession;  to  advocate  and  support 
the  enactment  of  such  legislation  as  will  accrue  to  the  health 
and  well-being  of  the  public,  and  to  enlighten  and  direct 
public  opinion  in  regard  to  health  and  hygiene. 

“Members  of  the  Pennsylvania  Medical  Society,  I can  as- 
sure you  that  every  one  of  these  purposes  is  being  carried 
out  to  the  greatest  degree  possible  right  now. 

"In  spite  of  the  high  quality  activity  provided  by  our  So- 
ciety members  and  staff  in  executing  the  work  of  the  Soci- 
ety, the  Board  of  Trustees  has  long  felt  that  forwardness  and 
growth  within  the  membership  has  lacked  something.  As  a 
result,  in  1971  the  Long  Range  Planning  Committee  under- 
took studies  of  the  situation  in  the  light  of  information 
gathered  on  two  separate  occasions.  One  was  a special 
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Board  of  Trustees  meeting  and  one  was  a conference  of  the 
Pennsylvania  Medical  Society  staff.  The  top  ten  unsatisfac- 
tory conditions  from  both  sources  paralleled  five  basic 
problems. 

“The  first  of  these  is  atrophy.  This  would  include  the  las- 
situde of  members  towards  county  society  functions 
resulting  in  decreased  membership,  decreased  State  Society 
interest,  and  a loss  of  the  effectiveness  of  organized  medi- 
cine. 

“The  second  is  image  change.  We  are  facing  lowered 
public  opinion  of  organized  medicine  as  well  as  low  esteem 
felt  by  some  physicians  for  organized  medicine. 

“The  third  is  obsolescence.  Are  we  keeping  up  with 
changes  in  the  world  of  medicine?  Are  we  doctors  up  to 
date,  and  is  our  staff  up  to  date?  Are  we  capable  of  utilizing 
advances? 

"The  fourth  is  fragmentation.  We  are  breaking  apart.  We 
are  being  broken  apart.  We  are  fragmented  in  relation  to 
county  societies  and  in  relation  to  physician  to  physician  or 
other  key  personnel  of  health  and  medical  care  systems. 
And  unionization  fragments  us  even  more. 

"The  fifth,  but  not  least,  is  inefficient  communications. 
Productive  communications  between  organized  medicine 
and  its  members  falls  far  short  of  perfection.  Just  where  the 
fault  lies  is  difficult  to  locate.  Yet.  communicating  with  the 
membership  and  the  public  is  a must  for  our  Society.  If  the 
organization  does  not  have  productive  communications  in 
spite  of  all  efforts  and  still  lacks  the  ability  to  maintain  con- 
tact with  all  the  members  to  the  extent  that  the  members 
fail  to  know  about  or  understand  the  activities  of  the  organ- 
ization or  the  assets  of  belonging  to  the  organization,  then 
perhaps  we  need  to  reevaluate  and  critically  analyze  our  en- 
tire organizational  format. 

"Continuing  medical  education  is  starting  to  occupy  a 
major  role  in  maintaining  standards  of  medical  care  and 
knowledge,  as  well  as  being  a necessary  factor  for  continued 
membership  in  organized  medicine.  The  difficulty  of 
providing  sources  of  educational  courses  within  the  reach  of 
every  member  has  been  a pertinent  question  in  the  develop- 
ment of  programs.  Many  physicians  are  unable  to  take  con- 
secutive days  away  from  their  practices  to  attend  courses 
which  are  scheduled  at  the  desired  timing  of  the  course  pro- 
vider only.  The  American  Academy  of  Family  Physicians 
has  been  trying  to  locate  instruction  points  within  fifty 
miles  of  the  recipient.  Yet,  even  this  is  impractical  many 
times  and  to  date  hasn't  been  fully  fulfilled.  Actually  the 
most  usable  contact  source  for  most  physicians  is  through 
hospital  staffs. 

"Whatever  methods  may  be  used,  educational  techniques 
should  not  only  edpcate  members  in  medical  knowledge  but 
also  in  values  of  organized  medicine.  This  might  help  in  the 
perfection  of  communications.  If  communications  need 
upgrading,  then  what  place  might  hospital  staffs  play  in  the 
future  picture?  All  but  a relatively  small  handful  of  our 
State  Society  members  belong  to  hospital  staffs.  Although 
county  medical  societies  do  not  and  really  cannot  penalize 
for  poor  attendance,  the  hospital  staffs  can  demand  and  do 
demand  definite  percentage  attendance  by  all  members.  The 
penalty  is,  of  course,  to  deprive  the  physician  of  a place  to 
practice  much  of  his  medical  care.  Medical  staffs  are 
perhaps  becoming  essential  in  developing  many  facets  of 


communications,  and  the  Long  Range  Planning  Committee 
of  the  Society  has  been  concerned  with  the  question  ot  what 
the  Society’s  relationship  should  be  with  respect  to  hospital 
medical  staffs. 

"My  friends,  I've  been  trying  to  build  some  background 
for  each  of  us  to  start  thinking  about  for  the  road  ahead. 
There  is  no  question  but  that  organized  medicine  needs 
more  study  to  ascertain  the  directions  most  effective  in  ac- 
complishing the  purposes  of  our  Society. 

"There  are  a few  suggestions  I would  like  to  make  which 
in  my  mind  seem  pertinent  to  our  future. 

"Pennsylvania  Medicine,  our  State  Society  publication,  is 
a real  part  of  our  organization,  and  I believe  that  all  consid- 
eration of  discontinuing  the  journal  should  cease  and  thor- 
ough. continuous  study  be  carried  out  to  constantly  keep  it 
updated  in  structure  and  content  best  suited  for  its  purpose. 
Its  present  form  is  much  more  usable  than  previous  years 
and  shows  that  already  efforts  toward  adjustments  and  alter- 
nation are  under  way.  It  must  continue  as  a vital  part  of  our 
communications. 

"Notoriously,  doctors  of  medicine  are  poor  business  peo- 
ple and  tend  to  shy  away  from  economic  problems,  yet  they 
are  an  essential  part  of  the  practice  of  medicine  or  any  other 
profession.  Therefore,  I suggest  that  the  Board  of  Trustees 
have  the  proper  council  develop  available  courses  in  medi- 
cal economics  and  office  management  to  be  presented  for 
use  by  the  Society  members. 

"Recent  efforts  on  the  part  of  the  Council  on  Education 
and  Science  brought  about  a change  in  the  council's  struc- 
ture to  make  it  more  streamlined  and  flexible,  letting  it 
adapt  more  readily  to  its  varying  needs.  I believe  that  all 
councils  should  undergo  the  same  scrutiny,  with  a goal  of 
making  similar  improvements. 

"The  importance  of  communications  emphasizes  my 
belief  that  Speakers'  Bureau  training  should  become  a 
'must-part'  of  organized  medicine.  I therefore  urge  that  this 
type  of  training  become  more  openly  available  to  any  inter- 
ested member  and  that  the  same  training  also  be  open  to  the 
Woman's  Auxiliary. 

"But  let's  not  stop  at  this.  Recently  the  Long  Range  Plan- 
ning Committee  gave  considerable  thought  to  the  need  for 
leadership  training  for  the  Society  members  and  also  for  the 
staff.  To  build  stronger  leadership  roles  can  greatly  enhance 
productiveness  in  all  levels  of  our  organization  whether  at 
the  Board  level,  administrative  level,  council  level,  or 
county  level — and  even  at  the  level  of  hospital  staffs.  Al- 
ready some  of  our  headquarters  staff  have  had  the  benefit  of 
participating  in  leadership  development  courses,  and  these 
men  have  been  highly  satisfied  with  the  effectiveness  of  the 
program.  I urge  that  such  leadership  training  be  made  avail- 
able to  definite  numbers  of  our  organization  at  all  levels 
and.  if  satisfactory,  that  such  an  endeavor  be  continued  on  a 
year-to-year  basis. 

“Ladies  and  Gentlemen,  where  do  you  fit  into  this  pic- 
ture? Are  you  contributing  the  most  that  your  time  and  tal- 
ents can  afford?  Are  you  developing  your  abilities?  All  of  us 
must  accept  the  challenges  and  participate  in  all  levels  of  or- 
ganized medicine's  activities.  In  this  manner  we  will  con- 
tinue to  have  the  best  State  Society  and  no  one  will  be  able 
to  take  the  leadership  away  from  the  Pennsylvania  Medical 
Society.” 
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Pennsylvania  success  story 

Physician  expander  concept  passes  test 

JAN  R.  J.  de  VRIES,  M.D. 

Boswell 

The  medical-economic  impact  of  hiring  a physician  expander  on  a rural 
two-physician  practice  is  analyzed,  demonstrating  the  effect  on  the  amount, 
type,  and  cost  of  services  rendered. 


' I 1 HE  Medical  Associates  of  Bos- 
well,  a rural,  two-physician  prac- 
tice, now  serves  about  12,000  patients 
in  the  Laurel  Highlands  of  Western 
Pennsylvania.  The  circumstance  of  a 
neighboring  physician’s  decision  to 
leave  the  area  precipitated  the 
inclusion  of  his  office  as  a second  of- 
fice by  the  associates  and  the  hiring  of 
a physician  expander. 

The  physician  expander  had  been 
employed  as  an  R.N.  at  our  local  hospi- 
tal for  about  twelve  years;  the  last  ten 
years  she  was  in  charge  of  the  medical 
floor.  She  was  chosen  because  of 
qualities  of  personality:  warmth  of 
human  concern,  eagerness  to  learn, 
and  a healthy  knowledge  of  her  own 
capabilities  and  limitations. 

During  November  1971,  the  physi- 
cian expander  accompanied  the  physi- 
cian who  was  making  hospital  rounds 
in  the  morning  and  received  bedside 
instruction,  much  as  an  intern  or  a 


preceptee  would.  Later  each  day  she 
came  to  the  medical  office  and  was 
shown  practices  and  routines  of  work 
and  was  introduced  to  our  patients. 
Figure  1 shows  the  text,  displayed  in 
our  office,  explaining  this  idea  to  our 
patients. 

During  this  month  a protocol  of 
"standing  orders”  was  developed,  so 
that  by  December  she  could  start 
seeing  her  own  patients  by  appoint- 
ments. In  December,  when  the  other 
office  was  incorporated  into  the  prac- 
tice, she  stopped  going  to  the  hospital 
and  saw  office  patients  only.  Starting 
in  February,  she  no  longer  was  guided 
"step  by  step,”  although  she  continues 
to  work  under  supervision.  She  seeks 
consultation  in  all  cases  not  specifi- 
cally covered  by  her  standing  orders. 
In  July  1972  a second  physician  ex- 
pander was  added  who  is  a graduate 
of  a Physician  Assistant  Program.  She 
has  seen  patients  in  a similar  fashion 


since  September.  Since  then,  the  two 
physician  expanders  spend  a few  hours 
each  day  in  the  hospital;  each  of  them 
is  now  assigned  to  one  of  the  two  of- 
fices. 

Data  Collection 

Data  were  collected  from  our  books 
to  evaluate  the  effect  of  the  addition  of 
the  physician  expander  on  the  total 
amount  of  services  rendered  as  well  as 
on  the  cost  of  these  services.  In  analyz- 
ing the  total  services  rendered,  we  used 
the  number  of  patients  seen  in  the  office 
and  hospital  only,  excluding  housecalls 
as  well  as  visits  for  scheduled  treatment 
by  office  nurses  (injections  and  physical 
therapy)  or  special  tests  (GTT,  BSP, 
Pro-time).  In  the  cost  analysis,  we  used 
recorded  charges  for  services  per- 
formed, with  an  adjustment  to  account 
for  a change  in  prices  which  became  ef- 
fective during  the  fiscal  year  July  1971  - 
June  1972. 

This  fiscal  year  is  divided  into  three 
groups  of  months  because  of  the  chang- 
ing activity  of  the  physician  expander 
as  her  role  in  the  practice  increased.  In 
July,  August,  September,  and  October, 
the  physician  expander  had  no  function 
in  the  delivery  of  health  care  by  the  as- 
sociates. The  physicians  were  them- 
selves working  at  what  they  perceived 
as  the  peak  of  their  capacities.  In 
November,  December,  and  January, 
the  physician  expander  was  gradually 
"eased"  into  service,  with  the 
physicians  doing  some  overtime  duty 
because  of  the  new  office  and  because 
of  the  season  of  the  year.  The  months  of 
February,  March,  April.  May,  and  June 
developed  a “steady  state”  of  service  by 
two  physicians  and  one  physician  ex- 
pander. 

Analysis  of  Changes 

1.  Influence  on  the  Total  Amount  of 

Services — The  two  largest  groups  of 
services  are  office  visits  and  hospital 


PHYSICIAN  EXPANDER 

In  order  to  provide  more  medical  services  to  our  patients,  without  sacrificing 
the  standardof  quality  of  care  for  which  we  strive,  the  Boswell  Medical  Associates 
have  decided  to  employ  the  services  of  a "PHYSICIAN  EXPANDER.” 

Such  a person  is  NOT  a doctor  and  can  legally  not  practice  medicine.  However, 
she  does  have  sufficient  training  and  experience,  to  the  satisfaction  of  the 
doctors,  to  be  allowed  to  fulfill  some  of  the  needs  of  our  patients. 

She  CAN  for  instance: 

1 . Inspect  a sutured  wound  to  see  that  there  is  no  infection. 

2.  Remove  stitches  at  a time  set  by  the  doctor,  if  healing  seems  to  be  un- 
complicated. 

3.  Check  weight,  blood  pressure,  condition  of  baby  and  general  progress  of 
pregnancy  during  some  of  the  prenatal  visits  (during  a pregnancy)  after  the 
doctor  has  first  seen  the  patient  at  her  first  visit.  The  doctor  will  continue  to  see 
the  patient  every  second  time, 

4.  Follow  the  normal  growth  and  development  of  a healthy  baby  every  other 
visit.  The  doctor  would  see  the  child  whenever  there  seems  to  be  a problem. 

5.  Check  the  patient  for  several  things,  just  as  the  doctor  normally  does,  for  pa- 
tients with  diabetes,  high  blood  pressure,  weight  problems,  mild  heart  disease, 
weakness  after  a stroke — IF  the  doctor  feels  confident  the  patient’s  situation  is 
stabilized. 

Any  change  from  an  anticipated  progress  would  be  reported  to  the  doctor  im- 
mediately. 

Charges  for  an  examination  by  the  Physician  Expander  would  be  as  for  a BRIEF 
office  visit  for  the  doctor. 


Figure  1.  Text  of  office  explanation  to  patients. 
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visits.  House  calls,  office  surgery, 
complete  physical  examinations,  deli- 
veries, and  hospital  surgery  make  up 
only  a numerically  small  amount  of 
our  services,  and  we  will  not  now  con- 
sider them,  although  they  certainly 
reflect  the  quality  and  influence  the 
cost  of  all  services  provided  by  the  as- 
sociates. 

Table  I shows  the  total  number  of 
office  calls  (including  complete  physi- 
cals and  surgery)  and  the  total  number 
of  hospital  visits  ( hospital-patient- 
days)  including  deliveries  and  other 
surgery  for  the  fiscal  year  July  1971- 
June  1972. 

Comparing  the  average  office  visits 
in  the  first  four  months  to  these  in  the 
last  five  months,  shows  that  this  serv- 
ice has  increased  by  52  percent  from 
an  average  of  1,075  in  the  first 
trimester  to  1,625  in  the  last.  Similar 
comparison  of  the  hospital-patient- 
days  shows  that  this  service  has 
increased  by  60  percent — from  234  to 
379. 

Common  experience  indicates  that 
the  "workload"  in  a medical  practice 
varies  from  month  to  month.  In  order 
to  more  adequately  assess  the  influence 
of  the  addition  of  the  physician  ex- 
pander to  our  practice,  the  numbers  of 
office  visits  and  hospital-patient-days 
for  1971-1972  are  compared  with  the 


TABLE  1 

Hospital- 

Office 

Patient 

Calls 

Days 

July  1971 

1,068 

203 

August 

1,101 

202 

September 

1,018 

285 

October 

1,113 

248 

November 

1,018 

255 

December 

1,545 

344 

January  1 972 

1,754 

380 

February 

1,491 

369 

March 

1,499 

270 

April 

1,896 

466 

May 

1,843 

535 

June 

1,445 

356 

average  of  those  numbers  for  the  two 
previous  years  in  Table  II.  It  is  of  in- 
terest that  during  the  first  quarter  hos- 
pital services  were  lower  than  in  the 
two  previous  years.  In  the  final 
quarter,  the  increase  amounted  to  al- 
most 60  percent  for  the  hospital  serv- 
ices and  77  percent  of  the  office  serv- 
ices. 

If  a third  physician  had  joined  the 
practice,  overall  services  could  have 


Office  Calls 
1971-1972 

TABLE  II 

Average  Two 
Previous  Years 

Hospital-Patient 

Days 

1971-1972 

Average  Two 
Previous 
Years 

July 

1,068 

949 

203 

271 

August 

1,101 

902 

202 

291 

September 

Quarter 

1,018 

963 

285 

280 

Average 

1,062 

increase  13% 

938 

230 

decrease  18% 

281 

October 

1,113 

1,026 

148 

313 

November 

1,018 

847 

255 

270 

December 

Quarter 

1,545 

812 

334 

214 

Average 

1,225 

increase  37% 

895 

279 

increase  4.8% 

266 

January 

1,754 

910 

380 

198 

February 

1,491 

880 

369 

267 

March 

Quarter 

1,499 

999 

270 

310 

Average 

1,581 

increase  70% 

930 

339 

increase  31  % 

258 

April 

1,896 

971 

446 

290 

May 

1,843 

1,004 

535 

283 

June 
Qua  rte  r 

1,445 

944 

356 

279 

Average 

1,728 

increase  77% 

973 

446 

increase  59% 

284 

been  expected  to  increase  by  50  per- 
cent. From  the  increases  shown  in 
these  two  tables,  we  conclude  that  the 
influence  of  the  addition  of  a physician 
expander  to  our  practice  on  the  total 
amount  of  services  has  been  almost  as 
if  a third  physician  had  joined  us. 

2.  Influence  on  the  “Mix’"  of  Ser- 
vices— The  figures  of  Table  I suggest 
that  hospital  services  increased  more 
than  office  services,  but  the  figures  in 
Table  II  tend  to  the  opposite 
conclusion.  Because  seasonal  varia- 
tions in  the  demand  for  medical  serv- 
ices is  such  a common  experience,  and 
because  hospital  services  in  1971-1972 
started  off  at  a lower  level  than  was  ex- 
perienced in  the  two  previous  years, 
we  tend  to  think  that  the  apparent 
"excess  hospitalization"  suggested  by 
Table  I is  probably  spurious  and  not 
actual. 

If  there  was  indeed  a relatively 
larger  need  for  hospital  services  after 
the  addition  of  the  services  of  a 
physician  expander,  two  possible 
causes  could  be  responsible  for  that 
finding.  It  is  possible  that  physicians 
have  ordered  hospitalization  more 
readily  because  of  a sense  of  insecuri- 
ty, now  that  they  don't  see  each  patient 
at  each  visit  themselves.  If  this  were 
true,  then,  a physician  expander  would 
be  a relatively  expensive  solution  to 
the  problem  of  a physician  shortage.  It 
is  also  possible  that  more  hospital- 


ization was  needed  because  physicians 
were  suddenly  faced  with  a fairly  large 
number  of  patients,  with  whose 
problems  they  were  not  yet  quite  fa- 
miliar. If  this  were  true,  then  the  ap- 
parent "excess  hospitalization"  would 
only  be  a temporary  phenomenon. 

Table  III  shows  the  relation  between 
the  number  of  office  visits  to  the 
number  of  hospital  visits  for  the  year 
1971-1972,  with  the  figures  for  the 
first  half  of  1972-1973  added.  This 
table  suggests  that  indeed  the  relative 
"excess"  of  hospitalization  from 
February-June  1972  is  only  a tempo- 
rary phenomenon.  It  also  shows  the 
variability  of  the  relationship  between 
office  and  hospital  service. 
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TABLE  III 

Office 

Hospital- 

Relation 

Relation 

1971 

Calls 

Patient 

Days 

Month 

Period 

July 

1,068 

203 

100:19.0 

August 

1,101 

202 

100:18.9 

September 

1,018 

285 

100:28.0 

October 

1,113 

248 

100:22.3 

100:21.8 

November 

1,018 

255 

100:24.0 

December 

1972 

1,545 

344 

100:22.3 

January 

1,754 

380 

100:21.6 

100:22.7 

February 

1,491 

369 

100:24.8 

March 

1,499 

270 

100:18.7 

April 

1,896 

466 

100:24.6 

May 

1,843 

535 

100:29.0 

June 

1,445 

356 

100:25.0 

100:24.4 

July 

1,539 

369 

100:23.9 

August 

1,756 

313 

100:17.8 

September 

1,482 

315 

100:21.3 

100:20.8 

October 

1,689 

401 

100:23.7 

November 

1,557 

324 

100:20.8 

December 

1,461 

391 

100:26.8 

100:23.7 

3.  Influence  on  the  Cost  of  Services — 

Charges  recorded  in  our  books  for  all 
services  rendered  (hospital  and  office 
visits)  were  adjusted  to  allow  for  certain 
fee  changes  which  became  effective  in 
the  course  of  the  fiscal  year.  The  pur- 
pose of  this  adjustment  is  to  make 
dollar  and  cent  amounts  of  charges 
recorded  comparable  from  one  month 
to  another.  Applying  the  concept  of  a 
Relative  Value  Scale  in  the  reverse, 
"values"  of  several  medical  services  can 
then  be  compared  and  evaluated.  Table 
IV  lists  the  total  number  of  office  visits 
and  arbitrary  “units  of  services  ren- 
dered” derived  from  actual  charges 
recorded  and  adjusted  as  mentioned. 
“Units  of  service  rendered"  should 
therefore  not  be  read  as  actual  dollars 
and  cents. 

Dividing  “value  of  service  rendered" 
per  month  by  the  total  number  of  pa- 
tients seen  in  the  office  results  in  anoth- 
er hypothetical  value  also  listed.  This 
“average  value  of  service  unit"  assumes 
that  there  is  a relationship  between  the 
number  of  office  calls  and  hospital-pa- 
tient-days. We  have  already  seen  that 
this  is  not  a rigid  non-variable  rela- 
tionship. Assuming,  however,  that  the 
ratio  would  have  been  constant  through 
the  year  (which  it  was  not)  the  Table 
would  lead  to  the  conclusion  that  the 
average  “value  of  service  rendered" 
would  have  increased  by  3.4  percent. 
However,  the  relative  proportion  of  the 
more  expensive  hospital  service  in- 


creased by  7.8  percent  (the  relation  of 
100:21.8  in  Table  III  rose  to  100:22.7 
and  100:24.4),  and  thus  it  would  appear 
that  the  rise  in  actual  cost  is  not  quite  as 
large  as  the  relative  increase  in  hospital- 
ization would  lead  one  to  expect. 

Further  Considerations 

Charges  for  office  services  rendered 
by  the  physician  expander  were  made  at 
a level  of  “brief  office  visits;  about  25 
percent  less  than  the  charges  for  “inter- 
mediate" office  visits.  “Brief  and  “in- 
termediate" visits  constitute  the  vast 
majority  of  services  rendered  in  the  of- 
fice. 

If  there  had  been  only  an  increase  of 
these  less  costly  visits  to  the  physician 
expander,  to  the  extent  of  about  500  per 


month  and  no  other  significant 
changes,  then  the  average  cost  of 
“value"  of  all  services  would  have 
decreased,  possibly  as  much  as  5 or  10 
percent.  Actually  no  such  drastic 
decrease  has  occurred,  and  therefore  it 
becomes  apparent  that  physicians  have 
indeed  found  opportunities  to  render 
better  (more  “valuable”)  services  in  the 
office  by  delegating  more  “routine” 
tasks  to  the  physician  expander.  In  this 
way,  even  though  the  total  amount  of 
services  was  increased,  quality  of  serv- 
ices has  been  maintained. 

Conclusions 

( 1)  The  effect  of  the  addition  of  one 
physician  expander  to  the  practice  of 
two  closely  co-operating  family  doctors 
in  a rural  practice  in  an  area  with  an 
acute  shortage  of  physicians  on  the 
total  amount  of  services  provided  has 
been  almost  as  if  a third  physician  had 
joined  the  two. 

(2)  Initially  there  was  a period  with  a 
relative  increase  of  hospital  service — 
which  increase  disappeared  in  the  sec- 
ond half  of  1972.  We  concluded  that 
this  increase  was  due  to  the  circum- 
stance of  unfamiliarity  by  the  physician 
with  the  health  problems  of  a large 
group  of  new  patients,  rather  than  to  a 
lack  of  confidence  in  the  assessment  by 
the  physician  expander  of  the  patient's 
response  to  the  management  of  their 
disease. 

(3)  Quality  of  services  has  been  main- 
tained, because  physicians  have  found 
opportunities  to  each  render  better 
services,  while  delegating  more  routine 
tasks  to  the  physician  expander. 

(4)  We  concluded  that  a slight  rise  in 
cost  in  the  first  part  of  1 972  was  actual- 
ly less  than  could  be  expected  on  the 
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colleague,  Samuel  G.  Watterson, 
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TABLE  IV 


Office 

Calls 

Units  of 
Service 

Average 
Unit  Value 

Variation  Average 

July  1971 

1,068 

49,356 

4621 

August 

1,101 

48,374 

4393 

September 

1,018 

52,390 

5141 

October 

1,113 

57,890 

5201 

25%  4836 

November 

1,018 

48,281 

4742 

December 

1,545 

83,564 

5409 

January  1972 

1,754 

87,991 

5010 

7V2%  5080 

up  5% 

February 

1,491 

75,375 

5058 

March 

1,499 

77,500 

5170 

April 

1,896 

94,035 

4853 

May 

1,843 

92,780 

5034 

June 

1,445 

68,694 

4748 

6%  4922 

up  1.8% 

practice  management 


basis  of  the  relative  increase  of  hospital 
services. 

The  phenomenon  that  the  addition  of 
a physician  expander  to  our  practice 
has  had  an  effect  almost  as  if  a third 
physician  had  joined  us,  has  not 
repeated  itself  with  the  addition  of  a 
second  physician  expander,  in  line  with 
the  economic  law  of  diminishing  re- 
turns. Such  a result  could  not  have  been 
expected  because  of  the  character  of  es- 
sentially a referral  practice  by  the 
physician  expander.  Expansion  of  the 
system  of  standing  orders  related  to 
minor  and  self-limiting  acute  illnesses, 
which  would  allow  the  physician  ex- 
pander to  see  a number  of  such  patients 
without  physician  referral,  is  expected 
to  lead  to  more  effective  utilization  of 
the  physician  expander  capabilities.  □ 


Carry  out  the  consultant’s  recommendations! 


(Continued  from  page  28) 

I simply  urge  any  practice  planning  to  increase  its  fees 
not  to  do  so  until  and  unless  it  has  some  written,  mathemat- 
ical justification  in  its  files  showing  that  it  can  satisfy  all 
three  requirements.  Such  a writing  should  keep  any  internal 
revenue  service  reviewer  from  questioning  the  validity  of 
the  increase  and  should  thus  be  worth  the  time  and  cost  of 
obtaining  the  proper  answers. 

Unified  Fee  Schedules — I also  find  some  group  practices 
within  which  individual  doctors  have  differing  fees  for  the 
same  services.  Worse  than  that,  the  reason  for  this  lack  of  a 
single  schedule  is  that  one  or  more  of  the  doctors  has  no 
schedule  at  all — he  varies  the  fee  from  case  to  case  on  the 
basis  of  personal  judgment. 

I find  a doctor's  individualizing  of  fees  is  almost  always 
undesirable.  As  a matter  of  office  efficiency,  it  prevents  the 
bookkeeper  or  secretary  from  promptly  recording  charges 
and  preparing  bills.  All  too  often  this  delay  becomes  in- 
creasingly serious  as  the  billing  decisions  pile  up  on  the 
busy  doctor's  desk.  From  a standpoint  of  office  policy,  a 
single  group  should  be  able  to  agree  on  a satisfactory  fee 
schedule  for  all  doctors,  since  they  presumably  should  have 
confidence  in  each  other’s  abilities  to  perform  the  work 
properly.  Finally,  the  thought  that  the  doctor  is  best  able  to 
judge  the  patient's  ability  to  pay  is  usually  incorrect — that 
determination  should  best  be  left  to  a member  of  the  office 
staff  who  can  directly  inquire  into  it. 

Unifying  the  members'  fees  into  a single  fee  schedule  can 
raise  questions  within  the  federal  price  control  rules.  I 
believe,  however,  that  the  task  can  be  performed  with  no 
reduction  in  income  (if  not  with  an  increase)  and  without 
violating  the  rules. 

Office  Space 

Moving  the  Office — In  a number  of  situations,  the  most  im- 


portant advice  coming  from  a survey  is  that  the  practice 
relocate  its  office.  This  usually  arises  from  an  observation 
that  the  present  quarters  are  inadequate  from  the  standpoint 
of  space,  number  of  examining  rooms,  etc. 

Almost  nothing  can  reduce  a doctor's  efficiency  as  much 
as  a lack  of  usable  examining  rooms.  The  result  can  be  lost 
time  as  he  awaits  patient  preparation  without  being  able  to 
see  other  patients.  This  situation  particularly  arises  when  an 
office  suitable  for  the  original  number  of  doctors  must  ac- 
commodate newly  added  partners  as  well. 

Even  if  the  cost  of  moving  to  larger  quarters  is  penalty 
payment  on  an  existing  lease,  I urge  practices  in  such  cir- 
cumstances to  go  ahead  and  make  the  move.  Sometimes  the 
space  is  owned  by  one  or  more  of  the  doctors  themselves,  or 
some  other  personal  entanglement  ties  the  doctors  to  the 
present  office.  By  far  the  best  advice  is  to  ignore  these 
matters  and  move  promptly  into  space  that  will  properly 
serve  the  practice. 

Negotiating  Office  Leases — There  are  so  many  traps 
awaiting  a doctor  entering  into  a lease  for  office  space  that  I 
suggest  having  any  lease  reviewed  by  a competent  attorney 
or  other  advisor  before  execution.  Unfortunately,  however, 
my  surveys  too  often  come  upon  this  situation  after  it  is  too 
late  to  do  anything  about  it. 

Areas  of  real  caution  include  the  language  of  rental 
“escalator"  clauses,  addition  of  provisions  in  case  of  a solo 
doctor's  death  or  disability,  permission  to  sublet  in  case  of  a 
desire  to  relocate,  etc.  All  these  matters  will  be  discussed  in 
a separate  article  soon. 

Perhaps  the  worst  mistake  is  a doctor’s  attempt  to  negoti- 
ate a lease  for  as  long  a period  as  possible.  A ten  year  lease 
may,  for  example,  be  a good  hedge  against  inflation  in 
rental  costs,  but  it  may  lock  the  doctor  into  the  office  space 
beyond  its  usefulness.  I would  far  prefer  to  take  the  risk  of 
rising  rental  costs  in  order  to  have  maximum  flexibility  as 
to  selection  or  change  of  office  as  needed. 
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01 

MfDICAl  ILLUSTRATIONS 


REPRODUCTIVE  system 


Without, 

equal 


Without  the  CIBA  COLLECTION  OF  MEDICAL 
ILLUSTRATIONS  your  reference  library  is  incomplete 

Because  the  CIBA  COLLECTION  contains 
1,584  definitive  illustrations  by 
Frank  H.  Netter,  M.D. 

Because  the  CIBA  COLLECTION 
systematically  portrays  human  anatomy, 
pathophysiology,  and  clinical  medicine 

Because  the  CIBA  COLLECTION 
utilizes  a highly  visual  approach  to 
make  complex  subjects  easily 
understood  and  readily  committed 
to  memory 

Isn’t  it  time  you  completed 
your  reference  library? 


Order  your  set  of  the  CIBA  COLLECTION  now  and 
we'll  show  you  another  side  of  Dr.  Netter 's  art. 
To  commemorate  the  25th 
anniversary  of  the  COLLECTION’S 
publication,  we'll  send  you.  free, 
four  full-color.  18x24-inch, 
suitable-for-framing  reproductions 
of  nonmedical  Netter  paintings. 


' . i-J 


9KcO^"°" 


W/MW 


o'  aV1 


THE  CIBA  COLLECTION 


MEDICAL  ILLUSTRATIONS 


*&•:•**  *? 


ENDOCRINE  SYSTEM 


- v 


i State 


Zip 


CIBA  PHARMACEUTICAL  COMPANY 
POST  OFFICE  BOX  1340 
NEWARK,  NEW  JERSEY  07101* 

_sets  of 

THE  CIBA  COLLECTION  OF  MEDICAL 
ILLUSTRATIONS  at  $160.50  each. 

Enclosed  find  my  check 
(money  order)  in  the  amount  of 

(Make  checks  or 


money  orders  payable  to  CIBA, 
Summit.  N.J.  Do  Not  Send  Cash!) 

P/5139-SJG 


ame 


J Address 


’For  U.S.  residents  only. 

# In  other  countries,  please  direct  inquiries 
I to  the  nearest  CIBA  office. 


The  causes  of  irritabl 
symptoms  that  often  accompany  it  can  be  as  di- 
verse as  the  systemic  and  emotional  irritations 
man  is  faced  with  daily. 

Although  the  mucoid  nature  of  stools  and  the 
occurrence  of  diarrheal  episodes  coincident  with 
times  of  emotional  stress  may  be  valuable  clues 
to  the  functional  nature  of  the  disorder,  irritable 
colon  must  often  be  diagnosed  by  exclusion. 
Such  diagnostic  exploration  takes  time.  Discov- 
of  the  nature  of  any  emotional  problems  may 
take  more.  During  that  time,  Lomotil"  is  an  ideal 
agent  for  controlling  diarrheal  symptoms. 

Lomotil  tablets  are  small,  easy  to  carry  and 
easy  to  take.  They  act  promptly  and  effectively. 
Secondary  effects  are  relatively  infrequent  and, 
once  the  first  force  of  the  diarrhea  is  controlled, 
maintenance  is  frequently  effective  on  as  little 
as  one  fourth  of  the  initial  dosage. 

These  same  characteristics  make  Lomotil 
useful  in  controlling  the  diarrhea  associated  with 
gastroenteritis,  antibiotic  therapy  and  acute 
infections. 


The  irritations  of 

ay  are  often 

in  his  gut. 


TABLETS/LIQUID 


Each  tablet  and  each  5 ml.  of  liquid  contain: 
diphenoxylate  hydrochloride  ...  2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


takes  care  of  the  gut  issue 
in  irritable  colon 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law ; diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensitiv- 
ity, reactions  similar  to  those  alter  meperidine 
or  morphine  overdosage  may  occur;  treatment 
is  similar  to  that  tor  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitor- 
ing).  Respiratory  depression  may  recur  in  spite 
of  an  initial  response  to  Nalline ® (nalorphine 
HCI)  or  may  be  evidenced  as  late  as  30  hours 
after  ingestion.  LOMOTIL  IS  NOT  AN  INNOC- 
UOUS DRUG  AND  DOSAGE  RECOMMENDA- 
TIONS SHOULD  BE  STRICTLY  ADHERED  TO, 
ESPECIALLY  IN  CHILDREN.  THIS  MEDICA- 
TION SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate  overdosage;  strictly 
observe  contraindications, warnings  and  precautions 
for  atropine;  use  with  caution  in  children  since  signs 
of  atropinism  may  occur  even  with  the  recommended 
dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  and  urinary 
retention.  Other  side  effects  with  Lomotil  include 
nausea,  sedation,  vomiting,  swelling  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb- 
ness of  the  extremities,  headache,  dizziness,  depres- 
sion, malaise,  drowsiness,  coma,  lethargy,  anorexia, 
restlessness,  euphoria,  pruritus,  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration:  Lomotil  is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For 
ages  2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 
ml.  (2  mg.)  q.i.d. ; 8 to  12  years,  4 ml.  (2  mg.)  5 
times  daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
tablets  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls 
(10  ml.,  5 mg.)  q.i.d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage.  Make  down- 
ward dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hy- 
potonic reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
cardia and  respiratory  depression  which  may  occur 
12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and,  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vi  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to: 

G.  D.  Searle  & Co.,  Medical  Department 
Box  5110,  Chicago,  Illinois  60680 
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INDlCATIONS:  Yfterapeut(ca</y^  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
. organisms,  as  in:  • infected  burns,  skin  grafts,  surgfcal  incisions,  otitis  externa 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 

CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN*  Ointment 


Each  gram  contains:  Aerosporin'i*  brand  Polymyxin  B Sulfate  I 
5,000  units;  zinc  bacitracin  400  units:  neomycin  sulfate  5 mg.  I 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum  I 
q.s.  In  tubes  of  1 oz.  and  Vz  oz.  and  V32  oz.  (approx.)  foil  packets. 


Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization.  * * 


Wellcome , 


' Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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IMS 

WHEN  FACED  WITH 
CHOLESTEROL  ELEVATION 


Choloxin 


(sodium  dextrothyroxine) 


IS  A PRACTICAL  ANSWER 


When  faced  with  a diagnosed  hypercholesterolemic  patient, 
CHOLOXIN  is  a practical  and  appropriate  drug  to  select.  It  is  a 
thyroid  analogue  which  effectively  lowers  elevated  serum 
cholesterol  1 5 to  35%  (see  adjacent  chart)  in  Types  II  and  III 
patients  . . . fortreatment  of  hypercholesterolemia  in  euthyroid, 
non-cardiac  patients. 

Although  the  mechanism  of  action  of  CHOLOXIN  therapy  has  not 
been  conclusively  demonstrated,  animal  studies  show  both 
increased  oxidative  catabolism  in  the  liver  and  excretion  of 
cholesterol  and  its  degradation  products  via  the  biliary  route. 


AN  IMPORTANT  NOTE: 

It  has  not  been  established  whether  drug-induced  lower- 
ing of  serum  cholesterol  or  other  lipid  levels  has  a detri- 
mental, a beneficial,  or  no  effect  on  the  morbidity  or 
mortality  due  to  atherosclerosis  or  coronary  heart  disease. 
Several  years  will  be  required  before  current  investiga- 
tions can  yield  an  answer  to  this  question. 


Effect  of  sustained  therapy  at  constant  dosage  in  406  euthyroid  patien  ! 
The  mean  control  values  were  at  262,  335  and  468  mg.  %. 


Cholesterol 
levels  at 
start  of 
therapy 


under  300  mg  ‘ 
mean  = 262  mg  ^1 
(180  patients) 


300-400  mg  % 
mean  = 335  mg 
(203  patients) 


Duration  of  Therapy  (months) 

NOT  ALL  PATIENTS  ARE  REPRESENTED  AT  EACH  TIME  INTERVAL 


Choloxin6 

(sodium  dextrothyroxine) 

Description 

CHOLOXIN  (sodium  dextrothyroxine)  is  the 
sodium  salt  of  the  dextrorotatory  isomer  of 
thyroxine.  It  is  chemically  described  as 
D-3,5,3',5'-tetraiodothyronine  sodium  salt. 

Actions 

The  predominant  effect  of  CHOLOXIN  (sodi- 
um dextrothyroxine)  is  the  reduction  of  serum 
cholesterol  levels  in  hyperlipidemic  patients. 
Beta  lipoprotein  and  triglyceride  fractions 
may  also  be  reduced  from  previously  ele- 
vated levels. 

Most  of  the  available  evidence  indicates  that 
CHOLOXIN  stimulates  the  liver  to  increase 
catabolism  and  excretion  of  cholesterol  and 
its  degradation  products  via  the  biliary  route 
into  the  feces.  Cholesterol  synthesis  is  not 
inhibited  and  abnormal  metabolic  end- 
products  do  not  accumulate  in  the  blood. 

Indications 

This  is  not  an  innocuous  drug.  Strict  atten- 
tion should  be  paid  to  the  indications  and 
contraindications. 

CHOLOXIN  (sodium  dextrothyroxine)  is  an 
antilipidemic  agent  used  as  an  adjunct  to 
diet  and  other  measures  for  the  reduction  of 
elevated  serum  cholesterol  (low  density  lipo- 
proteins) in  euthyroid  patients  with  no  known 
evidence  of  organic  heart  disease. 

The  drug  is  also  indicated  in  the  treatment  of 
hypothyroidism  in  patients  with  cardiac  dis- 
ease who  cannot  tolerate  other  types  of 
thyroid  medication. 

Before  prescribing,  note  the  following:  Re- 
sults from  a randomized  clinical  study  have 
Indicated  a possible  adverse  effect  when 
CHOLOXIN  Is  administered  to  a patient  re- 
ceiving a digitalis  preparation.  There  may 
be  an  additive  effect.  This  additive  effect 
may  possibly  stimulate  the  myocardium  ex- 
cessively in  patients  with  significant  myocar- 
dial impairment.  CHOLOXIN  dosage  should 
not  exceed  4 mg  per  day  when  the  patient  is 
receiving  a digitalis  preparation  concomit- 
antly. Careful  monitoring  of  the  total  effect 
of  both  drugs  is  important. 

It  has  not  been  established  whether  the 
drug-induced  lowering  of  serum  cholesterol 
or  lipid  levels  has  a detrimental,  beneficial, 
or  no  effect  on  the  morbidity  or  mortality 
due  to  atherosclerosis  or  coronary  heart  dis- 
ease. Several  years  will  be  required  before 
current  investigations  will  yield  an  answer 
to  this  question. 

Contraindications 

The  administration  of  CHOLOXIN  (sodium 
dextrothyroxine)  to  euthyroid  patients  with 
one  or  more  of  the  following  conditions  is 
contraindicated: 

1.  Known  organic  heart  disease,  including 
angina  pectoris;  history  of  myocardial 
infarction;  cardiac  arrhythmia  or  tachy- 
cardia. either  active  or  in  patients  with 
demonstrated  propensity  for  arrhyth- 
mias; rheumatic  heart  disease;  history 
of  congestive  heart  failure;  and  decom- 
pensated or  borderline  compensated 
cardiac  status. 


2.  Hypertensive  states  (other  than  mild, 
labile  systolic  hypertension). 

3.  Advanced  liver  or  kidney  disease. 

4.  Pregnancy. 

5.  Nursing  mothers. 

6.  History  of  iodism. 

Warnings 

CHOLOXIN  (sodium  dextrothyroxine)  may 
potentiate  the  effects  of  anticoagulants  on 
prothrombin  time.  Reductions  of  anticoagu- 
lant dosage  by  as  much  as  30%  have  been 
required  in  some  patients.  Consequently,  the 
dosage  ot  anticoagulants  should  be  reduced 
by  one-third  upon  initiation  of  CHOLOXIN 
therapy  and  the  dosage  subsequently  read- 
justed on  the  basis  of  prothrombin  time.  The 
prothrombin  time  of  patients  receiving  anti- 
coagulant therapy  concomitantly  with  CHO- 
LOXIN therapy  should  be  observed  as  fre- 
quently as  necessary,  but  at  least  weekly, 
during  the  first  few  weeks  of  treatment. 

In  the  surgical  patient,  it  is  wise  to  consider 
withdrawal  of  the  drug  two  weeks  prior  to 
surgery  if  the  use  of  anticoagulants  during 
surgery  Is  contemplated. 

When  CHOLOXIN  is  used  as  thyroid  replace- 
ment therapy  in  hypothyroid  patients  with 
concomitant  coronary  artery  disease  (espe- 
cially those  with  a history  of  angina  pectoris 
or  myocardial  infarction)  or  other  cardiac 
disease,  treatment  should  be  initiated  with 
care.  Special  consideration  of  the  dosage 
schedule  of  CHOLOXIN  is  required.  This 
drug  may  increase  the  oxygen  requirements 
of  the  myocardium,  especially  at  high  dos- 
age levels.  Treated  subjects  with  coronary 
artery  disease  must  be  seen  at  frequent  in- 
tervals. If  aggravation  of  angina  or  increased 
myocardial  ischemia,  cardiac  failure,  or  clin- 
ically significant  arrhythmia  develops  during 
the  treatment  of  hypothyroid  patients,  the 
dosage  should  be  reduced  or  the  drug 
discontinued. 

Special  consideration  must  be  given  to  the 
dosage  of  other  thyroid  medications  used 
concomitantly  with  CHOLOXIN.  As  with  all 
thyroactive  drugs,  hypothyroid  patients  are 
more  sensitive  to  a given  dose  of  CHOLOXIN 
than  euthyroid  patients. 

Epinephrine  injection  in  patients  with  coro- 
nary artery  disease  may  precipitate  an 
episode  of  coronary  insufficiency.  This  con- 
dition may  be  enhanced  in  patients  receiving 
thyroid  analogues.  These  phenomena  should 
be  kept  in  mind  when  catecholamine  injec- 
tions are  required  in  sodium  dextrothyroxine- 
treated  patients  with  coronary  artery  disease 
Since  the  possibility  of  precipitating  cardiac 
arrhythmias  during  surgery  may  be  greater  in 
patients  treated  with  thyroid  hormones,  it 
may  be  wise  to  discontinue  CHOLOXIN  in 
euthyroid  patients  at  least  two  weeks  prior 
to  an  elective  operation.  During  emergency 
surgery  in  euthyroid  patients,  and  in  surgery 
in  hypothyroid  patients  in  whom  it  may  be 
advisable  to  withdraw  therapy,  the  patients 
should  be  carefully  observed. 

There  are  reports  that  sodium  dextrothyrox- 
ine in  diabetic  patients  is  capable  of  increas- 
ing blood  sugar  levels  with  a resultant 
increase  in  requirements  of  insulin  or  oral 
hypoglycemic  agents.  Special  attention 
should  be  paid  to  parameters  necessary  for 
good  control  of  the  diabetic  state  in  dextro- 
thyroxine-treated  subjects  and  to  dosage  re- 
quirements of  insulin  or  other  antidiabetic 
drugs.  If  sodium  dextrothyroxine  is  later 


withdrawn  from  patients  who  had  required 
an  increase  of  insulin  (or  oral  hypoglycemic 
agents)  dosage  during  its  administration,  the 
dosage  of  antidiabetic  drugs  should  be  re- 
duced and  adjusted  to  maintain  good  control 
of  the  diabetic  state. 

When  either  or  both  impaired  liver  or  kidney 
function  are  present,  the  advantages  of  CHO- 
LOXIN therapy  must  be  weighed  against  the 
possibility  of  deleterious  results. 

Usage  in  Women  of  Childbearing  Age 

Women  of  childbearing  age  with  familial  hy- 
percholesterolemia or  hyperlipemia  should 
not  be  deprived  of  the  use  of  this  drug;  it 
can  be  given  to  those  patients  exercising 
strict  birth  control  procedures.  Since  preg- 
nancy may  occur  despite  the  use  of  birth 
control  procedures,  administration  of  CHO- 
LOXIN (sodium  dextrothyroxine)  to  women 
of  this  age  group  should  be  undertaken  only 
after  weighing  the  possible  risk  to  the  fetus 
against  the  possible  benefits  to  the  mother. 
Teratogenic  studies  in  two  animal  species 
have  resulted  in  no  abnormalities  in  the 
offspring. 

Precautions 

It  is  expected  that  patients  on  dextrothyrox- 
ine therapy  will  show  greatly  increased 
serum  protein-bound-iodine  levels.  These  in- 
creased serum  PBI  values  are  evidence  of 
absorption  and  transport  of  the  drug,  and 
should  NOT  be  interpreted  as  evidence  of 
hypermetabolism;  similarly,  they  may  not  be 
used  for  titrating  the  effective  dose  of  CHO- 
LOXIN (sodium  dextrothyroxine).  PBI  values 
in  the  range  of  10  to  25  mcg%  in  treated 
patients  are  common. 

If  signs  or  symptoms  of  iodism  develop  dur- 
ing CHOLOXIN  therapy,  the  drug  should  be 
discontinued. 

A few  children  with  familial  hypercholesterol- 
emia have  been  treated  with  CHOLOXIN  for 
periods  of  one  year  or  longer  with  no  ad- 
verse effects  on  growth.  However,  it  is  rec- 
ommended that  the  drug  be  continued  in 
patients  in  this  age  group  only  if  a signifi- 
cant serum  cholesterol-lowering  effect  is 
observed. 

Adverse  Reactions 

The  side  effects  attributed  to  dextrothyroxine 
therapy  are,  for  the  most  part,  due  to  in- 
creased metabolism,  and  may  be  minimized 
by  following  the  recommended  dosage 
schedule.  Adverse  effects  are  least  com- 
monly seen  in  euthyroid  patients  with  no 
signs  or  symptoms  of  organic  heart  disease; 
the  incidence  of  adverse  effects  is  increased 
in  hypothyroid  patients,  and  is  highest  in 
those  patients  with  organic  heart  disease 
superimposed  on  the  hypothyroid  state. 

In  the  absence  of  known  organic  heart  dis- 
ease, some  cardiac  changes  may  be  precip- 
itated during  sodium  dextrothyroxine  therapy. 
In  addition  to  angina  pectoris,  arrhythmia 
consisting  of  extrasystoles,  ectopic  beats,  or 
supraventricular  tachycardia,  ECG  evidence 
of  ischemic  myocardial  changes  and  in- 
crease in  heart  size  have  been  observed. 
Myocardial  infarctions,  both  fatal  and  non- 
fatal,  have  occurred,  but  these  are  not  un- 
expected in  untreated  patients  in  the  age 
groups  studied.  It  is  not  known  whether  any 
of  these  infarcts  were  drug  related. 

Changes  in  clinical  status  that  may  be  re- 
lated to  the  metabolic  action  of  the  drug 
include  the  development  of  insomnia,  ner- 
vousness, palpitations,  tremors,  loss  of 


weight,  lid  lag,  sweating,  flushing,  hyper 
thermia,  hair  loss,  diuresis,  and  menstrual  ir 
regularities.  Gastrointestinal  complaints  dur 
ing  therapy  have  included  dyspepsia,  nauser 
and  vomiting,  constipation,  diarrhea,  and  de 
crease  in  appetite. 

Other  side  effects  reported  to  be  associater 
with  CHOLOXIN  (sodium  dextrothyroxine 
therapy  include  the  development  of  head 
ache,  changes  in  libido  (increase  or  de 
crease),  hoarseness,  tinnitus,  dizziness,  per 
ipheral  edema,  malaise,  tiredness,  visua 
disturbances,  psychic  changes,  paresthesia 
muscle  pain,  and  various  bizarre  subjects 
| complaints.  Skin  rashes,  including  a fev 
which  appeared  to  be  due  to  iodism,  ant 
; itching  have  been  attributed  to  dextrothyrox 
ine  by  some  investigators.  Gallstones  havt 
been  discovered  in  occasional  dextrothy 
roxine-treated  patients  and  cholestatic  jaun 
dice  has  occurred  in  one  patient,  althougt 
its  relationship  to  CHOLOXIN  therapy  was 
J not  established. 

In  several  instances,  the  previously  existinc 
conditions  of  the  patient  appeared  to  con 
tinue  or  progress  during  the  administratior 
of  CHOLOXIN;  a worsening  of  periphera 
vascular  disease,  sensorium,  exophthalmos 
and  retinopathy  have  been  reported. 
CHOLOXIN  potentiates  the  effects  of  antico 
agulants,  such  as  warfarin  or  Dicumarol,  or 
prothrombin  time,  thus  indicating  a decrease 
in  the  dosage  requirements  of  the  anticoagu 
lants.  On  the  other  hand,  dosage  require 
ments  of  antidiabetic  drugs  have  been  re- 
ported to  be  increased  during  dextrothyrox- 
ine therapy  (see  WARNINGS  section). 

Dosage  and  Administration 
For  adult  euthyroid  hypercholesterolemic  pa- 
tients. the  recommended  maintenance  dose 
of  CHOLOXIN  (sodium  dextrothyroxine)  is  4 
to  8 mg  per  day.  The  initial  daily  dose  should 
be  1 to  2 mg  to  be  increased  in  1 to  2 mg 
increments  at  intervals  of  not  less  than  one 
month  to  a maximum  level  of  4 to  8 mg  daily 
if  that  dosage  level  is  indicated  to  effect  the 
desired  lowering  of  serum  cholesterol. 

When  used  as  partial  or  complete  substitu- 
tion therapy  for  levothyroxine  in  hypothyroid 
patients  with  cardiac  disease  who  cannol 
tolerate  other  types  of  thyroid  medication, 
the  initial  daily  dose  should  be  1 mg  to  be 
increased  in  1 mg  increments  at  intervals  ol 
not  less  than  one  month  to  a maximum  level 
of  4 to  8 mg  daily,  preferably  the  lower  dos- 
age. The  maximum  in  patients  receiving  digi- 
talis therapy  is  4 mg. 

For  pediatric  hypercholesterolemic  patients, 
the  recommended  maintenance  dose  ol 
CHOLOXIN  is  approximately  0.1  mg  per  kilo- 
gram. The  initial  daily  dosage  should  be 
approximately  0.05  mg  per  kilogram  to  be 
increased  in  up  to  0.05  mg  per  kilogram 
increments  at  monthly  intervals.  The  recom- 
mended maximal  dose  is  4 mg  daily,  if  that 
dosage  is  indicated  to  effect  the  desired 
lowering  of  serum  cholesterol. 

If  new  signs  or  symptoms  of  cardiac  disease 
develop  during  the  treatment  period,  the 
drug  should  be  withdrawn. 

How  Supplied 

CHOLOXIN  (sodium  dextrothyroxine)  is  sup- 
plied in  prescription  packages  of  scored  1, 
| 2,  4.  and  6 mg  tablets. 

FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 

Morion  Grove,  Illinois 


*ral  Nasal  Decongestant, 
^ntihistaminic 

°r  stuffed  and  running  nose^- 


Triaminic  Syrup... the  orange  medicine  from  Dorsey 

Dorsey  Laboratories  / Division  of  Sandoz- Wander,  Inc.  / Lincoln,  Nebraska  68501 


Must  vasodilators 
and  therapy  for 
other  diseases 
come  into 
conflict? 


not  if  the  vasodilator  is 

VASODILAN* 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator... 
no  treatment  conflicts  reported 

The  cerebral  or  peripheral  vascular  disease  patient  often  has 
coexisting  disease1  which  calls  for  another  drug  along  with  his 
vasodilator.  It  may  be  a hypoglycemic,  miotic,  antihypertensive, 
diuretic,  anticoagulant,  corticosteroid,  or  coronary  vasodilator. 
Vasodilan  is  not  incompatible  with  any  of  these  drugs— no  treatment 
conflict  has  been  reported.  And,  unlike  other  vasodilators,  Vasodilan 
has  not  been  reported  to  affect  carbohydrate  metabolism,  liver 
function,  or  intraocular  pressure-or  to  complicate  treatment  of 
diabetes,  hypertension,  peptic  ulcer,  glaucoma,  or  liver  disease. 

In  fact,  there  are  no  known  contraindications  to  the  use  of  Vasodilan 
in  recommended  oral  doses,  other  than  that  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately  postpartum. 

1.  Gertler,  M.  M.,  et  al.:  Geriatrics  ^5.134-148  (May)  1970. 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effecti ve  indications  requires 
further  investigation. 


Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg. -bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg.— bottles  of  100,  500  and  Unit  Dose. 

© 1973  MEAD  JOHNSON  & COMPANY  • EVANSVILLE,  INDIANA  47721  U.S.A.  734017 


Students  of  medicine  and  law  learn  together 


WILLIAM  C.  ADAMSON,  M.D. 
Philadelphia 


PAUL  JAY  FINK,  M.D. 
Norfolk,  Virginia 


r\URING  the  last  two  decades, 
there  has  been  a growing  con- 
cern both  in  medicine  and  in  law 
about  the  many  social,  economic,  and 
emotional  problems  confronting  the 
family  group.  The  shift  away  from 
specialization  in  medicine  toward  fam- 
ily practice  and  family  therapy  as  an 
effective  therapeutic  model  has  been 
paralleled  by  a ground  swell  in  the 
legal  profession  toward  developing 
greater  sensitivity  to  and  improvement 
in  the  law  as  it  relates  to  the  family 
and  its  members. 

Many  significant  medical-legal 
issues  are  emerging:  The  determi- 
nation of  what  constitutes  death;  the 
decision  regarding  prolongation  of  life; 
the  individual’s  rights  and  therapeutic 
intervention;  the  legal  consequences  of 
peer  review  in  a national  health  insur- 
ance plan. 

Encouraged  by  the  earlier  efforts  of 
Kolansky  and  Colarusso  ( 1 969)  at  the 
Albert  Einstein  Medical  Center  in 
Philadelphia,  the  Hahnemann  Medical 
College  and  the  University  of  Pennsyl- 
vania Law  School  developed  an  eight 
week  Seminar/Practicum  for  third  year 
law  students  as  an  extension  of  Hah- 
nemann's psychiatric  training  pro- 
gram. 

* H.  Kolansky,  C.  Colarusso.  Psychiatry  for 
law  students  in  a department  of  psychiatry. 
Journal  Albert  Einstein  Medical  Center, 
17:60-62,  1969. 


The  summer  months  of  June  and 
July  were  chosen  to  allow  law  students 
to  participate  on  a full  time  basis.  A 
$ 1 .000  fellowship  was  given  to  each  of 
the  five  law  students  in  lieu  of  their 
summer  work  experience  by  a private 
foundation  interested  in  this  form  of  in- 
terprofessional training  experience. 

During  the  first  month  the  law 
students  participated  in  clinical  work 
focused  on  adult  psychiatry  in  which 
they  followed  the  sophomore  medical 
students  on  their  psychiatric  rotation. 
Each  law  student  was  assigned  to  a unit 
at  Friends  Hospital,  the  Philadelphia 
Naval  Hospital.  Philadelphia  General 
Hospital,  or  the  Hahnemann  Hospital. 
They  also  rotated  with  the  medical 
students  through  some  of  the  adult  out- 
patient services  in  the  Hahnemann 
Community  Mental  Health  Center. 
During  this  sequence  they  attend  semi- 
nars on  art  therapy,  family  therapy, 
hypnotherapy,  group  therapy,  and  be- 
havior modification.  It  was  understood 
that  in  the  short  space  of  four  weeks 
they  were  not  expected  to  master  this 
material.  It  was  hoped  however,  that 
the  law  students  would  be  sensitized  to 
the  issues,  attitudes,  clinical  practices, 
and  theoretical  concepts  which  un- 
derlie the  management  of  psychiatric 
problems. 

The  law  students  entered  into  class 
discussions  on  the  various  symptom 
complexes  which  result  from  emotional 


TABLE  I 

Law  Student  Program:  Child  and  Adolescent  Experiences 
(Hahnemann/University  of  Pennsylvania  Program) 

Orientation  to  community 

Orientation  to  four  community  mental 
health  centers  sponsored  by  Hahnemann 

Seminar  conferences  on: 

Clinical  psychology  in  services  for  children 
Psychology  of  handicap 
Psychology  of  adolescent  girls 
Problems  in  personality  development 
Severe  ego  disturbances  in  children 

Discussions  on  treatment  models: 

Pharmaco  therapy 
Individual  psychotherapy 
Behavior  modification 


and  deep-seated  neurotic  conflicts. 

In  all  these  seminars  the  law  students 
were  encouraged  to  ask  questions,  to 
participate  in  dialogues  with  faculty 
and  residents  on  issues  which  had  sig- 
nificant legal  import,  as  well  as  on  those 
issues  which  were  unclear,  provocative, 
or  likely  to  have  stirred  up  some  deriva- 
tive of  their  own  neurotic  conflicts.  Op- 
portunities for  each  student  to  talk  with 
an  individual  supervisor  were  included 
as  an  important  part  of  the  learning  ex- 
perience. 

In  the  second  month  the  law  students 
were  included  in  the  child  and  adoles- 
cent psychiatric  services  outlined  in 
Table  I. 

In  our  1971  summer  program  we 
found  we  could  not  bring  law  students 
into  all  the  orientation  program  for  our 
child  psychiatry  residents.  The  diverse 
educational  backgrounds  and  levels  of 
training  in  mental  health  militated 
against  the  possibility  of  a common 
learning  experience  in  all  areas  of  that 
orientation. 

Field  trips  to  the  family  court,  to  the 
Youth  Study  Center,  to  schools  for  the 
mentally  retarded,  to  programs  for  the 
emotionally  disturbed  children,  and  to 
schools  for  children  with  learning 
disabilities  were  commonly  shared  ex- 
periences. Visits  to  the  in-patient  and 
out-patient  facilities  for  children  and 
adolescents,  as  well  as  movies  illus- 
trating key  concepts  in  child  psychia- 
try, were  also  mutually  experienced. 

A weekly  seminar  on  law  and  psychi- 
atry was  held  throughout  the  eight  week 
period.  This  seminar  gave  the  law 

Dr.  Adamson  is  clinical  associate 
professor  of  child  psychiatry  at  Hah- 
nemann Medical  College  and  Hospi- 
tal. Dr.  Fink  is  chairman  and 
professor  of  the  department  of  psy- 
chiatry and  behavioral  science  at 
Eastern  Virginia  Medical  School, 
Norfolk,  Virginia,  and  medical 
director  for  the  Norfolk  Community 
Mental  Health  Center.  He  was  for- 
merly professor  of  psychiatry  and 
director  of  education  and  training 
for  the  division  of  mental  health 
sciences  at  Hahnemann. 
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students,  medical  students,  and  psychi- 
atry residents  the  opportunity  to  enter 
into  continuous  dialogues.  Discussions 
on  the  legal  aspects  of  drug  abuse  were 
led  by  Peter  Levin,  assistant  district  at- 
torney of  Philadelphia;  on  committ- 
ment procedures  and  the  rights  of  indi- 
viduals by  Mr.  Richard  Bazilon  of 
Philadelphia;  on  custody  procedures 
and  problems  by  Dr.  Richard  Lonsdorf. 
forensic  psychiatrist  on  the  faculty  of 
the  University  of  Pennsylvania  Law 
School;  and  important  topics  such  as 
malpractice,  child  abuse,  adoption,  and 
forensic  psychiatry  were  led  by  William 
C.  Adamson,  M.D.  A practical  side  to 
this  learning  experience  was  provided 
by  visits  to  the  Juvenile  Court  and 
Youth  Study  Center  led  by  Scott 
Seibert,  M.D.,  a child  psychiatrist  with 
specialization  in  Juvenile  Delinquency. 

Emphasis  in  all  the  discussions  was 
on  gaining  greater  understanding  of  the 
adversary  system,  current  usage  of  the 
McNaughton  Rule,  and  understanding 
the  implications  of  the  Gault  decision, 
and  the  Durham  and  Miranda 
Decisions. 

Among  the  interesting  questions 
which  surfaced,  these  were  especially 
relevant:  Even  if  suicide  may  result, 
does  society  have  the  right  to  protect  a 
person  from  himself  or  does  an  individ- 
ual have  a right  to  end  his  existence  on 
earth?  Who  should  decide  what  consti- 
tutes mental  illness  sufficient  to  require 
commitment?  How  do  we  know  a 
person  will  be  dangerous:  can  psychia- 
try accurately  assess  destructiveness  in 
individuals?  Is  a person  required  to  be 
treated  if  he  is  mentally  ill  and  resisting 
treatment? 

Query  and  arguments  were  presented 
for  both  sides  of  these  basic  issues.  No 
attempt  was  made  to  force  closure  or 
finality,  but  rather  an  attempt  was  made 
to  illuminate  the  issues  from  the  points 
of  view  of  individual  and  social  psy- 
chology in  relationship  to  human  rights 
and  the  due  process  of  law. 


Program  Evaluation 

In  evaluating  their  experiences,  the 
law  students  indicated  that  several 
aspects  were  found  to  be  especially 
valuable.  These  included  the  personal 
contacts  with  health  professionals  and 
the  opportunity  to  see  patients  who 
illustrated  the  practical  problems  of 
mental  health  in  contrast  to  theoretical 


constructs.  On-the-spot  observations  of 
community  facilities  were  especially 
significant  in  the  way  they  highlighted 
the  discrepancy  between  promise  and 
physical  facilities  in  which  clinical 
practice  is  undertaken.  Some  of  the 
community's  resistances  to  taking  help 
came  into  focus,  as  did  the  relationship 
between  racial  oppression,  poverty,  ed- 
ucational disadvantage,  and  distortions 
in  family  structure  and  child  rearing. 
Important,  too,  was  their  exposure  to 
initial  interviewing  skills  which  were 
reported  to  be  largely  ignored  in  the 
legal  profession. 

The  Hahnemann  faculty  were 
impressed  with  the  recommendations 
made  by  the  law  students  to  improve 
the  eight  week  experience.  Their  sug- 
gestions included: 

( 1)  More  input  from  the  law  school 
in  terms  of  planning,  programming, 
and  participation.  Eor  example,  it  was 
suggested  that  the  law  school  arrange 
for  lawyers  involved  in  a practical  way 
with  mental  health  legal  problems  to  be 
part  of  weekly  seminars. 

(2)  More  clinical  observations  of 
children  which  would  aid  law  students 
in  implementing  their  theoretical 
knowledge. 

(3)  More  emphasis  on  observation  of 
actual  drug  programs,  which,  it  was 
suggested,  should  be  a permanent  part 
of  the  program. 

(4)  More  content  related  to  social 
welfare  and  public  institutions  respon- 
sible for  providing  health  and  legal 
services. 

(5)  Continue  commitment  hearing  as 
a permanent  feature  of  the  program. 

The  psychiatry  residents  felt  they 
had  learned  a great  deal  from  the  total 
experience  and  were  especially  respon- 
sive to  working  side  by  side  with  the  law 
students.  The  experience  added  a 
human  dimension  to  what  had  seemed 
to  many  residents  to  be  a professional 
filled  with  books,  torts,  judgments,  and 
verdicts  with  little  sense  or  under- 
standing of  humanity  and  the  dynamics 
of  human  behavior. 


Conclusions 

A program  in  psychiatry  for  law 
students  is  viewed  as  an  extraordinary 
learning  experience  for  both  the 
students  and  faculty.  It  was  conceived 
as  an  opportunity  to  help  future  lawyers 
change  attitudes  and  approaches 
toward  the  human  condition.  Also  as  a 


method  for  stimulating  psychiatric 
students  and  staff  to  think  about  the 
problems  of  law  as  they  apply  to  psychi- 
atry and  to  differences  between  the  ad- 
versary system  and  the  medical  model. 
We  feel  it  accomplished  both  of  these 
objectives.  All  the  law  students  in- 
volved felt  that  they  had  gained  a great 
deal  from  the  intimate  contact  with 
staff,  residents,  and  medical  students. 
They  especially  enjoyed  the  classes  with 
medical  students  because  they  felt  a cer- 
tain equality  in  starting  from  scratch 
with  a group  who  had  almost  the  same 
level  of  knowledge  of  the  subject  as  they 
had.  The  law  students  learned  to  look  at 
problems  clinically  and  to  understand 
the  complexity  of  the  factors  which 
create  an  emotionally  disturbed  patient. 

They  were,  in  addition,  highly  cog- 
nizant of  social  and  legal  factors  of 
which  mental  health  professionals  are 
often  unaware  or  perhaps  neglectful.  It 
was  in  this  area  that  the  faculty  gained 
most.  They  were  confronted  with  their 
deficiencies  in  forensic  psychiatry  and 
with  the  legal  problems  of  community 
residents. 

In  sending  the  law  students  on  field 
trips  under  psychiatric  supervision  to 
many  places  in  which  they  would  even- 
tually become  involved  as  practicing  at- 
torneys. we  hoped  to  sensitize  them  to 
another  point  of  view.  All  of  these  edu- 
cational experiences  were  primarily  ■ 
designed  to  change  attitudes,  or  better 
yet,  create  attitudes  among  young  law 
students  which  might  affect  them 
throughout  their  lives  as  attorneys. 
Hopefully,  these  attitudes  would  serve 
as  a basis  from  which  they  might  judge 
realistically  the  many  options,  criti- 
cisms, and  characteristics  of  psychia- 
trists, social  workers,  and  the  mental 
health  field  in  general. 

We  are  aware  that  the  program  had 
some  weaknesses.  The  actual  opportu- 
nity for  instruction  outside  routinely 
scheduled  activities  of  the  medical 
students  whom  they  accompanied  were  [ 
minimal.  The  program  was  ambitious, 
well  received,  and  served  an  important 
purpose.  It  is  the  beginning  of  a model 
for  bringing  the  two  groups  of  students  i 
together  to  break  down  interprofes- 
sional barriers  which  seem  to  arise  and 
later  become  immovable.  The  actual 
psychiatric  theory  taught  is  far  less  im- 
portant than  the  opportunity  for  ex- 
periencing human  relations  within  the 
structured  framework  of  an  educational 
program.  □ 
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State  supported  V.D.  clinics  listed  by  county 

So  that  physician  members  may  continue  to  offer  needed  services  to  patients,  Pennsylvania  Medicine 
lists  below  V.D.  treatment  facilities  which  are  supported  by  the  Pennsylvania  Department  of  Health 
and  whose  services  are  available  to  citizens.  Such  clinics  in  Allegheny  and  Philadelphia  Counties  are 
supported  by  local  health  departments. 


Clinic  Location  Hours  Laboratory 

Services* 


Beaver  County 

Medical  Center  of 
Beaver  County 
V.D.  Clinic 
Ambulatory 
Care  Center 
700  Penn  Ave. 
New  Brighton,  Pa. 
15066 

Thursday 
3:00-5:00  p.m. 

STS,  G.S. 

Dkfld, 

Cultures 

Berks  County 

St.  Joseph  Hospital 
1215  Walnut  St. 
Reading,  Pa.  19603 

Wednesday 
10:00- 
1 1 :00  a.m. 

STS,  G.S. 

Dkfld, 

Cultures 

Blair  County 

State  Health  Center 
615  Howard  Ave. 
Altoona,  Pa.  16603 

Monday 
8:30-9:30  a.m. 

STS,  G.S. 
Cultures 

Cambria  County 

Conemaugh  Valley 
Memorial  Hospital 
1086  Franklin  St. 
Johnstown,  Pa.  15905 

Daily 
8:00  a.m.- 
6:00  p.m. 

STS,  G.S. 

Dkfld, 

Cultures 

Dauphin  County 

State  Health  Center 
2990  Jefferson  St. 
Harrisburg,  Pa. 
17110 

Tuesday 
2:00-4:00  p.m. 
Friday 

9:00-11:00  a.m. 

STS,  G.S. 
Cultures 

Delaware  County 

State  Health  Center 
151  W.  5th  St. 
Chester,  Pa.  19013 

Monday  & 
Thursday 
8:30-10:30  a.m. 
Wednesday 
2:30-3:30  p.m. 

STS,  G.S. 
Cultures 

Lackawanna  County 

Scranton  State 
Hospital 

Mulberry  and  Franklin 
Scranton,  Pa.  18503 

Tuesday 
1 1 :00  a.m.- 
1 :00  p.m. 

STS,  G.S. 
Cultures 

Lancaster  County 

St.  Joseph  Hospital 
250  College  Ave. 
Lancaster,  Pa.  17604 

Emergency  Room 
24  hr/day 
7 days  a week 

STS,  G.S. 

Dkfld, 

Cultures 

Luzerne  County  Wednesday  STS,  G.S. 

Kirby  Health  Center  1 :00-3:00  p.m.  Dkfld, 

71  N.  Franklin  St.  Cultures 

Wilkes-Barre,  Pa. 

18701 


* STS — Serologic  Test  for  Syphilis 
G.S. — Gram  Stain 
Dkfld — Darkfield  Microscopy 


Lycoming  County 

Williamsport  Hospital 
777  Rural  Ave. 
Williamsport,  Pa. 
17704 

Emergency  Room 
24  hr/day 
7 days  a week 

STS,  G.S. 

Dkfld, 

Cultures 

Mercer  County 

Sharon  General 
Hospital 
44  Brady  Court 
Sharon,  Pa.  16146 

Tuesday 
5:00-7:00  p.m. 

STS, 

Cultures 

Mifflin  County 

Lewistown  Hospital 
Highland  Ave. 
Lewistown,  Pa.  17044 

Thursday 
5:00-7:00  p.m. 

STS, 

Cultures 

Monroe  County 

General  Hospital  of 
Monroe  County 
206  E.  Brown  St. 

East  Stroudsburg,  Pa. 
18301 

Tuesday 
7:00-9:00  p.m. 

STS,  G.S. 
Cultures 

Montgomery  County 

State  Health  Center 
750  E.  Johnson  Highway 
Norristown,  Pa. 

19401 

Monday 
3:00-4:00  p.m. 
Friday 

8:30-9:30  a.m. 

STS,  G.S. 
Cultures 

Northampton  County 

Easton  Hospital 
21st  & Lehigh  Sts. 
Easton,  Pa.  18043 

Wednesday 
3:00-5:00  p.m. 

STS,  G.S. 

Smears, 

Cultures 

Northumberland  County 

Shamokin  State 
General  Hospital 
R.D.  2 

Shamokin,  Pa.  17872 

Tuesday 
4:00-5:00  p.m. 

STS,  G.S. 

Dkfld, 

Cultures 

Washington  County 

290  Leonard  St. 
Washington,  Pa.  15301 

Monday 
10:00-noon 
Wednesday 
6:00-8:00  p.m. 

STS,  G.S. 
Cultures 

Monongahela  Hospital 
Monongahela,  Pa.  15063 

Monday 
5:00-7:00  p.m. 

STS,  G.S. 

Dkfld, 

Cultures 

Westmoreland  County 

Medical  Services  Unit 
Westmoreland  Hospital 
532  W.  Pittsburgh  St. 
Greensburg,  Pa.  15601 

Wednesday 
5:00-7:00  p.m. 

STS,  G.S. 

Dkfld, 

Cultures 

York  County 

Community  Health  Center 
1 16-1 18  N.  George  St. 
York,  Pa.  17403 

Wednesday 
9:00-noon 
1 :00-5:00  p.m. 
Tues.  & Thurs. 
1 :00-5:00  p.m. 
6:00-9:00  p.m. 
Mon.  & Fri. 

1 :00-5:00  p.m. 

STS, 

Cultures 
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Medicare  payment  mechanism  explained 

NORMAN  R.  TUCK 
Camp  Hill 


We  are  anxious  that  doctors  receive  maximum  payments 
under  the  law  for  authorized  services  rendered  medicare 
beneficiaries.  We  do  not  wish  to  deny  or  reduce  payment  to 
anyone  when  reasonable  evidence  is  furnished  to  permit  us 
to  make  such  payment.  Although  honest  differences  of 
opinion  occur  in  a small  minority  of  cases,  we  believe  that 
mutually  acceptable  payments  are  more  likely  to  occur  if 
we  improve  communications  between  the  doctor  and  those 
who  administer  the  program. 

In  reviewing  those  claims  where  we  have  not  made  max- 
imum payment  for  the  services  reported,  we  find  there  are 
two  basic  reasons  for  our  reduction  or  denial.  The  first  of 
these  concerns  payments  which  are  reduced  because  of  rea- 
sonable charge  limits  prescribed  by  Medicare  Law.  Because 
the  regulations  governing  these  limits  allow  little  leeway  for 
interpretation  or  administrative  flex i bi I i ty , reductions  made 
on  this  basis  rarely  involve  misunderstanding  or  poor 
reporting.  The  second  of  these  reasons  concerns  reductions 
or  denials  made  on  the  basis  of  medical  necessity.  These 
frequently  result  from  unclear  or  incomplete  information 
reported  on  the  claim  form.  Therefore,  to  help  you  better 
understand  the  medical  review  system  and  the  type  of  infor- 
mation which  should  be  reported,  we  offer  the  suggestions 
which  follow. 

The  cornerstone  upon  which  we  structure  our  medicare 
medical  review  system  is  specified  by  the  Social  Security 
Administration.  Our  claims  processing  responsibility 
includes  determination  of  "medical  necessity"  for  the  serv- 
ices claimed.  . 

Generally,  when  full  and  complete  claim  information  is 
provided,  adjudication  is  simplified  and  maximum  and 
prompt  payment  can  be  made.  However,  a recent  survey  in 
our  medical  review  department  revealed  a number  of 
inhibitors  to  prompt  adjudication  and  maximum  reimbur- 
sement. These  fall  into  three  broad  categories: 


‘Remember,  the  information  you 
report  on  the  claim  must  verify  the 
need’ 


(1)  Inadequate  description  of  medical  necessity — For  ex- 
ample: In  the  case  of  a diagnosis  of  arthritis — a chronic 
condition — why  were  extended  visits  required  each  time  he 
was  seen?  In  the  case  of  a diagnosis  of  simple  anemia,  why 
were  vitamin  B-12  injections  needed?  In  the  case  of  a diag- 
nosis of  an  old  cerebral  vascular  accident,  what  medical 
condition  necessitated  more  than  one  nursing  home  visit  per 
month? 

Any  unusual  number  of  home  and  office  visits  should  be 
justified  by  a brief  description  of  medical  necessity. 

(2)  Inadequate  description  of  services  rendered  and  vague 
diagnoses — For  example:  With  a diagnosis  of  osteoporosis, 
where  the  claim  reported  office  visits  with  injections,  speci- 


fication should  be  made  as  to  what  type  of  injections,  how 
many,  and  why  the  drug  could  not  be  administered  orally  (if 
applicable).  Where  a diagnosis  designates  "heart  trouble," 
the  specific  cardiac  problem  should  be  given.  A diagnosis  ot 
CVA  is  not  sufficient.  For  proper  claim  adjudication,  speci- 
fication of  acute  or  chronic  is  required. 

Where  laboratory  studies  are  performed,  details  are 
needed  for  correlation  with  diagnosis.  Where  postoperative 
care  is  required  by  a doctor  other  than  the  initial  surgeon, 
justification  explaining  complications  necessitating  follow- 
up management  should  be  given. 


To  help  you  better  understand  the 
medical  review  system  and  the  type  of 
information  which  should  be  reported’ 


(3)  Inadequate  and  insufficient  administrative  details — 

For  example:  Failure  to  distinguish  between  inpatient  and 
outpatient  services  causes  delay.  Illegible  completion  of  the 
diagnosis  and  treatment  section  of  the  claim  form  or  failure 
to  list  admission  and  discharge  dates  for  in-hospital  services 
postpones  prompt  assessment. 

Admittedly,  there  is  considerable  room  for  subjective 
judgment  in  the  adjudication  process.  However,  we  find 
that  claims  containing  a minimum  of  these  "inhibitors" 
have  the  best  opportunity  to  pass  through  the  system  rapid- 
ly and  to  receive  maximum  payment.  Remember,  the  infor- 
mation you  report  on  the  claim  must  verify  the  need. 

Our  payments  arc  based  on  what  is  customary,  i.e.,  what 
is  generally  accepted  to  be  the  normal  number  and  type  of 
treatments  for  a given  diagnosis.  Payment  can  be  made, 
however,  for  services  exceeding  the  norm  when  unusual  cir- 
cumstances are  involved  in  the  case.  To  help  us  discharge 
our  responsibilities,  we  ask  for  substantiation  to  justify  the 
unusual  circumstances  surrounding  the  case. 

We  would  like  to  pay  a claim  properly  the  first  time  the 
claim  passes  through  our  hands.  Reviews  and  Fair  Hearings 
(to  which  you  are  always  entitled)  are  expensive,  time  con- 
suming and  sometimes  frustrating  and  disappointing.  We 
share  with  you  a desire  to  pay  claims  correctly  the  first 
time.  We  urge  your  support  by  recognizing  that  the  kinds  of 
problems  enumerated  above  make  this  difficult  to  do.  Our 
goals,  we  feel,  are  not  dissimilar.  We  want  to  pay  you  a fair 
fee,  as  prescribed  by  the  Medicare  Law  and  Regulations,  for 
covered  services  which  are  medically  necessary.  Please  help 
us  to  do  so. 

Mr.  Tuck  is  vice  president  of  the  professional  relations 
division  of  Pennsylvania  Blue  Shield,  Camp  Hill,  Penn- 
sylvania. 
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Munchausen’s  syndrome  featuring  hemarthrosis 


JAMES  I.  McMILLEN,  M.I). 
THOMAS  R.  HOBBS,  M.D.,  Ph.D. 

Harrisburg 


A case  of  Munchausen’s  syndrome  with  a previously  undescribed  presenta- 
tion, Addison’s  disease  and  hemarthrosis,  is  reported  with  the  hope  that  it 
will  lead  to  earlier  recognition  on  subsequent  hospitalizations  in  order  to 
avoid  unnecessary  medical  and  surgical  intervention  and  to  introduce  psy- 
chiatric care. 


MUNCHAUSEN'S  syndrome  is 
named  after  the  famous  Eng- 
lish raconteur,  Baron  Karl  Friedrich 
Hieronymus  Munchausen  (1720-1791) 
who  was  a traveler  and  a teller  of  tall 
tales  with  an  uncanny  ability  to  per- 
sonify the  untruthful.  The  first  stories 
of  the  colorful  Baron,  written  by 
Rudolf  Erich  Raspe,  appeared  in  1785. 
This  publication  describes  the  Baron’s 
adventures  in  exaggerated  detail  and 
his  name  soon  became  synonomous 
with  the  tall  tale.  He  was  purported  to 
have  traveled  widely,  telling  of  his  ex- 
traordinary feats  and  accomplish- 
ments. 

The  Munchausen's  syndrome  was 
first  described  by  Asher1  in  1951. 
"Here  is  described  a common 
syndrome  which  most  doctors  have 
seen,  but  about  which  little  has  been 
written.  Like  the  famous  Baron  von 
Munchausen,  the  persons  affected 
have  traveled  widely,  and  their  stories, 
like  those  attributed  to  him.  are  both 
dramatic  and  untruthful." 

The  patient  with  the  syndrome 
presents  in  a dramatic  manner  sug- 
gesting an  acute  or  potentially  serious 
illness,  supported  by  a very  believable 
story.  Though  the  story  is  largely  false, 
it  is  usually  found  that  the  Mun- 
chausen has  traveled  widely,  deceiving 
many  hospitals,  quarreled  with  many 
physicians,  and  discharged  himself 
against  medical  advice  on  numerous 
occassions.  Diagnosis  is  extremely  dif- 
ficult and  the  patient  usually  un- 
dergoes extensive  diagnostic  proce- 
dures and  therapeutic  measures  which 
are  potentially  hazardous  and  of  great 
distress  to  the  patient.  They  often  un- 
dergo numerous  surgical  procedures  to 


prolong  the  physician's  belief  in  their 
complaints. 

Case  Report 

The  patient,  a 35-year-old  white 
female,  moderately  obese,  weighing 
1 69  pounds,  height  5'4",  was  the  fourth 
of  six  sibs.  The  father  died  at  the  age 
of  forty-six  when  the  patient  was  nine. 
The  mother  remarried  a man  whom  all 
the  children  liked. 

Past  medical  history  (Table  I)  to 
which  she  would  admit  includes  an  ap- 
pendectomy at  age  four,  tonsillectomy 
and  adenoidectomy  at  age  ten.  a right 
oophorectomy  at  age  fifteen,  surgery 
on  right  knee  following  an  automobile 
accident  at  age  seventeen,  infectious 
hepatitis  at  age  nineteen,  and  spinal 
meningitis  at  age  twenty-two.  At  age 
twenty-four,  the  patient  had  a normal 
pregnancy  as  well  as  pancreatitis, 
cholecystitis,  pyelonephritis,  and  an 
exploratory  laparotomy.  A normal 
pregnancy,  right  nephrectomy  due  to 
hydronephrosis,  and  an  exploratory 
laparotomy  followed  at  age  twenty- 
five.  At  age  twenty-six  she  had  a bilat- 
eral tubal  ligation.  At  age  twenty- 
seven,  she  had  another  exploratory 
laparotomy  for  recurrent  mid-gut 
volvus  and  internal  hernia.  Explora- 
tion was  negative.  Over  the  next  year, 
she  allegedly  had  five  successive  hospi- 
talizations for  recurrent  pain,  diarrhea, 
and  vomiting. 

At  the  age  of  twenty-nine,  she  was 
again  hospitalized,  this  time  with  the 
chief  complaint  of  high  blood  pressure. 
At  this  time,  she  stated  that  her  blood 
pressures  had  been  as  high  as  230/un- 
known diastolic  levels.  During  her  hos- 
pitalization. she  was  normotensive. 


The  patient  complained  of  knee  pain. 
The  knee  was  evaluated,  and  she  was 
treated  with  narcotics  for  pain.  She 
was  discharged  after  ten  days  without 
definitive  diagnosis. 

The  following  year,  1967.  she  was 
hospitalized  with  the  primary  diag- 
nosis of  recurrent  pyelonephritis.  A 
secondary  diagnosis  of  detachment  of 
the  medial  meniscus  of  the  right  knee 
was  made,  and  a menisectomy  was  per- 
formed. There  was  some  concern 
expressed  regarding  narcotic  addic- 
tion. 

In  1968,  at  the  age  of  thirty-one,  the 
patient  was  again  hospitalized  with  the 
primary  diagnosis  of  probable  chronic 
pyelonephritis  and  dysfunctional 
uterine  bleeding.  A dilatation  and  cur- 
rettage  with  cone  biopsy  was  per- 
formed. 

In  1970,  at  the  age  of  thirty-three, 
the  patient  was  admitted  with  a diag- 
nosis of  chronic  urinary  tract  infection 
and  secondary  diagnoses  of  arthritis  of 
the  right  knee  and  urinary  tract 
calculus.  She  gave  a history  of  hema- 
turia for  seven  years.  While  hospital- 
ized, she  passed  some  small  urinary 
tract  stones  made  up  of  carbonates, 
calcium  oxylate,  magnesium,  am- 
monium, and  phosphates.  Right  knee 
was  aspirated  but  no  abnormalities 
were  found. 

The  patient's  next  hospitalization,  in 
early  1971,  was  for  right  flank  pain, 
hematuria,  and  urinary  urgency  and 
frequency.  An  intravenous  urogram 
and  a cystoscopic  examination  were 
performed.  She  was  treated  for 
hyperuricemia.  Discharge  diagnoses 
were  pyelonephritis,  cystitis,  hyperuri- 
cemia, and  right  renal  colic.  Scarlet 
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fever  and  rheumatic  fever  were  listed 
in  the  past  medical  history. 

The  patient  was  readmitted  less  than 
one  month  later  through  the  emergency 
room  with  the  chief  complaints  of 
nausea,  vomiting,  hematuria,  and  right 
flank  pain.  She  was  treated  and  released 
with  a final  diagnosis  of  pyelonephritis 
and  cystitis. 

Ten  days  later,  the  patient  was  hospi- 
talized with  the  chief  complaint  of  right 
flank  pain,  nausea,  vomiting,  and 
anorexia.  Consultations  were  obtained 
with  a psychiatrist  and  a urologist.  Fol- 
lowing the  psychiatrist's  interview,  the 
patient  asked  to  be  and  was  released. 
Discharge  diagnoses  were  possible 
pyelonephritis  and  gout. 

On  her  fourth  admission  in  as  many 
months,  the  patient  presented  with  es- 
sentially the  same  complaints.  She 
requested  surgical  exploration  of  the 
right  kidney.  During  the  attempted  sur- 
gical procedure,  she  suffered  two  hypo- 


tensive episodes.  Discharge  diagnoses 
were  essentially  the  same,  and  she  was 
referred  to  a local  medical  center  for 
further  evaluation  and  treatment. 

During  the  patient's  first  hospital- 
ization at  the  medical  center  in  1971, 
she  had  an  extensive  work-up  and  eval- 
uation for  right  flank  pain.  This 
included  a urogram  during  osmotic 
diuresis  induced  by  mannitol,  which 
was  normal,  ruling  out  intermittent 
hydronephrosis.  A renal  arteriogram 
was  performed  because  of  persistent 
microhematuria.  It  was  within  normal 
limits.  Various  local  nerve  blocks  were 
attempted  without  any  lasting  effect. 
An  epidural  block  with  25  percent 
alcohol  did  not  relieve  her  pain.  Ex- 
cision of  her  previous  flank  scar  was 
done  because  of  possible  nerve  entrap- 
ment, and  at  the  same  time  a right 
kidney  biopsy  was  performed.  Explora- 
tion of  the  cecum  and  terminal  ileum 
was  done  for  possible  tuberculosis. 


These  were  all  within  normal  limits.  A 
series  of  plasma  cortisol  levels  were  ob- 
tained along  with  ACTH  stimulation 
tests,  reportedly  documenting  adrenal 
insufficiency. 

Within  two  months,  a second  admis- 
sion followed.  Chief  complaint  at  this 
time  was  a swollen,  painful  right  knee. 
Hematologic  evaluation  was  performed 
and  revealed  a high  warfarin  level  at  the 
time  of  admission.  It  was  felt  that  the 
patient  had  ingested  warfarin  prior  to 
admission.  Coumadin  ® (Endo  Labora- 
tories, Inc.)  was  not  found  among  the 
patient's  medications.  An  incision  and 
drainage  of  the  right  thigh  hematoma 
was  done. 

She  was  hospitalized  again  in  the 
same  month  for  cellulitis.  She  was 
treated  with  antibiotics  and  released. 

The  patient  was  readmitted  the  fol- 
lowing month,  again  for  cellulitis.  She 
was  placed  on  physiotherapy  and 
released. 


TABLE  I 


Documented  and  Reported  Hospitalizations  of  the  Patient 


Name  of  hospital 

Date 

Number  of  days 
hospitalized 

Diagnosis  and  procedures 

Mercy  Hospital 

1941 

— 

Appendectomy 

(Muncy,  Michigan) 

Mercy  Hospital 

1947 

— 

Tonsillectomy  and  Adenoidectomy 

University  of  Michigan 

1954 

— 

Right  menisectomy 

(Ann  Arbor) 

Christ  Hospital 
(Cincinnati,  Ohio) 

1961 

— 

Pyelonephritis 
Normal  pregnancy 

Christ  Hospital 

1961 

Pancreatitis 

Cholecystectomy 

Columbia  Presbyterian  Hospital 
(Ohio) 

1961 

Adhesions 

Exploratory  laparotomy 

Syracuse  General  Hospital 
(Syracuse,  New  York) 

1962 

Nephrostomy  - expolratory  laparotomy 
Normal  pregnancy 

Cambridge  Hospital 

1966 

— 

Meningitis 

(Cambridge,  Ohio) 
transferred  to 

Ohio  State  Hospital 

1966 

— 

Meningitis 

(Columbus,  Ohio) 

Columbia  Presbyterian  Hospital 
(Ohio) 

March 

1964 

62 

Exploratory  laparotomy 
Abdominal  pain 
Urinary  tract  infection 
Right  calf  thrombophlebitis 
Masochistic  character  disorder 
with  hysterical,  chronically 
depressive,  and  schizoid  features 

Geisinger  Medical  Center 
(Danville,  Penna.) 

December 

1966 

10 

Probable  chronic  pyelonephritis 
Fever  of  unknown  origin 

Geisinger  Medical  Center 

January 

1967 

50 

Recurrent  pyelonephritis 

Exogenous  obesity 

Detachment  of  the  medial  meniscus 

Geisinger  Medical  Center 

April 

1968 

28 

Probable  chronic  pyelonephritis 
Persistent  hematuria 

Flank  pain 

Fever  of  unknown  origin 
Dysfunctional  uterine  bleeding 
Dilitation  and  curettage 
Exogenous  obesity 
Lumbodorsal  scoliosis 
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She  was  hospitalized  for  the  fifth 
time  at  the  medical  center  with  the 
chief  complaint  of  bleeding  into  the 
right  knee.  Admitting  diagnosis  was 
hemarthrosis. 

The  patient  presented  with  the  chief 
complaint  of  nausea,  vomiting,  and  di- 
arrhea for  the  sixth  admission. 
Discharge  diagnosis  was  Addison's 
disease  with  persistent  hypokalemia. 

The  patient  presented  to  the  emer- 
gency room  of  the  Polyclinic  Hospital 
on  March  15,  1972,  complaining  of 
swelling  and  ecchymosis  in  her  right 
knee  and  was  subsequently  admitted  to 
the  medical  service  for  treatment. 
Physical  examination  revealed  an 
obese  white  female  with  numerous  sur- 
gical scars  and  a hot,  tender,  swollen 
right  knee  with  marked  decrease  in 
range  of  motion.  Knee  aspirate 
revealed  20  cc  of  dark  red  blood.  X- 
rays  of  both  knees  showed  cartilage 
narrowing  bilaterally.  A cylinder  cast 

Name  of  hospital 


Geisinger  Medical  Center 

Community  General  Osteopathic 
Hospital 

(Harrisburg,  Penna.) 

Community  General  Osteopathic 
Hospital 

Community  General  Osteopathic 
Hospital 

Community  General  Osteopathic 
Hospital 


Milton  S.  Hershey  Medical  Center 
(Hershey,  Penna.) 

Milton  S.  Hershey  Medical  Center 


Milton  S.  Hershey  Medical  Center 
Milton  S.  Hershey  Medical  Center 
Milton  S.  Hershey  Medical  Center 
Milton  S.  Hershey  Medical  Center 


Harrisburg  Polyclinic  Hospital 
(Harrisburg,  Penna.) 


was  applied  to  decrease  mobility.  The 
knee  improved  and  pain  subsided  with 
saline  injections. 

Consultation  with  a urologist  and  a 
hematologist  were  obtained.  The 
hematologist  suggested  that  all  the 
symptoms  could  be  the  result  of  inges- 
tion of  Coumadin.  Upon  evaluation  of 
the  case,  his  first  impression  was  that 
the  patient  was  a Munchausen's 
syndrome. 

On  her  twelvth  hospital  day,  the  pa- 
tient developed  a malar  rash  which  ap- 
peared to  be  abrasive  in  nature.  The 
following  day,  while  the  patient  was 
being  x-rayed,  a room  search  revealed 
a number  of  Coumadin  tablets.  On  her 
return,  when  she  was  confronted  with 
this  information,  she  became  belliger- 
ent and  hostile  and  then  admitted  to 
self-inflicted  trauma  to  her  knees 
causing  hematomas  and  hemarthrosis 
and  rubbing  of  her  face  to  induce  a 
malar  rash.  She  further  admitted  to  the 


use  of  anticoagulants  over  the  years  to 
insure  hematuria.  She  also  admitted  to 
putting  gravel  in  her  urine  at  another 
hospital  to  prove  renal  calculi.  She 
stated  that  she  was  observed  doing  this 
and  subsequently  signed  out  of  that 
hospital.  She  had  also  admitted  taking 
diuretics  and  steroids  on  an  intermit- 
tent basis. 

Psychiatric  consultation  was  ob- 
tained and  revealed  a basic  passive- 
aggressive  personality,  dependent  type. 
The  patient  denied  any  emotional 
problems.  She  became  confused  when 
pressed  about  problems  created  by  her 
illnesses  and  would  not  discuss  her  per- 
sonal history.  She  did  comment  that 
she  taught  in  a Christian  day  school 
and  was  married  to  a minister  of  an 
uncommon  faith. 

On  her  nineteenth  hospital  day,  the 
patient  was  informed  that  her  husband 
had  attempted  suicide.  She  then 
became  suicidal  herself  and  was  trans- 


Date 

Number 

Diagnosis  and  procedures 

June 

of  days 
hospitalized 

18 

Chronic  urinary  tract  infection 

1970 

Periarthritis 

January 

55 

Urinary  tract  calculus 
Right  pyelonephritis 

1971 

Cystitis 

March 

15 

Hyperuricemia 
Right  renal  colic 
Pyelonephritis 

1971 

Cystitis 

April 

5 

Pyelonephritis 

1971 

Gout 

April 

12 

Pyelonephritis 

1971 

Acute  renal  colic 

June 

Hyperuricemia 

Hypotension  when  given  anesthetic 
agents 

Addison's  disease 

1971 

September 

42 

Addison’s  disease 

1971 

Hemarthrosis  and  hematoma  of  thigh 

Right  flank  pain 
Microscopic  hematuria 
Inadequate  personality 
Probable  narcotic  addiction 


October 

1971 

8 

Cellulitis 

November 

1971 

7 

Recurrent  cellulitis 

December 

7 

Hemarthrosis 

1971 

Leg  pain 

January 

11 

Addison’s  disease  with  persistent 

1972 

hypokalemia 
Hyperemesis 
Reactive  depression 

March 

22 

Passive  Aggressive  personality 

1972 

dependent  type  with  hysterical 
features 

Degenerative  arthritis,  mild,  both 
knees 

Munchausen's  syndrome 

NOVEMBER  1973 
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ferred  to  the  psychiatric  ward.  She 
refused  food  and  became  more  angry 
and  belligerent.  She  said  she  was  pos- 
sessed by  the  devil  and  must  leave  to 
be  with  her  husband  and  children.  She 
was  discharged  in  the  custody  of  her 
brother  and  reportedly  went  to  De- 
troit. 

Discussion 

The  case  reported  represents  a 
previously  undescribed  form  of  Mun- 
chausen’s syndrome,  namely  Addison’s 
disease  and  hemarthrosis. 

Asher  described  three  characteristic 
presentations  of  the  syndrome:  (1) 
those  with  acute  abdominal  emer- 
gencies, (2)  those  who  specialize  in 
bleeding  disorders,  and  (3)  those  with 
neurological  problems.1  To  this  basic 
list,  other  writers  had  added  fever,  car- 
diac symptoms,2  and  dermatologic 
disorders.3  Other  than  the  common 
presentations  of  Munchausen’s  syn- 
drome, a review  of  the  literature  has 
disclosed  a number  of  bizarre  presen- 
tations. Among  them  were  systemic 
lupus  erythematosis,6  lupus  with 
Hodgkin’s  disease,7  diabetes  mellitus,8 
pulmonary  embolism,9  hemorrhage 
and  fever  of  unknown  origin,10  hema- 
turia,11 and  Caisson  disease.12  Patients 
go  to  elaborate  means  to  induce  illness. 
Champman3  described  patients  who 
have  simulated  pulmonary  embolism 
by  aspirating  water  from  a drinking 
fountain  and  hematuria  by  trauma- 
tizing the  urethra  with  a broom  straw. 
One  of  the  most  flagrant  hoaxes  is 
described  by  Anderson  et  al.10  where  a 
girl  simulated  hemorrhage  by  self 
venisection,  ingesting  the  blood  and 
later  vomiting  it.  With  a few  notable 
exceptions,  most  cases  of  Mun- 
chausen's syndrome  are  briefly  re- 
corded, usually  as  a letter  to  the  editor 
or  a short  case  report. 

Our  patient  has  over  the  years  been 
hospitalized  with  all  of  the  character- 
istic presentations  described  by  Asher. 
She  has  presented  with  what  appeared 
to  be  acute  abdominal  emergencies  for 
which  she  had  three  exploratory 
laparotomies,  numerous  cystoscopies, 
and  a surgical  exploration  and  biopsy 
of  the  kidneys.  None  of  these 
procedures  revealed  positive  findings. 
She  has  presented  with  neurologic 
findings  associated  with  hypertension. 
She  has  also  presented  with  bleeding 
disorders,  primarily  hemarthrosis  and 


hematuria.  By  her  own  admission,  the 
patient  has  used  anticoagulants  inten- 
tionally to  induce  bleeding  and  to  in- 
sure hematuria. 

The  diagnosis  of  Munchausen’s 
syndrome  may  be  made  by  a combina- 
tion of  any  of  the  following  factors:  (1) 
evidence  of  many  previous  hospital- 
izations, documented  by  many  ab- 
dominal scars  from  surgical  proce- 
dures, (2)  unreliable  family  and  social 
histories  and  incomplete  medical  his- 
tories, (3)  feigned  severe  illness  of  an 
emergency  nature  often  produced  by 
self-mutilation,  (4)  background  of 
many  previous  hospitalizations,  (5) 
pathological  lying,  (6)  thinly  veiled  hos- 
tility and  unruly  behavior,  (7)  extraor- 
dinary command  of  medical  terminolo- 
gy, (8)  travel,  and  (9)  a distorted 
physician-patient  relationship.1’'*  5 

Of  the  nine  criteria  for  diagnosis  of 
Munchausen's  syndrome,  our  patient 
fulfills  eight.  There  was  both  physicial 
and  documented  evidence  of  many 
previous  hospitalizations.  We  were  un- 
able to  obtain  reliable  family  and 
social  histories.  She  would  not  discuss 
background  or  family.  The  patient 
presented  to  various  hospitals  with 
feigned  illness,  produced  by  self- 
inflicted  trauma.  The  hemarthrosis 
which  we  observed  was  caused  by  in- 
gestion of  Coumadin  followed  by  self- 
mutilation  of  the  right  knee.  She  was 
well  versed  in  medical  jargon  and  ap- 
parently traveled  extensively.  Hostility 
and  unruly  behavior  were  documented 
in  records  obtained  from  other  hospi- 
tals and  were  noted  by  our  own  staff  as 
well.  The  only  factor  that  we  were  un- 
able to  substantiate  was  emotional  dif- 
ficulty with  physicians  as  described  by 
Cramer.5 

Asher  listed  five  possible  motives 


Dr.  McMillen  and  Dr.  Hobbs  are  in 
the  practice  of  internal  medicine  in 
Camp  Hill. 


for  Munchausen's  syndrome  in  his 
original  description  (1)  a desire  to  be 
the  center  of  interest  and  attention,  (2) 
a grudge  against  doctors  or  hospitals, 
which  is  satisfied  by  frustrating  or 
deceiving  them,  (3)  a desire  for  drugs, 
(4)  a desire  to  escape  from  the  police, 
and  (5)  a desire  to  get  free  board  and 
lodgings  for  the  night,  despite  risk  of 
investigations  and  treatment. 

Although  there  has  been  consider- 
able discussion  in  the  literature  about 
motives  for  hospitalization,  it  is  dif- 
ficult to  single  out  a reason  with  cer- 
tainty. This  patient  may  have  been  mo- 
tivated by  a desire  for  drugs.  She  ex- 
hibited an  inordinate  interest  in  drugs 
as  evidenced  by  lists  of  allergies  on 
routine  histories  and  physicals.  Almost 
invariably  a drug  was  added  or  a drug 
was  deleted.  She  demanded  pain  medi- 
cation both  at  our  hospital  and  at 
others.  Some  concern  about  narcotic 
addiction  was  expressed  by  physicians 
at  other  hospitals.  We  do  not  feel  that 
she  had  a need  for  drugs,  but  rather  a 
desire. 

Munchausen’s  syndrome  is  probably 
best  described  as  a psychiatric  illness. 
Although  it  contains  elements  of 
malingering,  hysteria,  and  self-multila- 
tion,  it  cannot  be  entirely  classified 
as  any  one  of  these  alone.  It  is  a com- 
bination of  all  three.  A true 

Munchausen's  knows  when  he  is 
acting,  but  even  with  this  knowledge, 
he  cannot  stop  acting.2 

An  attempt  was  made  by  Bursten  in 
1965  13  to  classify  these  patients.  He 
concluded  that  they  were  not  schi- 
zophrenic because  they  are  not 
deranged;  not  psychopaths,  because 
they  do  not  gain  from  their  actions; 
not  hysterics,  because  they  recognize 
falsehood;  and  not  true  impostors, 
because  they  are  self-destructive.  In- 
stead, he  postulates  that  patients  with 
Munchausen's  syndrome  are  basically 
inferior  people. 

Management  of  these  patients  has 
been  almost  non-existent.  Superficial 
symptoms  are  treated,  but  the  true 
illness  remains.  Hostility  of  physicians 
and  other  hospital  personnel  serves  to 
worsen  an  already  tenuous  situation. 
Confrontation  between  the  patient  and 
physician,  either  real  or  imagined, 
causes  the  patient  to  discharge  himself 
from  the  hospital  against  medical  ad- 
vice. Psychiatric  consultations  should 
be  obtained;  but  unfortunately,  these 
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Laparoscopic  sterilization,  the  so-called 
“Band-Aid”  surgery,  is  a growing  surgical 
technique  among  obstetrics  and  gynecology 
departments  all  over  the  world.  This  paper 
deals  with  the  anesthetic  technique  and  basic 
physiology  of  the  procedure  for  physicians 
working  in  community  hospitals. 


patients  rarely  stay  in  one  institution 
long  enough  to  obtain  a thorough  eval- 
uation. There  is  a real  need  for 
physicians  to  be  alert  for  cases  of  this 
nature  so  that  they  can  be  more  toler- 
ant and  refer  for  psychiatric  evaluation 
before  the  patient  hastily  departs  from 
the  hospital.  The  only  way  known  at 
this  time  to  treat  is  by  publishing  case 
reports  of  this  type  to  alert  fellow 
physicians  of  known  Munchausen's 
cases  and  attempt  to  predict  their 
whereabouts.  □ 
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THE  BIRTH  rate  in  the  United 
States  hit  a record  low  in  1 972. 1 
The  number  of  births  per  family  fell 
from  2.28  in  1971  to  2.03.  The  de- 
cline was  even  more  dramatic  in  the 
last  half  of  1972 — 1.98  children  per 
family,  compared  to  2.08  in  the  first 
half.  The  United  States  achieved  this 
goal  by  legalizing  abortions  in  several 
states  and  emphasizing  male  and 
female  sterilization.  Female  steriliza- 
tion can  be  done  by  several 
approaches,  but  the  one  becoming 
more  and  more  popular  is  via  laparos- 
copy. Laparoscopic  sterilization  is 
known  to  the  lay  population  as  "Band- 
Aid"2  surgery.  Advantages  of  this 
procedure  are  mainly  cosmetic  (no  sur- 
gical scar)  and  a very  short  or  no  stay 
in  the  hospital.  In  fact,  in  a few  medi- 
cal centers  in  this  country  as  well  as  in 
some  developing  countries,  viz.. 
Nepal.  Hong  Kong,  and  India,  laparos- 
copy and  tubal  diathermy  are  outpa- 
tient'* procedures. 

Since  laparoscopy  is  so  well  ac- 
cepted by  society,  more  and  more  gyn- 
ecologists are  performing  it.  In  the 
Magee- Womens  Hospital  (Pittsburgh. 
Pennsylvania),  120  cases  were  done  in 
1970,  236  cases  in  1971,  and  511  in 
1972.  Under  the  auspices  of  con- 
tinuing education,  this  center  is  taking 


part  in  teaching  the  technique  to 
physicians  of  neighboring  counties. 
Since  this  procedure  will  be  performed 
more  and  more  in  small  community 
hospitals,  it  is  important  for  anesthesia 
personnel,  viz.,  anesthesiologists  and 
certified  registered  nurse  anesthetists, 
to  have  guidelines  for  anesthetic  in- 
duction and  to  possess  adequate 
knowledge  of  the  physiology  of 
pneumoperitoneum  during  and  after 
surgery.  This  paper  is  written  with  the 
intent  to  provide  better  patient  care  for 
the  practicing  anesthesiologist. 

History 

Laparoscopy  was  developed  early  in 
the  twentieth  century  and  has  attracted 
renewed  interest  because  better  in- 
strumentation for  light  transmission 
and  induction  of  pneumoperitoneum 
have  recently  been  developed.4  New 
ancillary  instruments  have  enabled 
more  complex  surgical  operations  to 
be  done.  Kelling5  (1901)  was  the  first 
to  perform  a "celioscopic"  examina- 
tion on  dogs.  Jacobaeus6  (1910,  1912) 
named  the  procedure  thoracoscopy  for 
the  chest  and  laparoscopy  for  the  ab- 
domen. Bernheim7  (1911)  was  first  to 
use  laparoscopy  in  America.  Nor- 
dentoft8  of  Denmark  (1912)  in- 
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troduced  pneumoperitoneum  and  the 
Trendelenburg  position.  Rosenthal9 
(1912)  in  France,  Roccavilla10-11 
(1914,  1920)  in  Italy,  Johnsson'2 

(1916)  in  Finland,  and  Orndoff1:t 
(1920)  in  the  United  States  reported 
experiences  with  laparoscopy.  Kalku 
from  Germany  (1928)  devised  a high 
quality  instrument.  Ruddock15  (1937) 
in  America  reported  the  first  large 
series  consisting  of  200  cases  (done 
under  local  anesthesia)  utilizing 
pneumoperitoneum.  Steptoe15  (1967) 
in  London  was  the  first  author  to  write 
an  English  textbook. 

Indications 

Laparoscopy  was  originally  in- 
troduced into  clinical  medicine  for 
diagnostic  purposes.  Anderson17 
(1937)  was  the  first  to  propose  the 
method  of  tubal  sterilization  through 
the  laparoscope.  Laparoscopy  has  been 
used  for  confirmation  of  differential 
diagnoses,  particularly  in  cases  of 
acute  pelvic  pain  (ectopic  pregnancy, 
salpingitis,  appendicitis,  ruptured 
ovarian  cyst,  etc.)  and  chronic  pelvic 
pain  (endometriosis,  chronic  pelvic 
inflammation).  Steptoe4  (in  England) 


produced  evidence  for  its  use  in  sterili- 
ty cases.  Several  writers  all  over  the 
world  have  recommended  and  used  the 
procedure  with  satisfactory  results  in 
pelvic  surgery  including  biopsies,  lysis 
of  adhesions,  endocrinological  syn- 
dromes, pathologies  of  sex,  ascites,  ab- 
dominal tumors,  Meigs'  syndrome,  in- 
fectious hepatitis,  cirrhosis  of  the  liver, 
and  biliary  cirrhosis. 

Contraindications 

There  is  no  absolute  contraindica- 
tion for  laparoscopic  sterilization.  This 
operation  usually  is  a planned 
procedure  allowing  time  to  treat  fully 
the  coexisting  conditions  so  that  the  pa- 
tient can  be  laparoscoped  when  in  op- 
timal health.  The  procedure  is  not  rec- 
ommended for  patients  with  the  follow- 
ing conditions:  (1)  severe  cardiac  and 
pulmonary  disorders;  (2)  extreme 
obesity;  (3)  hernias;  or  (4)  extensive  ab- 
dominal scarring. 

Local  Anesthesia 

Local  anesthesia  is  the  choice  for 
laparoscopic  sterilization  in  developing 
countries  because  of  the  lack  of  anes- 
thesia facilities.  Some  United  States 


centers18  prefer  local  anesthesia, 
recording  low  complication  rates  and 
more  rapid  turnover  when  used  as  an 
outpatient  procedure.  Thus  the  gyne- 
cologist can  utilize  his  time  for  other 
major  surgical  procedures  in  the 
operating  room.  Our  institution  func- 
tions on  the  premise  that  general  anes- 
thesia dissipates  patient  fear  and 
provides  total  patient  comfort  and 
control.  In  our  opinion  local  technique 
is  indicated  in  very  cooperative,  men- 
tally suitable  patients  and  those  who 
rebel  against  general  anesthesia.  Table 
1 shows  the  comparison  of  local 
anesthetics  used  in  the  techniques  for 
laparoscopic  sterilization  by  Steptoe4 
(two  incision)  and  Wheeless19  (one  in- 
cision). 

In  our  institution  general  anesthesia 
is  divided  into  two  groups:  (1)  inhala- 
tion anesthesia  and  (2)  intravenous  an- 
esthesia. 

Preoperative  Medication 

Thorough  preoperative  evaluation 
of  the  patient  is  essential.  Once  the  pa- 
tient is  considered  fit  for  the 
procedure,  she  should  be  given 
atropine  and  a narcotic  premedication 


TABLE  I 


Comparison  of  Local  Anesthetics  Used  in  Steptoe  (two-incision)  and 
Wheeless  (one-incision)  Techniques  of  Laparoscopic  Sterilization 

Steptoe  (4) 

Wheeless  (19) 

Preoperative  sedation 

pethidine  (100  mg) 

meperidine  hydrochloride  (50  mg) 

and  analgesia 

promazine  hydrochloride  (25  mg) 

diazepam  (10  mg)  (both  administered  I.V.) 

Local  anesthesia 

1. 40  ml  0.5%  lignocaine  in  a 1:200,000  soln  of 
adrenalin  from  the  umbilicus  down  the  linea 
nigra  almost  to  the  symphysis  pubis 

2.  10  ml  lignocaine  soln  at  site  of  second  in- 
cision 

3.  3-5  ml  of  lignocaine  soln  into  the  mesosalpinx 
at  the  uterine  cornu  and  tubal  isthmus 

Note:  If  the  patient  is  uncomfortable,  the  seg- 
mental nerves  lying  between  the  crest  of 
the  ileum  and  the  lower  thorax  may  also  be 
infiltrated  with  the  lower  anesthetic. 

1.  10-15  cc  1%  lidocaine  (Xylocaine)  into  the 
inferior  rim  of  the  umbilicus  down  to  and 
including  the  fascia  and  peritoneum 

2.  One  incision  only 

Generic  and  Trade  Names  of  Drugs  (Merck  Index) 

promazine  hydrochloride  - Sperine  lidocaine  or  lignocaine  - Xylocaine  pethidine  hydrochloride  or  meperidine 
hydrochloride  - Demerol 

(Table  published  with  the  permission  of  Population  Report,  department  of  medical  and 
public  affairs,  The  George  Washington  University  Medical  Center,  Washington,  D.C.) 
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with  or  without  tranquilizer,  in- 
tramuscularly, one  hour  before  sur- 
gery. 

In  Surgery 

Inhalation  Anesthesia — The  following 
steps  are  recommended: 

1.  Electrocardiographic  monitoring 
is  essential. 

2.  Preoxygenate  for  at  least  five 
minutes. 

3.  Crash  induce  and  intubate. 

4.  Ventilate  with  nitrous  oxide,  4 

L/min  and  oxygen,  2 L/min  + 

halothane  1-2%,  or  nitrous  oxide,  4 
L/min  and  oxygen,  2 L/min  + 

penthrane  0.3-1%,  or  nitrous  oxide,  4 
L/min  and  oxygen,  2 L/min  + ethrane 


1.5-2%. 

5.  Use  precordial  or  esophageal 
stethoscope. 

6.  At  the  time  of  peritoneal  insuffla- 
tion with  nitrous  oxide,  convert  anes- 
thesia to  inhalation  agent  -I-  oxygen,  6 
L/min.  If  carbon  dioxide  is  the  in- 
sufflating gas,  this  step  may  be 
omitted. 

7.  Watch  vital  signs  and  electrocar- 
diogram continuously  during  insuffla- 
tion period. 

8.  Assure  adequate  ventilation 
throughout. 

9.  Use  succinylcholine  drip  if 
muscle  relaxation  is  needed. 

Intravenous  Anesthesia — Ketamine 


hydrochloride  and  100%  oxygen  have 
been  used  in  over  100  cases  in  our  in- 
stitution. Monitoring  devices  are  the 
same  as  mentioned  above.  All  patients 
were  intubated  and  mildly  hyper- 
ventilated. Anesthesia  was  maintained 
with  supplemental  doses  of  ketamine 
at  regular  intervals  or  a ketamine  drip 
was  used.  Muscle  relaxation  and  pa- 
tient tolerance  to  endotracheal  tube 
can  be  achieved  with  any  muscle 
relaxant  of  preference. 

Table  2 shows  the  preoperative 
medication  and  anesthesia  used  for 
laparoscopic  sterilization  in  selected 
studies. 

In  the  recovery  room,  oxygen  is 
given  by  mask  or  nasal  catheter  for  at 


TABLE  II 


Author  & 
Date 

Reference 

Number 

Preoperative 

Medication 

General 

Anesthesia 

Administration 

Maintenance  of 
Anesthesia 

Corson 

in-hospital  patients 

fentanyl  + droperidol 

halothane  (or  if 

1971 

20 

meperidine  50-75  mg 

2 ml  thiopental  sodium 

hepatic  or  renal 

+ atropine  0.4  mg  I.M. 

with  succinylcholine 

disease,  N20) 

Drury 

diazepam  10  mg  + atro- 

thiopental  sodium  fol- 

controlled 

1-1.5%  helothane 

1971 

21 

pine  0.6  mg  I.M.  45 

lowed  by  60  mg 

ventilation 

and  N20-02  at 

min  before  procedure 

succinylcholine 

optional 

5L/min 

Golditch 

thiopental  sodium  with 

endotracheal 

N20  or 

1971 

22 

succinylcholine 

intubation 

halothane 

Keith 

atropine  and  a 

thiopental  sodium 

endotracheal 

halothane 

1971 

narcotic 

intubation 

Mercer 

diazepam  5 mg  I.V. 

100%  02  for  3-5  min 

endotracheal 

succinylcholine 

(unpublished) 

23 

5-10  min  before 

then  thiopental  sodium 

intubation 

drip  (1  mg/cc) 

operation 

(4  mg/kg)  then  succinyl- 

+ N20  + 02  4-5L 

choline  (1  mg/kg) 

@ 2L/min)  using 

fentanyl  0.1  mg  I.V. 

mild  hyperventi- 

(2  cc)  + atropine  0.5 

lation 

mg  I.V.  immed. 

preoperatively 

Rosen 

meperidine  50-100  mg 

thiopental  sodium  with 

1972 

24 

+ atropine  sulfate 

succinylcholine  admin- 

0. 4-0.6  mg  60  min 

istered  slowly  I.V. 

before  procedure 

Seigler 

25 

meperidine  100  mg  -1- 

thiopental  sodium 

endotracheal 

halothane 

1972 

and 

diazepam  10  mg  I.V. 

(150-250mg)  followed 

intubation 

(0.5-1 .5%  N20 

interview 

10  min  before 

by  succinylcholine 

controlled 

and  02  4L  at 

procedure 

ventilation 

2L/min  in  a semi- 

closed  system. 

Yupze 

diazepam  15-20 

fentanyl  + droperidol 

elective 

1972 

26 

mg  with 

2 ml 

intubation 

NOTE:  Omissions  indicate  that  data  was  not  included  in  the  article  cited. 


Generic  and  Trade  Names  of  Drugs  (Merck  Index) 
meperidine  hydrochloride  or  pethidine 

hydrochloride — Demerol  halothane  - Fluothane 

diazepam  - Valium  succinylcholine  - Anectine 

thiopental  sodium  - Pentothal  sodium  fentanyl  + droperidol  - Innovar 
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least  one  hour  and  vital  signs  are 
monitored. 

Discussion 

Patients  for  local  or  general  anesthe- 
sia must  have  a complete  preoperative 
examination  including  routine  anes- 
thetic history.  Laparoscopy  on  patients 
with  intercurrent  infections  should  be 
postponed.  There  is  justification  to 
proceed  with  a planned  procedure  only 
when  the  patient  is  in  optimum  physi- 
cal health.  Preoperative  evaluation 
should  include  hemoglobin  and  white 
count,  chest  X-ray,  and  electrocar- 
diogram. When  facilities  are  available 
and  cost  is  not  a factor,  one  liter  of 
blood  should  be  crossmatched  as  a 
routine.  In  our  institution  blood 
screening  for  type  and  antibodies  en- 
ables type  specific  blood  to  be  given 
immediately  if  severe  hemorrhage 
occurs. 

Pneumoperitoneum  with  carbon 
dioxide  or  nitrous  oxide  provides  clear 
visualization  of  the  abdominal  viscera 
and  allows  free  use  of  diathermy  coag- 
ulation of  the  fallopian  tubes.  The  gas 
is  insufflated  through  a Verres  needle 
into  the  peritoneal  cavity  at  an  initial 
flow  rate  of  2 liters  per  minute,  later 
reducing  to  about  400  ml  per  minute 
in  order  to  maintain  an  intra-ab- 
dominal pressure  of  1 5-20  mm  Hg. 
Hodgson  and  others27  studied  the  ef- 
fect of  deliberate  carbon  dioxide 
pneumoperitoneum  on  arterial  blood 
gases  and  central  venous  pressure. 
They  noticed  that  carbon  dioxide  is 
rapidly  taken  up  by  the  blood  because 
of  the  high  difference  in  partial  pres- 
sure between  the  pneumoperitoneum 
and  blood  perfusing  the  peritoneum.  If 
not  entirely  excreted  in  the  lungs,  the 
absorbed  carbon  dioxide  will  lead  to  a 
rise  in  PaC02.  This  problem  can  be 
improved  by  controlled  ventilation. 
Spontaneous  ventilation  can  lead  to 
very  high  levels  of  PaC02  because  of 
preexisting  increased  intra-abdominal 
pressure  and  falling  of  abdominal  vis- 
cera on  the  diaphragm  in  the 
Trendelenburg  position. 

Very  obese  patients  can  become  a 
problem  even  with  controlled  ventila- 
tion and  thus  fall  in  the  list  of  relative 
contraindications  to  this  procedure. 
Hodgson  and  his  group27  noticed 
marked  increase  in  central  venous 
pressure  (over  25  percent).  A possible 
mechanism  of  rise  in  central  venous 


pressure  might  be  the  transfer  of  blood 
from  the  abdominal  contents  and  infe- 
rior vena  cava  into  the  thoracic  cavity 
in  a manner  similar  to  the  effect  of 
limb  tourniquet.28  Possibly  enhanced 
sympathetic  activity  following  in- 
creased carbon  dioxide  tension  in  arte- 
rial blood29  raises  the  central  venous 
pressure.  Thus  patients  with  cardiac 
disability,  particularly  congestive  heart 
failure,  are  a potential  hazard  to 
laparoscopy. 

Alexander  and  Brown80  studied  the 
effect  of  carbon  dioxide  and  nitrous 
oxide  pneumoperitoneum  on  arterial 
blood  gases.  Significant  PaC02  and  pH 
changes  were  seen  after  carbon  dioxide 
pneumoperitoneum,  and  negligible 
changes  were  noticed  after  nitrous 
oxide  pneumoperitoneum.  After 
carbon  dioxide  pneumoperitoneum, 
the  average  rise  in  arterial  PaC02  was 
8.6  mm  Hg  with  a fall  in  pH  (p>0.0l ). 
The  Trendelenburg  position  and  the 
increased  intraabdominal  pressure,  as 
well  as  absorption  of  a small  amount 
of  gas,  may  produce  respiratory  ir- 
regularities and  cardiac  arrhythmias. 
Therefore,  severe  cardiac  or  pulmo- 
nary disease  is  a relative  contraindica- 
tion. 

The  importance  of  a normal  pulmo- 
nary system  is  emphasized  to  assure 
that  carbon  dioxide  absorbed  from  the 
peritoneal  cavity  is  kept  within  physio- 
logic parameters.  Cardiovascular  sta- 
bility is  vitally  important  since  a rapid 
increase  in  PaC02  can  initiate 
arrhythmias.  The  patient  who  already 
has  arrhythmias  or  ectopic  beats 
should  not  be  accepted  for  laparoscopy 
without  prior  thorough  cardiologic  as- 
sessment. 

Any  method  of  general  anesthesia 
which  provides  mild  hyperventilation 
is  acceptable.  Our  patients  are  ox- 
ygenated for  five  minutes  prior  to  in- 
duction with  3 rug  d-tubocurarine, 
thiamylal,  and  succinylcholine  is  used 
for  intubation.  Intermittent  positive 
pressure  ventilation  is  avoided  prior  to 
tracheal  intubation  since  it  increases 
the  likelihood  of  gastric  distention  and 
possible  subsequent  perforation31  by 
the  laparoscope.  If  intermittent  posi- 
tive pressure  ventilation  is  necessary 
before  intubation,  a gastric  tube 
should  be  passed  following  successful 
intubation  to  decompress  the  stomach. 
Ventilation  of  the  lungs  should  always 
be  checked  by  stethoscope  after  in- 


tubation. 

Nitrous  oxide,  4 L/min;  oxygen,  2 
L/min;  and  halothane  1-2%  or 
methoxyflurane  0.5-1%  or  enflurane 
2-3%  is  used  with  assisted  or  con- 
trolled hyperventilation.  For  carbon 
dioxide  pneumoperitoneum,  oxygen 
can  be  increased  to  40%  and  the  con- 
centration of  an  inhalation  supplement 
reduced  to  0.5-1%  halothane,  0.2- 
0.5%  methoxyflurane,  or  1-1.5% 
enflurane.  When  nitrous  oxide  pneu- 
moperitoneum is  induced,  100%  ox- 
ygen with  either  1-2%  halothane,  0.5- 
1%  methoxyflurane  or  2-3%  en- 
flurane. A narcotest  on  the  expiratory 
limb32  of  anesthesia  circuit  provides 
useful  confirmation  of  anesthetic  con- 
centration. Succinylcholine  by  drip  is 
available  to  assist  in  relaxation  but  is 
rarely  needed.  With  carbon  dioxide 
pneumoperitoneum,  it  is  essential  that 
fresh  soda  lime  be  placed  in  the 
canister. 

Pulse  and  blood  pressure  are  the 
most  reliable  signs  of  rapid  absorption 
of  carbon  dioxide.  The  classical  signs 
of  tachycardia,  skin  vasodilatation, 
sweating,  hypertension,  and  cardiac 
arrhythmias  should  be  monitored  at 
the  time  of  carbon  dioxide  pneumo- 
peritoneum. For  any  patient  under 
general  anesthesia  who  shows  signs  of 
increased  PaC02,  we  recommend  that 
carbon  dioxide  tension  in  the  arterial 
blood  be  checked;  and  if  facilities  are 
not  available  for  such  analysis,  in- 
sufflation should  be  stopped,  the  ab- 
domen freed  of  carbon  dioxide,  and 
another  attempt  considered  when 
clinical  normalcy  has  been  restored. 
Nitrous  oxide  pneumoperitoneum 
avoids  all  the  intra-anesthetic  compli- 
cations due  to  absorptions  of  physio- 
logically active  carbon  dioxide.33  A 
cardiac  monitor  is  routinely  attached 
to  the  patient  to  provide  early  recogni- 
tion of  cardiac  arrhythmias. 

The  operating  room  should  have 
good  lighting  arrangement.  Without 
adequate  lighting,  the  anesthetist  faces 
all  the  hazards  of  working  in  the  dark  of 
an  X-ray  room.  Since  the  laparoscopist 
can  see  better  in  a dim  environment,  a 
special  light  should  be  focused  on  the 
patient's  head  and  face  to  enable  the 
anesthetist  to  determine  skin  and 
mucous  membrane  color  and  to  check 
the  vital  signs  effectively.  This 
problem  becomes  more  acute  in 
nonwhite  patients. 
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Abdominal  hernias  can  also  cause 
problems  under  pressure  of  pneumo- 
peritoneum, and  the  viscera  may  inad- 
vertently be  forced  through  a hernial 
orifice.  Abdominal  hernias  are  not 
absolute  contraindications  since  the  3 
liters  of  gas  in  the  abdomen  under  20 
mm  Hg  pressure  produces  less  stress 
than  coughing  or  straining. 

Ketamine  hydrochloride  was  used 
successfully  in  about  forty  patients  by 
Bozorgi  and  his  co-workers. 114  In  their 
series,  ketamine  was  the  sole  anesthetic 
agent  for  induction  and  maintenance. 
Two  of  their  patients  were  intubated 
because  of  laryngospasm.  However,  we 
do  not  agree  with  Bozorgi  et  al.  34  and 
intubate  all  patients  and  mildly  hyper- 
ventilate them  with  100%  oxygen. 
When  ketamine  is  used  alone  and 
without  intubation,  involuntary  move- 
ments are  difficult  to  control  and  may 
interfere  with  the  performance  of  the 
operation.  With  our  technique,  pa- 
tients receive  both  ketamine  and  a 
muscle  relaxant.  Thus  we  are  always 
sure  of  adequate  ventilation  and  con- 
trol of  spontaneous  movements.  In  our 
experience,  the  incidence  of  cardiac 
arrhythmias  is  practically  negligible 
with  the  use  of  I.  V.  ketamine,  but  we 
feel  a planned  study  should  be  done  to 

REFERENCES 

1.  American  Medical  News,  March  12,  1973. 

2.  Life  Magazine,  July  28,  1972,  p 56, 

3.  Wheeless,  C.  R.,  Jr.  Outpatient  sterilization 

by  laparoscopy  under  local  anesthesia  in  less  de- 
veloped coutries.  Reprint  from  Female  Steriliza- 
tion: Prognosis  for  Simplified  Outpatient 

Procedures  (G.  W.  Duncan;  R.  D,  Falb;  and  J.  J. 
Speidel.  editors)  New  York  and  London,  Academic 
Press,  Inc.,  July  1972,  pp  125-129 

4.  Steptoe,  P.  C.  Recent  advances  in  surgical 
methods  of  control  of  fertility  and  infertility.  Brit. 
Med.  Bulletin  26(1 ) 60-64,  1970. 

5.  Kelling,  G.  Uber  Oesophagoskopie,  Gas- 
troskopie,  und  Kolioskopie.  Miinchen  Med. 
Wchnschr.  57:2358,  1902. 

6 Jacobaeus,  H.  C.  Ueber  die  Moglichkeit  die 
Zystoskopie  bei  Untersuchung  seroser  Hohlungen 
anzuwenden.  Miinchen  med.  Wchnschr.  57  2090- 
2092,  1910. 

7.  Bernheim,  B.  M.  Organoscopy:  cystoscopy 
of  the  abdominal  cavity.  Ann.  Surg.  53:764-767, 
1911. 

8.  Nordentoft,  S.  Uber  Endoskopie  Geschlos- 
sener  Cavitaten  mittels  eines  Trokar-Endoskops. 
Verch.  Dtsch.  Gas.  Chir.  41:78,  1912. 

9.  Rosenthal,  G.  Le  laparothoracoscope  de 
Jacobaeus.  Bull.  Gen.  Ther.  (Paris)  164-802,  1913. 

10.  Roccavilla,  A.  L'endoscopia  delle  grandi 
cavita  sierose  mediante  un  novo  opparecchio  ad 
illuminazione  diretta.  Riforma  Med.  Napoli  30:991. 
1914. 

11.  Roccavilla,  A.  Laparascopia  e pneumoradio- 
logie  abdominale.  Radiol.  Med.  7:411-420,  1920. 

12.  Johnsson,  A.  Bidrag  till  Kennedomen  om 
Laparo-ochtorakoskopi.  Finska  Lak-sallsk  Handl 
58:719,  1916. 

13  Orndoff,  B.  H.  The  peritoneoscope  in  diag- 
nosis of  diseases  of  the  abdomen.  J.  Radiol. 


confirm  this  impression.  Ketamine 
should  not  be  used  in  patients  suffering 
from  hypertension,  epilepsy,  in- 
tracranial aneurysm,  hyperthyroidism, 
porphyria,  and  psychiatric  distur- 
bances. 

Complications 

The  anesthetic  complication  rate  is 
the  same  as  in  any  other  surgical 
procedure.  Unpublished  data  of 
0.75/1,000  cases  are  reported  in  con- 
ference survey  of  gynecological  laparo- 
scopists  (Hulka).35  The  surgical  com- 
plication rate  is  slightly  higher,  but  we 
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feel  both  surgical  and  anesthetic 
complication  rates  decline  with  experi- 
ence on  the  part  of  the  surgeon  and  an- 
esthesiologist. Acute  hypotension  and 
gastric  regurgitation  are  mainly  anes- 
thetic complications.  Hemorrhage, 
omental  hematoma,  and  bowel  perfo- 
ration are  the  chief  complications 
during  induction  of  pneumoperi- 
toneum.36 Subcutaneous  emphysema 
can  result  from  improper  placement  of 
the  Verres  needle  in  the  peritoneal 
cavity.  Gas  embolism,  pneumothorax, 
mediastinal  emphysema,  pulmonary 
atelectasis,  and  shock  are  mainly  sur- 
gical complications. 

The  most  frequent  complications 
noted  (Wadhwa  and  McKenzie)37  are 
respiratory  difficulties,  cardiac  arr- 
hythmias, bowel  perforations,  and 
hemorrhage. 

Summary 

Laparoscopic  sterilization,  the  so- 
called  “Band-Aid"  surgery,  is  a 
growing  surgical  technique  among  ob- 
stetrics and  gynecology  departments  all 
over  the  world.  This  paper  deals  with 
the  anesthetic  technique  and  basic 
physiology  of  the  procedure  for 
physicians  working  in  community 
hospitals.  □ 
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PHYSICIANS  WANTED 

Internist,  orthopedic  surgeon,  derma- 
tologist, psychiatrist — Board  Certified 
or  Board  Eligible.  To  join  small  group 
with  modern  offices  in  beautiful,  rapid- 
ly growing  community  with  full  hospi- 
tal privileges  available.  Write:  Ralph  J. 
Miller,  M.D..  Heatherbrae  Square,  In- 
diana, Pennsylvania  15701. 

Orthopedic  Surgeon  Wanted — As- 
sociate for  well-established  clinic  in 
Eastern  Pennsylvania.  Under  36  years. 
Partnership  after  1 Vi  years.  No  invest- 
ment needed.  Board  eligibility 
required.  Write  Department  612, 
Pennsylvania  Medicine,  20  Erford 
Rd..  Lemoyne,  Pa.  17043. 

M.D.s — D.O.s — G.P.s — All  Spe- 
cialties— Private  office  suites  in  hospi- 
tal. Clinic  positions  also  available.  200 
bed  hospital  with  new  $3.6  million 
Diagnostic  and  Treatment  Center.  No 
smog.  No  fog.  Nice  place  to  live  with 
family.  Contact  Administrator,  Mercy 
Hospital  of  Johnstown,  Pa.  15905. 

Satellite  Clinics  of  200  bed  hospital. 
M.D.s  and  D.O.s  needed.  Financial  ar- 
rangements open.  Paramedical  per- 
sonnel, supplies,  and  equipment  fur- 
nished by  hospital.  Excellent  living 
conditions  for  entire  family.  Great 
hunting  and  fishing.  1 and  I Vi  hours 
from  Pittsburgh.  Contact  Adminis- 
trator, Mercy  Hospital  of  Johnstown. 
Pa.  15905. 

Emergency  Room  Physician  to  com- 
plement a team  for  full  coverage  of 
emergency  and  outpatient  needs;  ap- 
proximately 25,000  visits  per  year. 
Growing  suburban  community.  Call 
(717)  761-0202  or  Write:  Holy  Spirit 
Hospital,  North  21st  St.,  Camp  Hill, 
Pa.  17011. 

Emergency  Room  Physician — As- 
sociate with  established  group  pro- 
viding E.R.  service  for  two  275  bed 
general  hospital  units  of  merged  hospi- 
tal system.  Base  fee  $18.00  per  hour. 
Additional  fringe  benefits.  Require 
Pennsylvania  license.  Contact  Dr.  Pal- 
myr  E.  Brown,  P.E.D.S.A..  Medical 
Center  of  Beaver  County,  Inc. 
Rochester,  Pa.  15074. 


Needed  Immediately — M.D.  or  DO. 
to  assume  large  family  office  practice. 
Physician  leaving  to  join  Aerospace 
Program.  Privileges  available  in  a 200 
bed  hospital  with  diversified  medical 
staff.  Write  to:  Mr.  J.  W.  Eddy,  Ad- 
ministrator or  D.  G.  Stitt,  M.D..  Chief 
of  Staff,  The  Greenville  Hospital,  1 10 
North  Main  Street.  Greenville,  Penn- 
sylvania 16125. 


Physical  Medicine  and  Rehabilitation. 

Staff  physiatrist  for  an  active, 
comprehensive  Rehabilitation  Center. 
Latest  facilities  and  equipment.  Quali- 
fied supportive  staff.  Favorable  geo- 
graphic area.  Extensive  educational, 
religious,  and  recreational  facilities 
available.  Write:  Thelbert  Moyer, 

M.D..  Director,  St.  Vincent  Hospital, 
Box  740,  Erie,  Pa.  16512. 


Industrial  Physician  for  a major  inter- 
national corporation  located  in  Pitts- 
burgh, Pa.  Requires  at  least  five  years 
experience  to  render  medical  care  and 
treatment  to  employees  in  connection 
with  on-the-job  illness.  Board  eligible 
certified  internist  preferred.  Give  phys- 
ical examinations:  diagnose,  treat,  and 
prescribe  for  industrial  patients; 
counsel  and  advise  employees  on  health 
and  emotional  problems.  Attractive  sal- 
ary and  benefit  program.  Send 
complete  resume  in  confidence  to 
Department  627,  Pennsylvania  Medi- 


cine, 20  Erford  Rd.,  Lemoyne,  Pa. 
17043. 

Regional  Medical  Director  for  a major 
international  corporation  located  in 
Pittsburgh,  Pa.  Requires  at  least  five 
years  experience.  Reports  to  the  Cor- 
porate Medical  Director  and  corporate 
officers,  operating  heads,  and  manag- 
ers within  the  assigned  area  of  the  East 
Coast.  Involves  contact  with  corporate 
medical  installations,  industrial  rela- 
tions departments,  accident  prevention 
units,  and  local  health  facilities 
embracing  clinics,  general  hospitals, 
alcoholic  treatment  centers,  and  veter- 
ans" and  governmental  hospitals.  At- 
tractive salary  and  benefit  program. 
Send  complete  resume  in  confidence  to 
Department  626,  Pennsylvania  Medi- 
cine, 20  Erford  Rd.,  Lemoyne,  Pa. 
17043. 

Full-Time  Accident  Ward  Physician 
Wanted:  for  Delaware  County  Memo- 
rial Hospital,  Drexel  Hill,  Pa.  Pennsyl- 
vania licensed.  Liberal  income  guaran- 
tee. Call  or  write  President.  Tele- 
phone: (215)  259-3800. 

Emergency  Room  Physician  to  join 
four  man  group.  325  bed  hospital  with 
complete  specialty  backup.  Endless 
Mountain  region  of  northeastern 
Pennsylvania.  Excellent  compensation 
and  benefits.  Write  Department  628, 
Pennsylvania  Medicine,  20  Erford  Rd., 
Lemoyne,  Pa.  17043. 


CLASSIFIED  ADVERTISING  INFORMATION 

Rates — $10.00  per  insertion  up  to  30  words;  40  cents  each  additional 
word;  $1.00  per  insertion  for  answers  sent  in  care  of  Pennsylvania  Medi- 
cal Society.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  preceding 
month  of  publication.  Send  to  Pennsylvania  Medical  Society,  20  Erford 
Rd.,  Lemoyne,  Pennsylvania  17043.  The  right  is  reserved  to  reject  or 
modify  copy  to  conform  with  publication  rules. 

DEPARTMENT  NUMBERS — Advertisers  using  department  numbers 
forbid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to 
such  advertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two  initials  of  a 
name,  each  abbreviation,  isolated  numbers,  groups  of  numbers, 
hyphenated  words.  Count  name  and  address  as  five  words,  telephone 
numbers  as  one,  and  “Write  Department...,  PENNSYLVANIA  MEDICINE, 
as  five. 
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Internist  or  General  Practitioner — 

Lucrative  family  practice  available  im- 
mediately in  attractive  North 
Boroughs,  Pittsburgh,  Pennsylvania 
suburb  due  to  retirement.  Modern  250 
bed  hospital  5 minutes  away.  No  in- 
vestment required  and  office  equip- 
ment donated  to  properly  trained  man. 
Contact  Ralph  Gaudio,  M.D., 
Chairman,  Physician  Recruitment 
Committee,  9066  Perry  Highway, 
Pittsburgh,  Pa.,  15237.  Telephone: 
(412)  931-6520  or  John  B.  Mallon, 
Administrator,  Suburban  General 
Hospital,  Pittsburgh,  Pennsylvania 
15202.  Telephone:  (412)  734-1800. 
Ext.  311,312. 


POSITION  W ANTED 

Child- Ad ult  Psychiatrist,  Board  Cer- 
tified, age  36,  wishes  association  with 
established  psychiatrist  or  multidis- 
ciplinary group  in  medium-sized  city. 
Write  Department  629,  Pennsylvania 
Medicine,  20  Erford  Rd.,  Lemoyne, 
Pa.  17043. 


FOR  RENT 

Professional  office  available — sharing 
weekend  coverage  with  five  other 
doctors.  Contact  H.  M.  Roser,  kennett 
Medical  Center.  Inc..  Box  388,  kennett 
Square,  Pa.  19348.  Telephone: 
(215)  444-3027. 


FOR  SALE 

Manual — “Manual  of  Routine  Orders 
for  Medical  and  Surgical  Emergencies 
(A  New  Concept  Designed  to  Save 
Lives).’’  Contact:  Warren  Green 

Publishing  Corp.,  10  South  Brentwood 
Ave.,  St.  Louis,  Missouri  63105. 

New  medical  building  for  four 
physicians  in  Berwick,  Pennsylvania. 
Building  already  receiving  rents  of 
$500  per  month  not  including  rent  to 
owner  physician.  Also  for  sale — equip- 
ment including  X-Ray,  electrocar- 
diograph, and  full  laboratory  equip- 
ment. Building  $100.000 — all  equip- 
ment $30,000.  Patients  waiting.  Write 
Department  630,  Pennsylvania  Medi- 
cine, 20  Erford,  Rd.,  Lemoyne,  Pa. 
17043  or  call  (717)  752-5981  collect. 


TREAT  THE  SYMPTOMS  IN  THE  GERIATRIC  PATIENT 


APATHY  • IRRITABILITY 
FORGETFULNESS  • CONFUSION 


Cerebro- 
Nicin 


CAPSULES 


A GENTLE  CEREBRAL 
STIMULANT  & VASODILATOR 
FOR  GERIATRIC  PATIENTS 

CEREBRO-NICIN®  double-blind  study* 
shows  how  some  senile  symptoms  can  be  treated. 
Four  times  as  many  aging  patients  showed 
striking  improvement. 

Each  CEREBRO-NICIN  capsule  contains: 

Pentylenetetrazole 100  mg.  • Nicotinic  Acid  ...100  mg. 

Ascorbic  Acid  100  mg.  • Thiamine  HCI  25  mg. 

I-Glutamic  Acid  .-..50  mg.  • Niacinamide  5 mg. 

Riboflavin  2 mg.  • Pyridoxine  HCI  3 mg. 

AVAILABLE:  Bottles.  100,  500,  1000 

SIDE  EFFECTS:  Most  persons  experience  a flushing  and  tin- 
gling sensation  after  taking  a higher  potency  nicotinic  acid. 
As  a secondary  reaction  some  will  complain  of  nausea,  sweat- 
ing and  abdominal  cramps.  The  reaction  is  usually  transient. 
INDICATIONS:  As  a cerebral  stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC  DOSAGE:  One  capsule  three  times 
daily  adjusted  to  the  individual  patient. 

WARNING:  Overdosage  may  cause  muscle  tremor  and  con- 
vulsions. 

CONTRAINDICATIONS:  Epilepsy  or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. Keep  out  of  reach  of  children. 

Write  lor  literature  and  samples  . . . 

(brcWJI  the  brown  PHARMACEUTICAL  CO. 

2500  W.  6th  St.,  Los  Angeles,  Calif.  90057 

‘AVAILABLE  ON  RE0UEST:  Ronald  I.  Goldberg,  M.D.  & Franklin  I.  Shuman,  M B 
Double-blind  study  on  the  treatment  of  mentally  confused  patients.  Reprinted 
from  the  Journal  of  the  American  Geriatrics  Society,  Vol.  XII,  No.  6,  June  1964. 
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• Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 


• Joseph  Appleyard,  Lancaster; 
University  of  Pennsylvania  School  of 
Medicine,  1922;  age  75;  died  August 
16,  1973.  Dr.  Appleyard  retired  in 
1972  after  more  than  fifty  years  of 
medical  practice.  He  was  a urologist 
and  a former  medical  director  and 
president  of  the  staff  of  Lancaster 
General  Hospital.  He  was  founder  of 
the  Lancaster  Medical  Bureau  and  a 
past  president  of  the  Lancaster  County 
Medical  Society.  He  is  survived  by  his 
wife;  three  daughters;  a son;  and  three 
brothers,  one  of  whom  is  Arthur 
Appleyard,  M.D.,  St.  Petersburg, 
Florida. 

• George  B.  Backer,  Kingston; 
Hahnemann  Medical  College  and  Hos- 
pital, 1958;  age  42;  died  August  25, 
1973.  He  was  a member  of  the  staff  of 
Wilkes-Barre  General  Hospital  and 
Allied  Services,  Scranton,  specializing 
in  rheumatology.  His  wife  and  two 
daughters  survive  him. 

• Milton  A.  Bell,  Philadelphia; 
University  of  Pennsylvania  School  of 
Medicine,  1929;  age  67;  died  August 
13,  1973.  He  was  an  associate  in  in- 
ternal medicine  at  Albert  Einstein 
Medical  Center  for  many  years  and  a 
member  of  the  emeritus  staff.  He  was  a 
diplomate  of  the  American  Board  of 
Internal  Medicine  and  a fellow  of  the 
American  College  of  Physicians.  He  is 
survived  by  his  wife,  a daughter,  a son, 
a sister,  and  a brother. 

• Stewart  F.  Brewen,  Wormleys- 

burg;  University  of  Pennsylvania 
School  of  Medicine,  1930;  age  68; 
died  September  5,  1973.  He  was 

affiliated  with  the  Harrisburg  Poly- 
clinic Hospital  and  with  Holy  Spirit 
Hospital,  Camp  Hill.  His  wife  and  two 
daughters  survive  him. 

• Josiah  F,  Buzzard,  Altoona1;  Uni- 
versity of  Pennsylvania  School  of 
Medicine,  1915;  age  82;  died  August 
19,  1973.  He  was  a past  president  of 
the  Blair  County  Medical  Society  and 
the  Pennsylvania  Academy  of  Ophth- 
almology and  Otolaryngology;  and  he 
was  a life  fellow  of  both  the  American 
and  International  Colleges  of  Sur- 
geons. His  wife,  a son,  and  two  step- 
daughters survive  him. 


• John  D.  Corbit,  Jr.,  Philadelphia; 
University  of  Pennsylvania  School  of 
Medicine,  1935;  age  63;  died  August 
10,  1973.  He  was  director  of  the 
division  of  obstetrics  and  gynecology 
at  Lankenau  Hospital  and  professor  of 
obstetrics  and  gynecology  at  Thomas 
Jefferson  University.  Dr.  Corbit  was  a 
fellow  of  the  American  College  of  Ob- 
stetrics and  Gynecology  and  a member 
of  the  Residency  Review  Committee  of 
the  American  College  of  Gynecology. 
He  is  survived  by  his  wife,  two  daugh- 
ters, a son,  a stepdaughter,  and  a 
stepson. 

• Francis  V.  Costello,  William- 
sport; Long  Island  Medical  College, 
1951;  age  65;  died  August  20,  1973. 
Dr.  Costello  served  a month  each  year 
with  Medico,  an  affiliate  of  CARE, 
setting  up  clinics  and  training  doctors 
in  orthopedic  surgery.  He  was  a 
former  president  of  the  Lycoming 
County  Medical  Society  and  was  a 
member  of  the  American  College  of 
Surgeons,  the  American  College  of  Or- 
thopedic Surgeons,  and  the  British  Or- 
thopedic Association.  Recently  the 
library  of  the  Robert  Jones  Orthopedic 
Hospital.  Shropshire,  England,  was 
named  for  him.  Survivors  include  a 
daughter,  three  sisters,  and  a brother. 

• Daniel  S.  DeStio,  Pittsburgh; 
George  Washington  University  School 
of  Medicine,  1930;  age  66;  died 
August  13,  1973.  He  was  associate 
professor  of  otolaryngology  at  the  Uni- 
versity of  Pittsburgh  Medical  School 
and  a senior  staff  member  at  both 
Pittsburgh  Eye  and  Ear  Hospital  and 
St.  Margaret’s  Hospital.  He  was  a 
member  of  many  professional  so- 
cieties. Among  them  were  the  Ameri- 
can Society  of  Otolaryngologic  and 
Ophthalmologic  Allergy,  the  Ameri- 
can College  of  Surgeons,  the  Pennsyl- 
vania Academy  of  Ophthalmology  and 
Otolaryngology,  and  the  American 
Academy  of  Ophthalmology  and 
Otolaryngology.  He  is  survived  by  his 
wife,  his  father,  a son,  and  a daughter. 

• Jessie  P.  Janjigian,  Wyoming; 
Women's  Medical  College  of  Philadel- 
phia (Medical  College  of  Pennsyl- 
vania), 1906;  age  93;  died  August  6, 


1973.  She  had  served  as  assistant  su- 
perintendent of  Norristown  State  Hos- 
pital for  fifteen  years  and  as  psychia- 
trist in  the  outpatient  clinic  program  at 
Danville  State  Hospital.  She  was  a life 
fellow  of  the  American  Psychiatric  As- 
sociation and  a fifty-year  member  of 
AMA.  Her  husband,  Robert  Janjigian, 
M.D.,  Wyoming,  survives  her. 

Edward  F.  Kelley,  Jenkintown; 
Temple  University  School  of  Medi- 
cine, 1926;  age  74;  died  July  3,  1973. 
He  is  survived  by  his  wife,  two  daugh- 
ters, a son,  a sister,  and  a brother. 

• Louis  A.  Krimm,  Williamsport; 
Georgetown  University  School  of 
Medicine,  1930;  age  66;  died  August 
7,  1973.  He  retired  in  1968,  having 
practiced  medicine  in  Williamsport  for 
thirty-six  years.  His  wife,  a sister,  and 
a brother  survive  him. 

• Joseph  A.  Miller,  Pittsburgh; 
University  of  Pittsburgh  School  of 
Medicine,  1942;  age  59;  died  August 
5,  1973.  No  further  information  is 
available. 

• Dominic  J.  Rosato,  Sr.,  Devon; 
Temple  University  School  of  Medi- 
cine, 1925;  age  76;  died  August  9, 
1973.  He  is  survived  by  his  wife;  three 
sons,  of  whom  two  are  physicians,  Ed- 
ward J.  Rosato,  M.D.,  Pittsburgh,  and 
Donald  J.  Rosato,  M.D.,  Devon;  and 
four  sisters. 

• Martin  S.  Taxay,  Pittsburgh;  Uni- 
versity of  Pittsburgh,  1962;  age  36; 
died  September  14,  1973.  He  is  sur- 
vived by  his  wife  and  three  sons. 

• John  Ungar,  Jr.,  Brookville;  Jef- 
ferson Medical  College,  1932;  age  64; 
died  July  17,  1973.  Survivors  include 
his  wife,  three  daughters,  and  two 
sons. 

Theodore  C.  Search,  Philadelphia; 
New  York  Medical  College,  1913;  age 
88;  died  May  4,  1973.  He  is  survived 
by  his  wife. 

Alon  W.  Shewman,  New  Castle; 
University  of  Pennsylvania,  1926;  age 
72;  died  May  29,  1973.  He  is  survived 
by  his  wife. 

Peter  C.  Warms,  Pittsburgh;  Geor- 
getown University  School  of  Medi- 
cine, 1 968;  age  3 1 ; died  May  23,  1 973. 
He  is  survived  by  his  wife. 


76 


PENNSYLVANIA  MEDICINE 


THE  LIBRARY  1 777  S 

ACQUISITIONS  DIV 

l IN  IV  OF  CALIF 

SAM  FRANCISCO  CA  94143 


PENNSYLVANIA 


1 


PENNSYLVANIA 


© 1973  PENNSYLVANIA  MEDICAL  SOCIETY 


DECEMBER  1973 
GENERAL 


PENNSYLVANIA  MEDICINE 


VOLUME  76,  NUMBER  12 


20  Erford  Road 

Lemoyne,  Pennsylvania  17043 


Telephone  (717)  238-1635 


1 Poster  for  Physicians’  Offices 
3 Medigram 
17  Newsfronts 

36  Don’t  Ignore  Price  Control  Rules 
Leif  C.  Beck 

39  Address — AMA  President  Russell  B.  Roth,  M.D. 

61  How  to  Improve  Health  Care  Through  Education 
Jane  M.  Andrews 

61  Proceedings  of  the  1973  Annual  Session  of  the  House  of  Delegates 

EDITORIALS 

30  Dr.  Sanford  Speaks  Out 


PUBLICATION  COMMITTEE 
H.  Thompson  Dale,  M.D.,  State  College 
Chairman 

Donald  R.  Cooper,  M.D.,  Philadelphia 
Leroy  A.  Gehris,  M.D.,  Reading 
George  A.  Rowland,  M.D.,  Millville 
William  C.  Ryan,  M.D.,  Somerset 


MEDICAL  ARTICLES 

46  Urinary  Tract  Infection  in  Children 

Edgar  J.  Sanford,  Thomas  J.  Rohner 
50  Enigma  and  Dilemma  of  the  Pulmonary  Nodule 
Arnold  H.  Levine,  M.  Joyce  Pais 
56  Treatment  of  Hyperthyroidism  in  Pregnancy 
George  L.  Jackson 

MEDICAL  OPINION 

30  Photocoagulation  in  Diabetic  Retinopathy 

William  S.  Tasman 

31  Cromolyn  in  Treating  Asthmatics 

Louis  Tuft 

32  Reader’s  Digest  Article  on  BCG  Refuted 

George  W.  Comstock 

DEPARTMENTS 

24  Advertisers’  Index 
30  Correspondence 
35  M.D.s  in  the  News 
38  New  Members 
60  Obituaries 

120  Continuing  Education  Listings 
123  Classified  Advertising 


STAFF 

David  A.  Smith,  M.D.,  Medical  Editor 
Polyclinic  Hospital,  Harrisburg  17105 
Mary  L.  Uehlein,  Managing  Editor 
20  Erford  Rd.,  Lemoyne  17043 
Jeannette  H.  Stevens,  Editorial  Assistant 
20  Erford  Rd.,  Lemoyne  17043 

CONTRIBUTING  EDITORS 

Harry  E.  Bacon,  M.D.,  Philadelphia 
William  C.  Beck,  M.D.,  Sayre 
Mario  N.  Fabi,  M.D.,  Scranton 
M.  Louise  Gloeckner,  M.D.,  Conshohocken 
Samuel  B.  Hadden,  M.D.,  Philadelphia 
A.  M.  Hostetter,  M.D.,  Hershey 
Robert  H.  Kough,  M.D.,  Danville 
William  Likoff,  M.D.,  Philadelphia 
John  B.  Lovette,  M.D.,  Johnstown 
Anthony  E.  Maas,  M.D.,  Harrisburg 
Nicolas  M.  Nelson,  M.D.,  Hershey 
Lewis  T.  Patterson,  M.D.,  Harrisburg 
Eugene  P.  Pendergrass,  M.D.,  Philadelphia 
Joseph  A.  Ricci,  M.D.,  Harrisburg 
Edward  F.  Sickel,  M.D.,  Harrisburg 


PENNSYLVANIA  MEDICINE,  established  in  1897,  is  published  monthly  as  the 
official  publication  of  the  Pennsylvania  Medical  Society  All  original  papers, 
address  changes  and  correspondence  should  be  directed  to  the  Managing 
ditor  The  advertising  policy  conforms  with  principles  governing  advertising 
ii  the  American  Medical  Association  scientific  publications  The  national  ad- 


vertising representative  is  The  State  Medical  Journal  Advertising  Bureau, 
of  Oak  Park.  III.  A subscription  is  $5.00  a year.  Single  copies  are  fifty  cents 
Second  class  postage  is  paid  at  Lemoyne.  Pennsylvania  Send  subscription 
requests  and  changes  of  address  to  PENNSYLVANIA  MEDICINE.  20  Erford 
Road.  Lemoyne,  Pennsylvania  17043. 


FIRST  CLASS 
PERMIT  3 
LEMOYNE.  PA. 


BUSINESS  REPLY  MAIL 

NO  POSTAGE  STAMP  NECESSARY  IF  MAILED  IN  THE  U.  S. 


Pennsylvania 
Medical  Society 


20  ERFORD  ROAD 
LEMOYNE,  PENNSYLVANIA  17043 


Newspaper  accounts  about  the  world  of 
medicine  confuse  the  public.  “Health  care 
crisis  . . . physician  shortage  . . . fee 
gouging  . . . substandard  care  for  the 
poor”  are  headlines  which  attract  the 
reader  and  often  mislead  him. 

Because  you’re  busy  practicing  medi- 
cine you  can’t  take  the  time  to  discuss  the 
issues  with  your  patients  . . . 

But  you  can  be  a silent  spokesman  by 
making  use  of  the  attached  poster  in  your 
waiting  room  and  the  postcard  below  to 
order  pamphlets  to  amplify  the  message. 
Fill  out  the  card  and  mail  it  today  . . . 
display  the  poster  in  your  waiting  room  . . . 
be  a silent  spokesman  this  month  and  in 
months  to  come  in  a public  education  pro- 
gram sponsored  by  your  State  Medical 
Society! 


I would  like  to  take  advantage  of  the 
new  socio-economic  information  aimed  at  patients  by 
requesting  a quantity  of  the  bill  stuffers  which  will  be 
similar  to  the  tear-out  poster  in  “Pennsylvania  Medicine.” 

I will  need copies. 


NAME: 

ADDRESS 


(Please  print  or  type  above) 


The  cost  of  medical  care  is  going  up.  The 
U.S.  medical  bill  was  53  billion  dollars  in  1968. 
By  last  year  it  had  risen  to  83  billion.  You  paid 
some  part  of  that  bill  and  probably  noticed  it 
was  going  up.  You  may  have  asked  “Why?” 

Why  costs  are  going  up.  You  expect  better 
care  today  and  you  deserve  it.  But  every  ad- 
vance in  health  care  has  a price  tag.  New  tech- 
niques of  diagnosis,  new  equipment,  new 
facilities  and  better  trained  people  account  for 
some  of  the  rise.  And  inflation  has  further 
f noosted  the  cost  of  everything  that  goes  into 
/our  bill. 

i But  some  things  have  gone  up  more  than 
others.  The  biggest  rise  has  been  in  hospital 
;are — a cost  which  doctors  can’t  control.  A day 

in  the  hospital  that  cost  $60.00  in  1967  cost 
>105  in  1972 — a rise  of  76%.  This  rise  has  been 
he  result  of  increases  in  salaries  and  supplies 
and  important  lifesaving  improvements  in  ser- 
vice to  patients,  like  kidney  machines  and  coro- 
llary care  units. 


Some  things  have  gone  up  less  than  others. 

In  the  last  2 years,  physicians’  fees  have  risen 
only  3.1%.  During  those  same  2 years  the  cost 
of  almost  everything  your  doctor  pays  for  went 
up  at  an  even  greater  rate — drugs,  medicines, 
equipment,  taxes,  insurance,  rentals,  salaries 
and  Social  Security  payments  to  name  a few. 
Yet,  of  every  dollar  you  spent  on  health  care  in 
1972,  only  about  19^  went  for  physicians’  fees. 

How  you  can  help  hold  down  your  medical 
bill.  Take  care  of  yourself.  If  you  smoke,  stop. 
Get  some  exercise  and  do  it  regularly.  Eat  a 
balanced  diet.  On  these  things,  your  doctor 
knows  what  will  be  best  for  you — and  when 
you  see  him,  ask  for  an  annual  physical  checkup 
too.  Follow  his  advice  when  he  gives  it.  In  the 
long  run  maintenance  is  cheaper  (and  less  pain- 
ful) than  repairs. 

Your  doctor  is  working  with  the  Pennsylvania 
Medical  Society  to  give  you  the  finest  medical  care 
at  the  lowest  possible  cost.  He  can  do  this  best  if 
the  people  evaluating  doctors  are  doctors. 


The  Pennsylvania  Medical  Society 

Your  doctor  at  work  for  everyone. 


This  frameable  poster  for  tabletop  or  wall  use  may  be  removed  easily.  Do  so  and  use  it  and  the  pam- 
phlets which  can  be  ordered  by  using  the  attached  postcard.  Other  issues  of  public  concern  will  be 
similarly  explained  in  the  December  and  January  issues  of  Pennsylvania  Medicine. 
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ko  SPECIAL  ASSESSMENT  NOW  Although  it  had  House  of  Delegates  author- 

ization for  a membership  assessment,  the 
Board  of  Trustees  at  a special  meeting  November  l4  chose  not  to  take  the 
action.  It  voted  instead  to  take  needed  funds  up  to  $100,000  to  support 
:he  Foundation  in  197^  from  a projected  1973  budget  surplus,  and,  if 
necessary,  from  the  Contingency  Reserve  Fund.  The  Foundation,  however, 
nust  request  such  funds  on  a month-to-month  basis  and  make  an  accounting 
at  each  Finance  Committee  meeting.  Remaining  assets  of  the  Society's 
4edical  Care  Appraisal  Project  fMCAP)  as  well  as  MCAP ' s responsibilities 
\rere  turned  over  to  the  Foundation. 

?URTHER  BUDGET  DECISIONS  MADE  Implementing  actions  taken  by  the 

1973  House,  the  Board  approved  1974 
audgets  for  the  Communications  Division,  in  the  amount  of  $51,950,  and 
"or  the  Council  on  Public  Service,  in  the  amount  of  $43,900.  John  F. 
lineman,  executive  vice  president,  reported  that  Robert  L.  Lamb,  who 
las  been  serving  the  Society  as  assistant  secretary,  would  become  the 
lew  director  of  communications,  and  that  L.  Riegel  Haas,  who  has  been 
serving  on  the  staff  of  the  Council  on  Public  Service,  would  become 
tcting  director  of  professional  relations,  and  staff  the  Council  on 
Public  Service.  John  C.  Rogalski,  formerly  staff  assistant,  was 
:lected  assistant  secretary. 

JEW  DIRECTIONS  FOR  PUBLIC  SERVICE  The  Council  on  Public  Service 

will  concentrate  on  membership 
recruitment  and  membership  services,  such  as  the  car  leasing  program 
md  mass  purchasing,  and  will  temporarily  suspend  certain  projects  -- 
Donaldson  Awards,  service  manual,  film  library,  and  exhibits.  This  is 
:o  permit  more  staff  time  to  be  devoted  to  developing  the  physicians' 
:ooperative,  as  directed  by  the  House.  Responsibilities  of  the  Board's 
id  Hoc  Committee  on  Membership  were  transferred  to  the  Council  on 
3ublic  Service.  Communication  with  the  public,  formerly  a Council 
>roject,  is  now  the  responsibility  of  the  Communications  Division. 

COUNCIL  HAS  NEW  CHAIRMAN  Society  President  Ralph  C.  Wilde,  M.D . has 

announced  the  appointment  of  John 

Itelwig,  Jr.,  M.D.  of  Philadelphia,  as  chairman  of  the  Council  on  Medical 
Service,  a post  which  became  vacant  when  D.  Ernest  Witt,  M.D.,  of 
Dloomsburg,  resigned  following  his  election  as  vice  speaker  of  the  House 
>f  Delegates.  Henry  H.  Fetterman,  M.D.,  of  Allentown,  becomes  vice 
:hairman,  and  Wayne  W.  Helmick,  M.D.,  of  Rochester  (Beaver  County)  fills 
i;he  vacancy  on  the  council. 

HASE  IV  HEALTH  REGULATIONS  PUBLISHED  The  Cost  of  Living  Council 

has  published  lengthy  new 

’egulations  governing  the  health  industry,  including  physicians,  and 
-S  receiving  comments  until  December  1.  If  finally  adopted,  the  rules 
rould  become  effective  January  1,  1974,  and  would  permit  physician  fees 
po  be  increased  an  aggregate  of  4 percent,  instead  of  2.5  percent; 
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while  no  fee  for  an  individual  service  could  be  raised  more  than  10 
percent,  or  more  than  $1.00  if  the  individual  fee  is  less  than  $10. 

The  sign  which  was  necessary  in  physicians'  offices  until  the  beginning 
of  Phase  IV  will  again  be  required.  Leif  C.  Beck,  practice  management 
consultant  who  writes  for  PENNSYLVANIA  MEDICINE,  has  in  this  issue, 
beginning  on  page  36,  a definitive  article  on  steps  to  take  to  raise 
fees.  Most  rules  governing  this  procedure  will  remain  in  effect  even 
with  the  new  rules  and  the  increase.  His  article  for  the  January  issue 
of  PENNSYLVANIA  MEDICINE  will  deal  in  depth  with  the  new  rules. 

SOCIETY  OFFICERS,  DEANS  MEET  ON  NEW  BILLS  The  State  Society's 

Executive  Committee  and 

the  deans  of  Pennsylvania ' s medical  schools  met  at  the  end  of  November 
to  discuss  two  recently  introduced  bills  to  create  a Pennsylvania 
Medical  Education  Council.  The  January  issue  will  carry  a report  of 
the  meeting  and  details  of  the  bills,  H.B.  1550  - "The  Pennsylvania 
Medical  Education  Planning  Act,"  and  its  companion,  H.B.  1549  - "The 
Pennsylvania  Medical  District  Act."  H.B.  1550  creates  an  independent 
council  whose  members  would  be  the  secretary  of  health,  the  deans  of 
the  three  state-related  medical  schools  (University  of  Pittsburgh, 
Pennsylvania  State  University,  and  Temple  University)  and  one  dean 
representing  all  four  of  the  state-aided  medical  schools  (Jefferson, 
University  of  Pennsylvania,  Hahnemann,  and  Medical  College  of  Penn- 
sylvania) . The  council  would  be  responsible  for  integrating  state-wide 
medical  education  plans  and  dividing  the  Commonwealth  into  districts 
for  which  individual  medical  schools  would  have  responsibility,  giving 
priority  to  medically-deprived  areas.  The  bills  spell  out  how  medical 
school  appropriation  funds  are  to  be  used  to  implement  the  program. 

MEDICAL  PRACTICE  ACT  BILLS  REPORTED  OUT  House  Bills  759  and  760, 

creating  a new  medical 

practice  act,  have  been  reported  out  of  committee  as  amended  on  recom- 
mendation of  the  State  Society  and  the  State  Board  of  Medical  Education 
and  Licensure.  Proponents  of  the  PMS-supported  bills  to  modernize  the! 
medical  practice  act  look  toward  early  action  by  the  House  so  they  can- 
move  to  the  Senate  in  1974.  Further  details  are  available  in  the 
Society's  Legislative  Bulletin.  Other  bills  recently  reported  out  of 
committee  are- 

H.B.  868  (PMS  opposition)  --Amending  the  Mental  Health  and  Mental 
Retardation  Act  of  1966,  removing  the  requirement  that  directors  of 
state  facilities  be  physicians. 

H.B.  1365  (PMS  support)  --Exempting  physicians  and  nurses  from 
certain  liability  when  participating  in  mass  immunization  programs 
approved  by  the  Department  of  Health 

H.B.  1363  (PMS  support)  --Amending  the  Administrative  Code  of  1929 
by  further  prescribing  powers  and  duties  of  the  Advisory  Health  Boar 
H.B.  1364  (PMS  support)  --Amending  the  Public  School  Code  by  re- 
quiring  that  children  be  immunized  against  diseases  specified  by 
the  Advisory  Health  Board  before  entering  schoo  1. 

H.B.  1362  (PMS  support)  --Providing  that  school  physicians  shall 
immunize  children  of  indigent  persons. 

HEARINGS  POSTPONED  The  Subcommittee  on  Health  of  the  Senate's 

Labor  and  Public  Welfare  Committee,  chaired  by 
Senator  Edward  M.  Kennedy,  has  again  postponed  hearings  on  the  pharma- 
ceutical industry.  This  time  they  are  scheduled  to  begin  December  l8. 
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acute  arthritic  inflammation. ..heat  that  freezes 

In  acute  rheumatoid  arthritis  consider  Tandearil.  The  anti-inflammatory 
action  of  Tandearil  quickly  helps  reduce  heat,  pain,  swelling,  and 
stiffness.  Results  are  usually  seen  in  3 or  4 days.  Try  it  for  a week  when 
the  symptoms  defy  aspirin  control. 


Rememberthat Tandearil  is  not  a simple  analgesic.  It  should  not  be  used 
on  patients  responding  to  routine  therapy.  Before  using,  please  read 
the  prescribing  information.  It’s  summarized  below. 

Tandearil  helps  take  the  heat  off 

oxyphenbutazone  NF 

Geigy 


Tablets  of  100  mg. 

Important  Note:  This  drug  is  not  a simple 
analgesic.  Do  not  administer  casually.  Care- 
fully evaluate  patients  before  starting  treat- 
ment and  keep  them  under  close  supervision. 
Obtain  a detailed  history,  and  complete  phys- 
ical and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing 
and  at  frequent  intervals  thereafter.  Carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures,  contraindicated  patients 
or  those  who  cannot  be  observed  frequently. 
Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms 
with  the  smallest  possible  dosage  is  the  goal 
of  therapy.  Dosage  should  be  taken  with  meals 
or  a full  glass  of  milk.  Patients  should  discon- 
tinue the  drug  and  report  immediately  any  sign 
of:  fever,  sore  throat,  oral  lesions  (symptoms 
of  blood  dyscrasia);  dyspepsia,  epigastric 
pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulcera- 
tion or  hemorrhage,  skin  reactions,  significant 
weight  gain  or  edema.  A one-weex  trial  period 
is  adequate.  Discontinue  in  the  absence  of  a 
favorable  response.  Restrict  treatment  periods 
to  one  week  in  patients  over  sixty. 

Indications:  Acute  gouty  arthritis,  rheumatoid 
arthritis,  rheumatoid  spondylitis. 
Contraindications:  Children  14  years  or  less; 
senile  patients;  history  or  symptoms  of  G.l. 
inflammation  or  ulceration  including  severe, 
recurrent  or  persistent  dyspepsia;  history  or 
presence  of  drug  allergy;  blood  dyscrasias; 
renal,  hepatic  or  cardiac  dysfunction;  hyper- 
tension; thyroid  disease;  systemic  edema; 
stcmatitis  and  salivary  gland  enlargement  due 
to  the  drug;  polymyalgia  rheumatics  and  tem- 
poral arteritis;  patients  receiving  other  potent 
chemotherapeutic  agents,  or  long-term  anti- 
coagulant therapy. 

Warnings:  Age,  weight,  dosage,  duration  of 
therapy,  existence  of  concomitant  diseases, 
and  concurrent  potent  chemotherapy  affect  in- 
cidence of  toxic  reactions.  Carefully  instruct 
and  observe  the  individual  patient,  especially 
the  aging  (forty  years  and  over)  who  have 
increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh 
initially  unpredictable  benefits  against  po- 


tential risk  of  severe,  even  fatal,  reactions. 

The  disease  condition  itself  is  unaltered  by 
the  drug.  Use  with  caution  in  first  trimester  of 
pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious, 
even  fatal,  blood  dyscrasias,  including 
aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest 
days  or  weeks  after  cessation  of  drug.  Any 
significant  change  in  total  white  count,  rela- 
tive decrease  in  granulocytes,  appearance 
of  immature  forms,  or  fall  in  hematocrit  should 
signal  immediate  cessation  of  therapy  and 
complete  hematologic  investigation.  Unex- 
plained bleeding  involving  CNS,  adrenals,  and 
G.l.  tract  has  occurred.  The  drug  may  potenti- 
ate action  of  insulin,  sulfonylurea,  and  sul- 
fonamide-type  agents.  Carefully  observe 
patients  taking  these  agents.  Nontoxic  and 
toxic  goiters  and  myxedema  have  been  re- 
ported (the  drug  reduces  iodine  uptake  by  the 
thyroid).  Blurred  vision  can  be  a significant 
toxic  symptom  worthy  of  a complete  ophthal- 
mological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented 
by  reducing  dosage.  If  edema  occurs  in  pa- 
tients over  sixty,  discontinue  drug. 

Precautions:  The  following  should  be  ac- 
complished at  regular  intervals:  Careful  de- 
tailed history  for  disease  being  treated  and 
detection  of  earliest  signs  of  adverse  reac- 
tions; complete  physical  examination  includ- 
ing check  of  patient’s  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two 
week  blood  check;  pertinent  laboratory  studies. 
Caution  patients  about  participating  in  activ- 
ity requiring  alertness  and  coordination,  as 
driving  a car.  etc.  Cases  of  leukemia  have 
been  reported  in  patients  with  a history  of 
short-  and  long-term  therapy.  The  majority  of 
these  patients  were  over  forty.  Remember  that 
arthritic-type  pains  can  be  the  presenting 
symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its 
misuse  can  lead  to  serious  results.  Review 
detailed  information  before  beginning  therapy. 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia, 


gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  ab- 
dominal distention,  agranulocytosis,  aplastic 
anemia,  hemolytic  anemia,  anemia  due  to 
blood  loss  including  occult  G.l.  bleeding, 
thrombocytopenia,  pancytopenia,  leukemia, 
leukopenia,  bone  marrow  depression,  sodium 
and  chloride  retention,  water  retention  and 
edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepa- 
titis (cholestasis  may  or  may  not  be  promi- 
nent), petechiae,  purpura  without  thrombocy- 
topenia, toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syn- 
drome, Lyell’s  syndrome  (toxic  necrotizing 
epidermolysis),  exfoliative  dermatitis,  serum 
sickness,  hypersensitivity  angiitis  (poly- 
arteritis), anaphylactic  shock,  urticaria,  arth- 
ralgia, fever,  rashes  (all  allergic  reactions 
require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria, 
anuria,  renal  failure  with  azotemia,  glomeru- 
lonephritis, acute  tubular  necrosis,  nephrotic 
syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug, 
impaired  renal  function,  cardiac  decompensa- 
tion, hypertension,  pericarditis,  diffuse  inter- 
stitial myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia 
rheumatics,  optic  neuritis,  blurred  vision, 
retinal  hemorrhage,  toxic  amblyopia,  retinal 
detachment,  hearing  loss,  hyperglycemia, 
thyroid  hyperplasia,  toxic  goiter,  association 
of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions 
associated  with  overdosage,  including  convul- 
sions, euphoria,  psychosis,  depression,  head- 
aches, hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia;  ulcerative 
stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-F  (10/71) 

For  complete  details,  including  dosage, 
please  see  lull  prescribing  Intormatlon. 

GEIGY  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 


TA  9041 


It’s  time  for  action  to  defend  the  lawi 
and  regulations  that  protect  your 
patients  against  drug  substitution . 

These  professional  and  trade  organizations  are  united 
in  supporting  antisubstitution  statutes  and  regulations 


The  American  Academy  of  Dermatolo 


The  Board  of  Directors  of  the 
American  Academy  of  Family 
Physicians 

The  Executive  Board  of  the 
American  Academy  of  Neurology 

The  Committee  on  Drugs  of  the 
American  Academy  of  Pediatrics 

The  American  College  of  Allergists 

The  Executive  Committee  of  the 
American  College  of  Obstetricians 
and  Gynecologists 

The  Board  of  Regents  of  the 
American  College  of  Physicians 


The  Board  of  T rustees  of  the 
American  Dental  Association 


The  Board  of  Trustees  of  the 
American  Medical  Association 

The  American  Psychiatric  Associat 

The  Executive  Committee  of  the 
National  Association  of  Retail 
Druggists 

The  Board  of  Directors  of  the 
Pharmaceutical  Manufacturers 
Association 


int  Statement  on  Antisubstitution  Laws  and  Regulations 


The  purpose  of  this  statement  is 
affirm  the  support  of  the  participat- 
organizations  for  the  laws,  regula- 
rs and  professional  traditions  which 
ahibit  the  unauthorized  substitution 
(:lrug  products. 

Traditionally,  physicians,  den- 
ts and  pharmacists  have  worked 
Operatively  to  serve  the  best  inter- 
,s  of  patients.  Productive  coopera- 
h has  been  achieved  through 
itual  respect  as  well  as  a common 
ncern  for  the  ideals  of  public 
vice.  This  mutual  respect  has  been 
lected,  in  part,  by  joint  support 
hr  the  years  for  the  adoption  and 
orcement  of  laws  and  regulations 
hcifically  prohibiting  unauthorized 
nstitution  and  encouraging  joint 
cussion  and  selection  of  the 
irce  of  supply  of  drug  products, 
h basic  principles  of  medical,  den- 
land  pharmacy  practice  are  thus 
I ized  and  preserved  in  the  interest 
Ibatient  welfare. 

The  antisubstitution  laws  have 
I:  obstructed  enhancement  of  the 

I fessional  status  of  pharmacy  any 
Ire  than  they  have  in  and  of  them- 
l/es  guaranteed  absolute  protec- 

I I from  unsafe  drugs,  or  freed 
l/sicians,  dentists  and  pharmacists 
[jn  their  responsibilities  to  patients, 
h practical  matter,  however,  such 

I s and  regulations  encourage  inter- 
I fessional  communications  regard- 
\ drug  product  selection  and  assure 
I h profession  the  opportunity  to 
I rcise  fully  its  expertise  in  drug 

I ge,  to  the  advantage  of  patients. 

Physicians  and  dentists  should 
► jrged  to  increase  the  frequency 

I I regularity  of  their  contacts  with 
lirmacists  in  selection  of  quality 

I g products,  recognizing  that 


economies  to  patients  can  be  im- 
proved through  such  communica- 
tion, taking  into  account  the  patients’ 
needs.  The  pharmacist’s  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  making  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi- 
cians and  dentists  in  serving  their 
patients. 


Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician’s 
and  dentist’s  roles  in  product  selec- 
tion remain  primary  and  do  not  per- 
mit delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under- 
standing and  cooperation  among  the 
professions  continue  to  grow. 

There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor- 
ized substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
laws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 


Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W. , Washington,  D.  C.  20005 


In  general,  only  pain  so  severe 
that  it  requires  morphine  is 
beyond  the  scope  of 


Wherever  it  hurts, 
Empirin  Compound  with 
Codeine  usually  provides 
the  relief  needed. 


HERE 


Biliary  calculi 


Pleural  effusion 


WHEREVER  I 


HURTS 


Empirin  Compound  with  Codeine. 


prescribing  convenience: 

up  to  5 refills  in  6 months, 


at  your  discretion  (unless 


restricted  by  state  law) ; by 


telephone  order  in  many  states. 


Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2); 
No.  4,  codeine  phosphate* 


64.8  mg.  (gr.  l).*Warning— 
may  be  habit-forming.  Each 
tablet  also  contains:  aspirin 
gr.  3V2,  phenacetin  gr.  2y2, 
caffeine  gr.  y2. 


ft 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


cCODEINI 

#3,  codeine  phosphate*  (32.4  mg.)  gr 
#4,  codeine  phosphate*  (64.8  mg.)  gi 


PROFESSIONAL  LIABILITY 
INSURANCE 

PENNSYLVANIA  MEDICAL  SOCIETY 
(Sponsor) 


RGONAUT  INSURANCE 
COMPANY 

(Underwriter) 


PARKER  & COMPANY  INC. 
OF  PENNSYLVANIA 

(Administrator) 


A long-term,  physician-oriented  insurance  partnership.. .designed  for  today  with 

tomorrow  in  mind! 

Check  the  Program’s  key  features — each  of  significant  value  to  you... 

★ No  member’s  application  can  be  rejected  without  the  applicant  having  the  right  to  request 
the  State  Society’s  review  and  concurrence... 

★ Five  year  coverage  cannot  be  canceled  or  non-renewed  (except  for  non-payment  of 
premium)  without  consent  of  the  State  Society  following  the  insured’s  appeal  for  review... 

★ State  Society  “peer  review”  of  individual  claim  or  suit  settlement  disputes... 

★ Primary  coverage  available  up  to  and  including  limits  of  $1,000,000... 

★ Physicians  previously  insured  under  Lloyds’  “claims  made”  policy  have  the  option  of 
purchasing  retroactive  “drop-back”  coverage  ... 

★ Extensive  involvement  by  State  Society  in  underwriting,  claims,  classification  statistics  and 
rate-making  developments... 

★ Planned  program  of  continuing  education  in  malpractice  claims  avoidance  and  preven- 
tion... 


Plan  now  on  participating...  with  the  State  Society  acting  as  the  physician’s  “Ombudsman,” 
it’s  like  having  your  own  insurance  company...  only  better! 

Use  this  coupon  to  secure  an  application 


Name  

Office  Address  

City  

Telephone  

Medical  Specialty  

Date  your  professional  liability 
insurance  expires  


Mail  to: 

Parker  & Company  Inc.  of  Pennsylvania 
1616  Walnut  Street,  Philadelphia,  Pa.  19103 
Attention:  A.  John  Smither,  Vice-President 

□ I am  interested  in  participating  in  the  PMS  Lia- 
bility Insurance  Program.  Please  send  me  an 
application. 


Present  Carrier 


I 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling; 


Before  deciding  to  make  Valium 
diazepam)  part  of  your  treatment 
3lan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
md,  if  so,  what  his  response  has 
Deen.  Along  with  the  medical  and 
;ocial  history,  this  information  can 
lelp  you  determine  initial  dosage, 

:he  possibility  of  side  effects  and 
he  ultimate  prospects  of  success 
pr  failure. 

While  Valium  can  be  a most 
lelpful  adjunct  to  your  counseling, 
t should  be  prescribed  only  as  long 
is  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
when  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  when  dosage  guidelines 
are  followed,  Valium  is  well 
tolerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5-nag 
and  1 o-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
aave  been  the  most  commonly  re- 
aorted  side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
ae  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psychct 
neurotic  states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  sTin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  sucn 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  nig;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  1000. 


Yalium 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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This  patient 

just  received 

an  effective,  private, 

physician-controlled 

treatment. 


It  took  just  one  short  visit 
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^Urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  gonorrhoeae 


Trobicin— The  advantage  of  injectable  therapy. 

Once  Trobicin  is  injected,  treatment  is  usually  complete; 

there  can  be  no  problems  with  patients 

sharing,  skimping,  skipping  orforgetting  medication. 

Trobicin— The  aspect  of  privacy. 

There  are  no  prescriptions  to  fill,  no  capsules  to  take. 

Neither  family,  friends  nor  co-workers  need  know  or  suspect 
the  patient's  problem. 

Trobicin— Indication  and  dosage. 

Spectinomycin  is  indicated  only  for  use  in  acute  urethritis  and 
proctitis  in  the  male  and  acute  cervicitis  and/or  proctitis  in 
the  female  when  due  to  susceptible  strains  of  N.  gonorrhoeae. 

The  usual  dosage  for  Trobicin  in  adult  males  is  2 grams 
intramuscularly1;  4 grams  intramuscularly  in  females. 
Trobicin— Not  effective  for  syphilis. 

Trobicin  is  not  effective  for  any  stage  of  syphilis.  Trobicin  may 
mask  or  delay  the  symptoms  of  incubating  syphilis.  If  concurrent 
syphilis  is  suspected,  follow  the  patient  serologically  for  at  least 
3 months.  Patients  with  syphilis  should  receive  adequate  specific 
anti-syphilitic  therapy  with  an  appropriate  antibiotic. 

Trobicin  is  contraindicated  in  patients  previously  found 
hypersensitive  to  it. 


Intramuscular 


andlrobicin  2 gm  and  4 gm  vials 

sterile  spectinomycin  hydrochloride 


iterile  Trobicin 

i terile  Trobicin  (spectinomycin  hydrochloride) 
-For  Intramuscular  Injection: 
l gm  vials  containing  5 ml  when  reconstituted 
vith  diluent. 

t gm  vials  containing  10  ml  when  reconstituted 
vith  diluent. 

4n  aminocyclitol  antibiotic  active  in  vitro  against 
nost  strains  of  Neisseria  gonorrhoeae  (MIC  7.5 
o 20  mcg/ml).  Definitive  in  vitro  studies  have 
shown  no  cross  resistance  of  N.  gonorrhoeae 
between  spectinomycin  and  penicillin, 
ndications:  Acute  gonorrheal  urethritis 

jnd  proctitis  in  the  male  and  acute  gonorrheal 
:ervicitis  and  proctitis  in  the  female  when  due 
o susceptible  strains  of  N.  gonorrhoeae. 
Contraindications:  Contraindicated  in  pa- 
ients  previously  found  hypersensitive  to  spec- 
inomycin. 

Warnings:  Not  indicated  for  the  treatment  of 
syphilis.  Antibiotics  used  to  treat  gonorrhea 
nay  mask  or  delay  the  symptoms  of  incubating 
syphilis.  Patients  should  be  carefully  examined 
□nd  monthly  serological  follow-up  for  at  least 
3 months  should  be  instituted  if  the  diagnosis  of 


syphilis  is  suspected. 

Safety  for  use  in  infants,  children  and  pregnant 
women  has  not  been  established. 

Precautions:  The  usual  precautions  should  be 
observed  with  atopic  individuals. 

Clinical  effectiveness  should  be  monitored  to 
detect  evidence  of  development  of  resistance  by 
N.  gonorrhoeae. 

Adverse  reactions:  The  following  reactions 
were  observed  during  the  single-dose  clinical 
trials:  soreness  at  the  injection  site,  urticaria, 
dizziness,  nausea,  chills,  fever  and  insomnia. 
During  multiple-dose  subchronic  tolerance  stud- 
ies in  normal  human  volunteers,  the  following 
were  noted:  a decrease  in  hemoglobin,  hemat- 
ocrit and  creatinine  clearance,-  elevation  of 
alkaline  phosphatase,  BUN  and  SGPT.  In  sin- 
gle- and  multiple-dose  studies  in  normal  volun- 
teers, a reduction  in  urine  output  was  noted. 
Extensive  renal  function  studies  demonstrated 
no  consistent  changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep  at 
25°  C and  use  within  24  hours  after  reconstitu- 
tion with  diluent. 


Male— Inject  5 ml  intramuscularly  for  a 2 

gram  dose.  Patients  with  gonorrheal  proctitis 
and  patients  being  re-treated  after  failure  of 
previous  antibiotic  therapy  should  receive  4 
grams  (10  ml).  In  geographic  areas  where  anti- 
biotic resistance  is  known  to  be  prevalent,  initial 
treatment  with  4 grams  (10  ml)  intramuscularly 
is  preferred. 

Female  — Inject  10  ml  intramuscularly  for  a 

4 gram  dose. 

How  supplied:  Vials,  2 and  4 grams  — with 
ampoule  of  Bacteriostatic  Water  for  Injection 
with  Benzyl  Alcohol  0.9%  w/v.  Reconstitution 
yields  5 and  10  ml  respectively  with  a concen- 
tration of  400  mg  spectinomycin  per  ml  (as 
the  hydrochloride).  For  intramuscular  use  only. 
Susceptibility  Powder—  for  testing  in  vitro  sus- 
ceptibility of  N.  gonorrhoeae. 

Caution:  Federal  law  prohibits  dispensing  with- 
out prescription. 

For  additional  product  information  see  your 
Upjohn  representative  or  consult  the  package 
insert. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


f For  patients  with  gonorrheal  proctitis  and  for  patients  in  geographic  areas  where  antibiotic 
resistance  is  known  to  be  prevalent,  initial  treatment  with  4 grams  is  preferred. 


Tablets 


Androtef-25 

r ■***&&» 

Android-10  Tablets  Android-5  Buccal 

Methyltestosterone  N.F.  —25,  T%-5jrig. 


treatment  of  impotence  due  to  androgenic  deficiency  mfTPe  male. 


DESCRIPTION:  Methyll^|tdsterone/ls  1 7/?-Hydroxy-1 7- 
M«thytandrost-4-gn.3-one.  ACTIONS:  Methyltestosterone 
Is  an  oil  soluble  androgenic  hprmone.  INDICATIONS:  In 
the  male:  1.  Eunuchoidism  and  eunichlsm.  2.  Male  cli- 
macteric symptoms  when  these  are  secondary  to  andro- 
gen deficiency.  3.  Impotence  due  to  androgenic  deficien- 
cy. 4.  Postpuberal  cryptorchidism  with  evidence  of  hypo- 
gonadism. Cholestatic  hepatitis  with  jaundice  and  altered 
.4«e*-func!*oo  testa,  such  as  increased  BSP  retention  and 
rises  in  SGOT  levels,  have  been  reported  after  Methyltes- 
tosterone. These  changes  appear  to  be  related  to  dosage 
of  the  drug  Therefore,  in  the  presence  of  any  changes  In 
liver  function  tests,  drug  should  be  discontinued.  PRE- 
CAUTIONS: Prolonged  dosage  of  androgen  may  result  in 
sodium  and  fluid  retention.  This  may  present  a problem, 
especially  in  patients  with  compromised  cardiac  reserve 
or  renal  disease.  In  treating  males  lor  symptoms  of  cli- 


macteric, avoid  stimulation  to  the  point  of  increasing  the 
nervous,  mental,  and  physical  activities  beyond  the  pa- 
tient's cardiovascular  capacity.  CONTRAINDICATIONS: 
Contraindicated  in  persons  with  known  or  suspected  car- 
cinoma of  the  prostate  and  in  carcinoma  of  the  male 
breast.  Contraindicated  in  the  presence  of  severe  liver 
damage.  WARNINGS:  If  priapism  or  other  signS  of  exces- 
sive sexual  stimulation  develop,  discontinue  therapy.  In 
the  male,  prolonged  administration  or  excessive  dosage 
may  cause  inhibition  of  testicular  function,  with  resultant 
oligospermia  and  decrease  in  ejaculatory  volume.  Use 
cauilously  In  young  boys  to  avoid  premature  epiphyseal 
closure  or  precocious  sexual  development.  Hypersensi- 
tivity and  gynecomastia  may  occur  rarely.  PBI  may  be 
decreased  in  patients  taking  androgens.  Hypercalcemia 
may  occur,  particularly  during  therapy  for  metastatic 
breast  carcinoma.  If  this  occurs,  the  drug  should  be  dis- 


continued. ADVERSE  REACTIONS:  Cholestatic  jaundice  • 
Oligospermia  and  decreased  ejaculatory  volume  * Hyper- 
calcemia particularly  in  patients  with  metastatic  breast 
carcinoma.  This  usually  Indicates  progression  ol  bone 
metastases  • Sodium  and  water  retention  * Priapism  • 
Virilization  in  female  patients  • Hypersensitivity  and  gyne- 
comastia. DOSAGE  AND  ADMINISTRATION:  Dosage  musl 
be  strictly  Individualized,  as  patients  vary  widely  in  re- 
quirements. Daily  requirements  are  best  administered  in 
divided  doses.  The  following  is  suggested  as  an  average 
daily  dosage  guide.  In  the  male:  Eunuchoidism  and 
eunuchism,  10  to  40  mg.;  Male  climacteric  symptoms  and 
Impotence  due  to  androgen  deficiency.  10  to  40  mg.; 
Postpuberal  cryptorchism,  30  mg.  HOW  SUPPLIED:  5, 
10,  25  mg  In  bottles  of  60,  250, 


Write  for  Literature  and  Samples  imSSOBk  THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  St.,  Los  Angeles,  CA  90057 
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PROFESSIONAL  LIABILITY  INSURANCE 

high  mark  of  diitinction 
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Professional  Protection  Exclusively  since  7899 


EASTERN  PENNSYLVANIA  OFFICE 

D.  R.  Lowe,  L.  R.  Wilson,  Jr.,  S.  B.  Elston,  Jr.,  R.  J.  Nolen,  Jr.,  and  G.  A.  Baack,  Representatives 
Suite  101,  The  Benson  Manor,  Jenkintown  19046  Telephone:  (215)  887-6335 


WESTERN  PENNSYLVANIA  OFFICE:  Ned  Wells,  S.  T.  Ingram,  and  D.  C.  Hoffman,  Representatives 
1074  Greentree  Road,  Pittsburgh  15220  Telephone  (412)  531-4226 

mmmm 


1.  Are  your  primary  limits  of  liability 
high  enough  to  protect  you  ? 

2.  Are  you  protected  for  risks  not  covered  in  standard 
primary  personal  liability  policies? 

3.  Does  your  Professional  and  Personal  Liability  Insurance  Program 
give  you  all  the  coverage  you  need  ? 

4.  Are  you  sure  you  don’t  have  too  little  protection  for  some 
risks  and  too  much  for  others? 

If  your  answer  is  no  to  any  one  of  the  above  questions  . . . 
you  need  $1,000,000  worth  of  protection  with  a 
Personal/Professional  Umbrella  Liability 
Insurance  Policy. 


This  Excess  Liability  Insurance 
Program  does  not  affect  your  present 
primary  liability  coverage  with  your 
Agent/ Broker  or  Insurance  Company. 


Name 

Office  Address 


Please  send  me  an  application  for 
the  $1,000,000  Personal/Profes- 
sional Umbrella  Liability  Policy. 


THE  PERSONAL 
PROFESSIONAL 
UMBRELLA  LIABILITY 
INSURANCE  PROGRAM  HAS 
BEEN  ENDORSED 
BY  THE  PENNSYLVANIA 
MEDICAL  SOCIETY 


ADMINISTRATOR 


City. 


MEXkNDER 
KGENCY  NC 


INSURANCE  WORLD-WIDE  SINCE  1853 
Union  Bank  Building,  Pittsburgh,  PA.  15222 


State Zip 

Telephone 

Mail  to:  ALEXANDER  AGENCY,  INC. 

Union  Bank  Building,  Pittsburgh,  PA.  15222 

....... ............. J 
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Additional  information  available 
to  the  profession  on  request.  I 

Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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newsfronts 


Society  House  of  Delegates  charts  course  for  1974 


The  State  Society's  House  of  Dele- 
gates met  in  Philadelphia  October  18- 
20  to  make  decisions  on  leadership  and 
chart  future  activities.  The  full  proceed- 
ings of  the  Annual  Session  appear  in 
this  issue  of  Pennsylvania  Medicine 
beginning  on  page  61.  Further  photo 
coverage  (two  pages  of  photos  ap- 
peared in  the  November  issue)  is  on 
the  following  two  pages. 

An  important  action  taken  by  the 
House  was  approval  of  a recommen- 
dation from  the  Council  on  Medical 
Service  regarding  the  proposed  Blue 
Shield  Plan  C Fee  Schedule.  The  ac- 
tion approved  the  concept  and  called 
for  the  Board  of  Trustees  “to  deter- 
mine the  appropriate  income  levels 
and  fee  schedule  allowances,  provided 
such  a proposal  includes  a mechanism 
that  would  allow  for  annual  adjust- 
ment in  the  premium,  the  fees  paid, 
and  the  income  limits  for  service 
benefits  tied  to  the  cost  of  living.” 
Final  approval  of  the  Plan  C Fee 
Schedule  was  reserved  to  themselves 
by  the  delegates  who  will  have  an  op- 
portunity to  vote  on  the  controversial 
plan  by  mail  ballot.  The  reluctant  ap- 
proval was  given  by  a vote  of  79-61. 
Mood  of  the  delegates  is  best  described 
by  this  comment  from  a member  of  the 
House:  “We  have  compromised  a prin- 
ciple (against  fixed  fee  schedules)  to 
serve  the  people  of  Pennsylvania  in 
their  insurance  dilemma.” 

Communications  on  Trial 

The  issue  of  Society  communications 
was  resolved  by  the  House  when  it 
approved  recommendations  from  an  ad 
hoc  committee  established  by  the  1972 
House  for  a year  of  trial.  The  action 
calls  for  continuation  of  the  Council  on 
Public  Service  whose  major  emphasis 
will  be  on  membership  recruitment,  in- 
doctrination, and  services;  the  es- 
tablishment of  “an  administrative  sec- 
tion on  communications...  independent 
of  the  Council  on  Public  Service;  and 
that  this  section  shall  deal  with  items 
referred  to  it  by  each  council  or  other 
component  of  the  Society  through  the 
Board  of  Trustees;  and  shall  be  advised 


by  each  of  the  councils  on  whose  proj- 
ects) it  is  working.” 

Coop  Concept  Approved 

A physicians’  cooperative  for  mass 
purchasing  of  supplies  was  approved  by 
the  House  as  an  additional  membership 
benefit,  despite  a reference  committee 
recommendation  against  such  action. 
The  recommendation  prevents  the  co- 
operative from  beginning  operations 
until  a minimum  of  2,000  members 
have  committed  membership  fees  in  its 
support.  The  Council's  recommen- 
dation followed  several  years  of  plan- 
ning, a membership  survey,  and  a feasi- 
bility study  made  by  an  independent 
market  research  company.  The  House 
called  on  the  Board  of  Trustees  to 
commit  up  to  $25,000  in  start-up  funds 
to  the  project  in  the  form  of  a loan. 

Foundation  Support  Restated 

Among  actions  taken  by  the  House 
of  Delegates  as  it  considered  the  report 
of  the  Pennsylvania  Medical  Care 
Foundation  was  one  approving  alloca- 
tion of  whatever  additional  funds  are 
needed  to  carry  out  Foundation  activi- 
ties requested  by  or  in  the  interest  of  the 
Society.  The  Foundation  report  re- 
ceived House  approval  on  a show  of 
hands  vote,  as  did  recommendations  for 
bylaw  changes. 

The  House  further  authorized  the 
Pennsylvania  Medical  Care  Founda- 
tion to  represent  Pennsylvania  physi- 
cians in  dealing  with  the  Department  of 
Public  Welfare  on  matters  relating  to 
utilization  review  and  quality  appraisal 
systems.  The  foundation  will  report  to 
the  Board  of  Trustees  on  these  activi- 
ties. 

Quackery  Fund  Established 

Delegates  voted  unanimously  to 
approve  a recommendation  from  the 
Reference  Committee  on  Reports  of 
Officers  that  a Quackery  Defense  Fund 
be  established  through  voluntary  con- 
tributions of  members.  The  resolution 
suggested  a voluntary  contribution  of 


$5.00  per  year,  and  plans  are  in  the 
making  for  notification  of  the  mem- 
bership by  direct  mail.  A notice  appears 
in  this  issue  on  page  24,  and  reminders 
will  appear  from  time  to  time  in  Society 
publications.  The  Society's  Committee 
on  Quackery,  chaired  by  LeRoy  A. 
Gehris,  M.D.,  trustee  for  the  Second 
Councilor  District,  will  administer  the 
fund. 

New  Officers  Named 

Ralph  C.  Wilde,  M.D.,  Pittsburgh, 
was  installed  as  president;  A.  Reynolds 
Crane,  M.D.,  of  Philadelphia,  automat- 
ically succeeded  to  the  post  of  president 
elect;  and  David  S.  Masland,  M.D.,  of 
Carlisle,  who  completed  his  term  on  the 
Board  of  Trustees  this  year,  having 
served  as  chairman  for  the  past  two 
years,  was  elected  vice  president  by 
acclamation.  He  will  move  automati- 
cally to  the  post  of  president  elect  next 
year,  and  to  the  presidency  in  1975. 
Charles  E.  Schlager,  M.D.,  of  York, 
was  elected  secretary.  Raymond  C. 
Grandon,  M.D..  Harrisburg,  was 
elected  trustee  and  councilor  for  the 
Fifth  District;  and  George  A.  Rowland. 
M.D.,  of  Millville,  was  reelected  trustee 
for  the  Fourth  District.  At  its  reor- 
ganization meeting,  the  Board  of  Trus- 
tees elected  Cyrus  B.  Slease,  M.D.,  Kit- 
tanning, chairman,  and  H.  Thompson 
Dale,  M.D.,  of  State  College,  vice 
chairman.  The  House  elected  John  B. 
Lovette,  M.D.,  of  Johnstown,  speaker, 
and  D.  Ernest  Witt,  M.D.,  of  Blooms- 
burg,  vice  speaker.  Charles  K.  Rose, 
Jr.,  M.D.,  of  Allentown,  was  elected  to 
the  Judicial  Council,  and  William  F. 
Brennan,  M.D.,  of  Pittsburgh,  was 
reelected  to  that  body.  In  Board  action, 
David  A.  Smith,  M.D.,  was  reelected 
medical  editor,  and  John  F.  Rineman 
named  treasurer.  The  five  current 
AM  A delegates  whose  terms  expire  this 
year  were  reelected  for  two  year  terms. 
Three  incumbent  alternate  delegates 
were  reelected.  Two  new  alternates  will 
join  the  delegation  January  1,  1974. 
They  are  Robert  N.  Moyers,  M.D., 
Meadville,  and  Henry  H.  Fetterman, 
M.D.,  Allentown. 
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Allegheny  study  shows  decline  in  infant  death  rate 


Growth  of  prenatal  clinics  and  the 
federally  funded  Maternal  and  Infant 
Care  (MIC)  Project  are  the  principal 
factors  responsible  for  the  21.8  percent 
decline  in  infant  death  rates  over  the 
last  five  years  in  Allegheny  County, 
according  to  county  health  department 
figures. 

Results  of  a survey  conducted  by  the 
Allegheny  County  Health  Department 
indicate  that  in  1967,  twenty-two  of 
every  1,000  babies  died  before  the  age 
of  one  year.  In  1971  that  rate  had 
dropped  to  seventeen  in  every  1,000. 

These  figures  show  a current  rate  12 

School  announces 
acting  officers 

Appointments  of  Thomas  W.  Lang- 
fitt,  M.D.,  as  acting  vice  president  for 
health  affairs  of  the  University  of  Penn- 
sylvania School  of  Medicine,  and  Ed- 
ward J.  Stemmier,  M.D.,  as  acting 
dean,  have  been  announced.  Dr.  Lang- 
fitt  is  professor  and  director  of  neuro- 
surgery. Dr.  Stemmier  is  associate 
professor  of  medicine  and  assistant 
dean  of  student  affairs. 

Dr.  Langfitt  will  fill  the  vacancy  left 
by  the  recent  death  of  Robert  D. 
Dripps,  M.D.,  Haverford,  former 
chairman  of  anesthesiology  at  the  uni- 
versity’s school  of  medicine,  who  died 
suddenly  October  30  of  a heart  attack. 

Dr.  Dripps  pioneered  in  developing 
anesthesiology  as  a specialty  at  the  uni- 
versity. In  1942  he  was  the  only 
physician  anesthesiologist  on  the  staff. 
By  1949  anesthesiology  had  become  a 
separate  department  in  the  medical 
school  with  Dr.  Dripps  as  its  chairman. 

Dr.  Dripps  was  director  of  the  na- 
tion’s first  research  and  training  center 
in  anesthesiology  sponsored  by  the  Na- 
tional Institute  of  General  Medical 
Sciences.  He  authored  a textbook  on 
anesthesiology  as  well  as  numerous  sci- 
entific articles. 

He  was  past  president  of  the  Ameri- 
can Board  of  Anesthesiology,  the  Asso- 
ciation of  University  Anesthetists,  and 
the  Pennsylvania  State  Society  of  Anes- 
thesiologists. 

Dr.  Stemmier  replaces  Alfred 
Gelhorn,  M.D.  Both  doctors  will  serve 
until  permanent  replacements  are 
named. 


percent  below  the  national  infant  mor- 
tality rate  and  7.6  percent  below  the 
rate  for  the  Commonwealth. 

MIC  has  provided  care  for  nearly 
9,000  pregnant  women  during  the  five- 
year  period  covered  by  the  study. 
Eighty-seven  percent  of  these  are  on 
public  assistance,  showing  a positive 
correlation  between  high  infant  mor- 
tality and  low  socioeconomic  factors. 

Positive  correlations  were  also 


found  between  average  income  and  ed- 
ucational levels:  Where  average  annual 
income  was  under  $5,000,  there  were 
30.9  deaths  per  1,000;  but  when 
average  income  rose  to  over  $12,000, 
deaths  dropped  to  14.2  per  1,000. 
Where  formal  education  in  the  home 
was  less  than  nine  years,  the  death  rate 
was  51.7  per  1,000;  while  where  edu- 
cation was  at  least  thirteen  years,  the 
death  rate  fell  to  6.8  per  1,000. 


Philadelphia  has  unique  muscle  study 


A new  muscle  research  institute,  the 
first  of  its  kind  in  the  nation,  has  been 
established  in  Philadelphia,  funded  by  a 
$4.3  million  grant  from  the  National 
Heart  and  Lung  Institute.  The  Pennsyl- 
vania Muscle  Institute  will  be  adminis- 
tered by  the  Office  for  Health  Affairs  of 
the  University  of  Pennsylvania. 

Nineteen  investigators  and  six  as- 
sociate members  at  the  University  of 
Pennsylvania.  Presbyterian-U niversity 
of  Pennsylvania  Medical  Center, 
Thomas  Jefferson  University,  Medical 
College  of  Pennsylvania,  Wistar  Insti- 
tute, and  Temple  University  will  con- 
duct research  on  the  structure  and  func- 
tion of  muscle.  Results  of  the  research 
are  expected  to  have  important  applica- 
tions in  the  understanding  of  a variety 
of  major  diseases. 

Project  director  is  Andrew  P. 


Somlyo,  M.D.,  professor  of  physiology 
and  pathology  at  the  University  of 
Pennsylvania  School  of  Medicine  and 
senior  research  pathologist  at  Presby- 
terian Hospital.  He  has  done  extensive 
research  on  the  structure  of  smooth 
muscle. 

An  important  tool  in  the  research  is  a 
200,000  volt  transmission  electron  mi- 
croscope that  can  visualize  thick  tissue 
slices,  giving  a three-dimensional 
image.  Knowledge  gained  through  its 
use  will  be  correlated  with  biochemical 
and  functional  studies  to  study  cell 
movement. 

Dr.  Somlyo  believes  that  by  analyz- 
ing the  calcium  content  of  normal 
muscle  cells,  the  effects  of  various  drugs 
can  be  tested  with  special  application  to 
the  treatment  of  arteriosclerosis  and 
hypertension. 


ACS  names  Dr.  Rosemond  president  elect 


New  national  vice  president  and 
president  elect  of  the  American  Cancer 
Society  (ACS)  is  George  P.  Rosemond, 
M.D.,  Philadelphia  surgeon,  professor 
of  the  department  and  division  of  sur- 
gery at  Temple  University  Health 
Sciences  Center,  and  a past  president  of 


the  Pennsylvania  Medical  Society. 

Dr.  Rosemond  has  been  president  of 
the  Philadelphia  Division  of  the  ACS, 
the  Philadelphia  County  Medical  Soci- 
ety, and  the  Philadelphia  Academy  of 
Surgery. 


Free  breast  cancer  detection  tests  planned 


Free  early  breast  cancer  detection 
tests  will  soon  be  available  nationwide 
through  programs  sponsored  by  the 
American  Cancer  Society  and  the  Na- 
tional Cancer  Institute. 

Albert  Einstein  Medical  Center 
North  and  Temple  University  Health 
Sciences  Center,  Philadelphia,  are  the 
sites  ot  a joint  effort  planned  to  screen 
some  10.000  women  between  the  ages 


of  thirty-five  and  seventy-four.  Harold 
J.  Isard,  M.D.,  chairman  of  the  division 
of  radiology  at  Einstein,  is  joint  pro- 
gram director.  Marc  S.  Lapayowker, 
M.D.,  Temple  University,  is  associate 
director. 

A similar  project  designated  for 
Pennsylvania  is  planned  at  the  Univer- 
sity of  Pittsburgh  and  will  be  directed 
by  Bernard  Fisher,  M.D. 
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Commission  authorizes  six  for  category  one  credit 


Category  one  credit  available  in  state 

A I ten  town — Bethlehem — E aston 
Lehigh  Valley  Area  Health  Education  Center 

Coatesville 

Coatesville  Veterans  Administration  Hospital 

Danville 

Geisinger  Medical  Center 

Drexel  Hill 

Delaware  County  Memorial  Hospital 

Elwyn 

Elwyn  Institute 

Harrisburg 

Harrisburg  Hospital 

Pennsylvania  Academy  of  Family  Physicians 
Pennsylvania  Radiological  Society 

Johnstown 

Conemaugh  Valley  Memorial  Hospital 

Lebanon 

Veterans  Administration  Hospital 

Norristown 

Norristown  State  Hospital 

Pennsylvania  Association  of  Clinical  Pathologists 

Paoli 

Paoli  Memorial  Hospital 

Philadelphia 

Albert  Einstein  Medical  Center 
American  College  of  Physicians 
Chestnut  Hill  Hospital 
Hahnemann  Medical  College 
Institute  of  the  Pennsylvania  Hospital 
Jefferson  Medical  College 
Medical  College  of  Pennsylvania 
Pennsylvania  Academy  of  Dermatology 
Philadelphia  Roentgen  Ray  Society 
Temple  University  School  of  Medicine 
University  of  Pennsylvania  School  of  Medicine 

Pittsburgh 

Mercy  Hospital 

St.  Margaret  Memorial  Hospital 
University  of  Pittsburgh  School  of  Medicine 
Western  Pennsylvania  Hospital 

Reading 

Pennsylvania  Academy  of  Ophthalmology  and  Otolaryngology 
Reading  Hospital 

Sayre 

Robert  Packer  Hospital 

Warren 

Warren  State  Hospital 

Washington 

Washington  Hospital 

York 

York  Hospital 


Representatives  of  four  medical 
specialty  organizations  met  with  the 
Commission  on  Accreditation  of  the 
Pennsylvania  Medical  Society  Council 
on  Education  and  Science  at  Society 
headquarters  recently  to  present 
requests  for  accreditation  of  their  con- 
tinuing medical  education  programs  for 
Category  One  credit  toward  the  AMA 
Physician's  Recognition  Award  and  the 
PMS  membership  requirement. 

The  four  specialty  societies,  who 
were  granted  accreditation,  are:  the 
Pennsylvania  Association  of  Clinical 
Pathologists,  the  Pennsylvania  Acade- 
my of  Dermatology,  the  Pennsylvania 
Radiological  Society,  and  the  Philadel- 
phia Roentgen  Ray  Society.  It  was  rec- 
ommended that  the  two  radiology 
societies  should  develop  one  strong  ed- 
ucational program  for  Pennsylvania 
radiologists. 

At  the  same  meeting,  Geisinger  Med- 
ical Center,  Danville,  and  Warren  State 
Hospital,  Warren,  were  accredited. 

A complete  list  of  the  thirty-four  in- 
stitutions accredited  to  date  appears  on 
this  page. 

Dr.  Tyson  named  chairman 

The  chairmanship  of  the  department 
of  surgery  at  Temple  University  School 
of  Medicine  has  been  assumed  by  R. 
Robert  Tyson,  M.D.,  professor  of  sur- 
gery and  immediate  past  president  of 


DR.  TYSON 

the  Philadelphia  County  Medical 
Society. 

He  succeeds  George  P.  Rosemond, 


M.D.,  State  Society  past  president,  who 
will  continue  to  serve  as  professor  of 
surgery. 

Dr.  Tyson  specializes  in  vascular  sur- 
gery and  has  been  successful  with  new 
vascular  bypass  graft  techniques.  He  is 
chairman  of  the  planning  committee 
for  Blue  Shield,  is  chairman  of  the  PMS 
Committee  on  Constitution  and 
Bylaws,  and  serves  on  several  other 
State  Society  committees.  He  is  a fellow 
of  the  American  College  of  Surgeons. 


Wills  plans  conference 

Wills  Eye  Hospital  will  hold  its  annu- 
al clinical  conference  February  14-16, 
1974,  at  the  Bellevue  Stratford  Hotel  in 
Philadelphia. 

Symposia  are  scheduled  on  emer- 
gency eye  care,  the  management  of 
diabetic  retinopathy,  and  the  manage- 
ment of  the  aging  eye  and  adnexa. 

For  further  information,  contact 
Gerard  Shannon,  M.D. 
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New  emergency  medical  system  formed  in  area 


A new  emergency  medical  system, 
the  Susquehanna  Emergency  Medical 
Services  Council,  has  been  organized 
by  various  medical  service  groups  and 
the  county  commissioners  of  Co- 
lumbia, Montour,  Northumberland, 
Snyder,  and  Union  counties. 

The  council  will  be  operated  by  the 
Center  for  Health  Services,  Research 
and  Development,  at  Geisinger  Medi- 
cal Center  and  will  be  funded  by  a grant 
from  the  Pennsylvania  Departments  of 
T ransportation  and  of  Health  (Office  of 
Emergency  Health  Services.) 

It  will  train  ambulance  crews,  es- 
tablish a communications  network,  co- 
ordinate services  at  six  community  hos- 
pitals and  twenty-seven  volunteer 
ambulance  associations.  A major  objec- 
tive will  be  to  set  up  methods  for  han- 
dling major  disasters. 

Need  for  the  coordinated  medical 
emergency  service  was  brought  into 
focus  by  the  1972  floods  and  by  the 
greatly  increasing  traffic  on  the  Route 
80  highway. 


AHA  report  available 

The  report  of  a conference  arranged 
by  the  American  Hospital  Association 
(AHA)  on  hospital  emergency  services 
categorizations  is  available  in  a paper- 
bound  booklet  and  an  audio  reference 
file. 

The  tape  cassettes  record  discussions 
by  medical  leaders,  health  care 
planners,  and  federal  representatives. 
They  are  presented  in  an  album  which 
also  contains  the  booklet  and  a fifty- 
four-page  reprint  from  Hospitals, 
JAHA  entitled  "Emergency  Medical 
Services."  The  complete  file  may  be 
purchased  from  the  AHA  for  $20. 

The  paperbound  booklet  is  available 
separately  at  $1  a copy,  and  the  reprint 
is  $1.50. 

The  AHA  conference  was  a follow- 
up of  a conference  which  established 
guidelines  for  emergency  medical  serv- 
ice held  by  the  American  Medical  As- 
sociation Commission  on  Emergency 
Medical  Services  in  1971.  The  report  of 
the  previous  conference  entitled  "Ca- 
tegorization of  Hospital  Emergency 
Capabilities”  is  available  from  the 
AMA,  535  N.  Dearborn  St.,  Chicago, 
Illinois  60610. 


A keystone  of  the  new  system  is  a 
program  for  training  additional  medi- 
cal personnel  which  will  be  imple- 
mented through  courses  at  the  Berwick 
Hospital;  Evangelical  Hospital,  Lewis- 
burg;  Shamokin  State  General  Hospi- 


Recipient  of  the  American  Cancer 
Society's  Annual  National  Award  is 
Jonathan  E.  Rhoads,  M.D.,  Philadel- 
phia surgeon. 

He  is  a past  president  of  the  Ameri- 


DR.  RHOADS 


can  College  of  Surgeons.  Dr.  Rhoads 
was  cited  "for  his  lifelong  commitment 
to  the  control  of  cancer  through  sur- 
gical research,  innovation,  practice, 
teaching,  writing,  and  editing,  as  well 
as  for  his  dedicated  leadership  of  the 

'Tel-Med’  being  tested 

The  Centre  Area  Health  Council, 
Inc.,  of  State  College  has  begun  opera- 
tion of  a free  telephone  health  informa- 
tion service  for  area  residents  called 
Tel-Med. 

Initially,  some  1 29  tapes  on  a variety 
of  medical  subjects  may  be  heard  by 
dialing  the  Tel-Med  number,  355-1531. 
Area  newspapers  have  published  lists  of 
these  physician-approved  tapes,  which 
average  five  minutes  in  length.  Hours 
of  operation  are  1 :30  to  5 p.m.  and  6:30 
to  9 p.m.  weekdays. 

Thomas  Hammonds,  project 
director,  reports  that  response  has  been 
quite  heavy,  averaging  about  fifty  calls 
per  day. 


tal;  and  the  Geisinger  Medical  Center. 

More  information  about  the  emer- 
gency council  may  be  obtained  from 
James  E.  Smith,  Center  for  Health 
Services,  Geisinger  Medical  Center, 
Danville,  Pa. 


American  Cancer  Society  and  the 
American  College  of  Surgeons." 
Presentation  of  the  award  was  made  at 
the  organization's  annual  dinner  in 
New  York  City  in  November. 

Dr.  Rhoads  is  professor  of  surgery 
at  the  University  of  Pennsylvania 
School  of  Medicine  and  director  of 
surgery  at  the  Pennsylvania  Hospital. 
He  has  served  as  chairman  of  the  Na- 
tional Cancer  Advisory  Board  and  a 
member  of  the  President’s  Panel  of 
Consultants  and  is  a past  president  of 
the  American  Cancer  Society. 

Learning  programs  offered 

Hahnemann  Medical  College  and 
Hospital  is  offering  its  Chairman's 
Medical  Grand  Rounds  on  videotape  to 
hospitals  throughout  the  Common- 
wealth as  a means  of  enabling 
physicians  to  participate  in  approved 
programs  for  continuing  education 
credit  who  might  otherwise  have  dif- 
ficulty leaving  their  locale. 

The  tapes  consist  of  case  presenta- 
tions, laboratory  data,  problem  topics, 
and  bibliographies  on  a wide  variety  of 
subjects . 

A special  annual  package,  consisting 
of  thirty-six  programs,  can  be  mailed  to 
the  hospital  each  week  for  $665.  The 
hospital  may  use  the  tape  as  often  as 
desired,  returning  it  at  the  end  of  each 
week.  Sample  tapes  will  be  provided  for 
use  on  the  hospital's  own  machine  or 
program  demonstrations  can  be  ar- 
ranged. 

One  hour  credit  per  session  in  Cate- 
gory One  is  acceptable  for  the  AMA 
Physician's  Recognition  Award,  the 
PMS  membership  requirement,  and  for 
credit  from  the  American  Academy  of 
Family  Physicians  and  the  American 
College  of  General  Practitioners. 

Inquiries  may  be  addressed  to  Robert 
Schaefer,  Executive  Director,  School  of 
Continuing  Education,  230  N.  Broad 
St.,  Philadelphia.  Pa.  19102. 


Cancer  Society  honors  Dr.  Rhoads 
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Society  to  test  legality  of  M.D.  corporation  levies 


The  legality  of  reassessments  im- 
posed upon  the  capital  stock  of  M.D. 
corporations  will  be  tested  in  court 
when  PMS  legal  counsel  appeals  Penn- 
sylvania Department  of  Revenue  levies 
for  a professional  corporation  in  Dela- 
ware County. 

M.D.  corporations  have  several  op- 
tions in  the  interim  period  until  the 
case  is  judged.  They  are:  (1)  appeal  the 
individual  case  through  legal 
channels;  (2)  pay  the  reassessment 
under  protest;  (3)  refuse  to  pay  the  ad- 
ditional assessment. 

If  the  court  ruling  is  favorable  to 
professional  corporations  and  payment 
has  been  made  under  protest,  a peti- 

Dr.Tronzo  publishes 
hip  surgery  text 

Raymond  G.  Tronzo,  M.D.,  ortho- 
pedic surgeon  and  director  of  the  hip 
clinic  at  the  Hospital  of  the  University 
of  Pennsylvania,  has  published  the  first 
definitive  text  on  surgical  management 
of  hip  disorders,  “Surgery  of  the  Hip 
Joint.” 

He  is  the  major  contributor  and  edi- 


DR.  TRONZO 


tor  of  the  text  which  includes  the  work 
of  forty  contributing  authors.  Much  of 
the  material  is  previously  unpublished. 

Dr.  Tronzo  was  the  first  Philadel- 
phia surgeon  to  perform  total  hip  re- 
placement. He  is  a diplomate  of  the 
American  Academy  of  Orthopedic 
Surgery,  a fellow  of  the  American 
College  of  Surgeons,  and  a member  of 
the  Philadelphia  Orthopedic  Society. 


tion  for  refund  can  then  be  filed.  How- 
ever, if  the  ruling  is  unfavorable  and 
the  corporation  has  refused  to  pay, 
penalties  for  nonpayment  would  be  as- 

Dr.  Lovette  named  t 

John  D.  Lovette.  M.D.,  Johnstown, 
has  been  appointed  to  the  Board  of 
Contributing  Editors  of  Pennsylvania 
Medicine  by,  the  Society’s  Board  of 
Trustees  acting  on  the  Publication 
Committee's  recommendation  at  the 
request  of  David  A.  Smith,  M.D.. 
medical  editor  of  Pennsylvania  Medi- 
cine. Dr.  Lovette  is  the  newly-elected 
speaker  of  the  House  of  Delegates. 

In  presenting  his  recommendation 
to  the  committee.  Dr.  Smith  an- 
nounced that  he  had  accepted  the  res- 

State  M.D.s  elected 
ACS  governors 

Three  new  Pennsylvania  physicians 
have  been  named  to  the  Board  of  Gov- 
ernors of  the  American  College  of  Sur- 
geons. Henry  T.  Bahnson,  M.D.,  of 
Pittsburgh,  and  William  E.  DeMuth, 
Jr.,  M.D.,  and  Harry  Prystowsky, 
M.D.,  both  of  Hershey,  have  joined 
seven  Pennsylvania  physicians  already 
serving  on  the  board. 

The  seven  who  were  reelected  are: 
Drs.  John  L.  Farmer,  Lancaster; 
William  C.  Frayer,  Philadelphia;  John 
C.  Gaisford,  Pittsburgh;  Thomas  V. 
Murray,  Sharon;  Earl  Belle  Smith, 
Pittsburgh;  John  Y.  Templeton,  III, 
Philadelphia;  and  Ralph  C.  Wilde, 
Pittsburgh. 

The  elections  were  held  at  the 
college's  recent  annual  clinical  congress 
in  Chicago. 

The  Pennsylvania  Heart  Associa- 
tion award  for  undergraduate 
research  in  medicine  has  been 
awarded  to  Raphael  C.  Lee,  a third- 
year  medical  student  at  Temple  Uni- 
versity School  of  Medicine,  for 
research  on  the  effects  of  radio-con- 
trast media  on  the  cerebral  blood- 
brain  barrier.  It  is  the  second  con- 
secutive year  that  a medical  student 
from  Temple  has  won  the  award. 


' sessed.  Because  the  litigation  may  take 
years,  each  corporation  may  wish  to 
consult  its  individual  attorney  before 
reaching  a decision. 

o editorial  board 

ignation  of  James  R.  Watson,  M.D., 
formerly  of  Pittsburgh,  who  has  retired 
from  the  editorial  board,  and  now 
resides  in  Arizona. 

Pittsburgh  assistant 
AAMA  president 

The  new  president  of  the  American 
Association  of  Medical  Assistants 
(AAMA)  is  Marian  G.  Cooper,  of  Pitts- 
burgh, certified  medical  assistant.  She 
has  managed  the  office  of  Sidney  C. 
Odle,  M.D.,  Pittsburgh  internist,  for 
the  past  twenty-six  years. 

Mrs.  Cooper,  who  was  formerly  a 
member  of  the  AAMA  certifying  board 
assisting  in  the  development  of  the  cer- 
tification program,  is  coauthor  of  a 
textbook.  The  Medical  Assistant.  She 
was  also  chairman  of  a special  com- 
mittee which  worked  with  the  Ameri- 
can Medical  Association  in  drawing  up 
curriculum  standards  for  training  medi- 
cal assistants. 

Dr.  Eyerly  president 

The  Pennsylvania  Cancer  Coor- 
dinating Committee  has  chosen  Robert 
C.  Eyerly,  M.D.,  Geisinger  Medical 
Center,  Danville,  as  chairman  and 
Hugh  R.  Gilmore,  Jr.,  M.D.,  Pennsyl- 
vania Department  of  Health,  Harris- 
burg, as  secretary  for  the  coming  year. 

The  committee  coordinates  the 
cancer  programs  of  its  member  organi- 
zations: the  Pennsylvania  and  Phila- 
delphia Divisions  of  the  American 
Cancer  Society,  the  Pennsylvania 
Medical  Society,  the  Pennsylvania 
Dental  Association,  the  Pennsylvania 
Department  of  Health,  the  Pennsyl- 
vania Osteopathic  Medical  Associa- 
tion, the  Wainwright  Tumor  Clinic 
Association,  the  Pennsylvania  Veteri- 
nary Medical  Association,  the  Western 
Pennsylvania  Regional  Medical  Pro- 
gram, and  the  Pennsylvania  Liaison 
Fellows  of  the  American  College  of 
Surgeons. 
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Society’s  prayer  breakfast  group  hears  bishop 


A prayer  breakfast  was  held  at  the 
Pennsylvania  Medical  Society  Educa- 
tional and  Scientific  Assembly  at  the 
Host  Inn  in  Harrisburg  in  October  with 
Bishop  Frederick  J.  Warnecke,  of 
Bethlehem,  addressing  the  assembly. 

He  drew  an  interesting  parallel  be- 
tween the  present-day  situations  in 
which  physicians  and  the  clergy  find 
themselves.  In  an  analysis  of  current 
criticism  directed  at  the  medical  profes- 
sion and  at  religion,  he  pointed  out  that 
both  groups  have  been  set  on  pedestals. 
He  said.  "There  is  a public  expectation 
that  we  are  miracle-workers.”  He 
referred  to  the  result  of  this  concept  as 
the  "god  syndrome”  and  said,  "This 
syndrome  to  act  like  God  is  a peculiar 
temptation  to  clergy  and  to  doctors.” 

Referring  to  the  rapid  changes  in 
social  and  medical  life  today,  he  said, 
"Life  is  change.  The  problem  is  not 
change,  which  is  unavoidable,  but  how 
to  deal  with  it.”  Today's  questions 
about  the  whole  system  of  medical 
delivery  are  an  evidence  of  these 
changes. 

Bishop  Warnecke  concluded  that  a 
faith  which  accepts  pain  and  pressure 


Hershey  announces 
structure  changes 


The  administrative  structure  has 
been  revised  at  the  Milton  S.  Hershey 
Medical  Center  of  Pennsylvania  State 
University. 

Fred  Rapp,  Ph.D..  professor  and 
chairman  of  the  department  of 
microbiology,  has  been  named  as- 
sociate provost  and  dean  for  health  af- 
fairs. 

John  A.  Waldhausen,  M.D.,  pro- 
fessor and  chairman  of  surgery  and 
chief  of  cardiothoracic  surgery,  will 
serve  as  associate  dean  for  health  care; 
Nicholas  M.  Nelson,  M.D.,  professor 
and  chairman  of  pediatrics,  will  be  as- 
sociate dean  for  education;  and  How- 
ard E.  Morgan,  M.D.,  professor  and 
chairman  of  physiology,  is  associate 
dean  for  research. 

In  addition,  three  faculty  members 
have  been  named  assistant  deans.  They 
are  Cheston  M.  Berlin,  M.D.,  assistant 
dean  for  student  affairs;  Elliott  Vessel, 
M.D.,  assistant  dean  for  graduate  edu- 
cation; and  Richard  M.  Bergland, 
M.D.,  assistant  dean  for  continuing  ed- 
ucation. 


and  problems  as  an  integral  part  of  life 
but  which  recognizes  the  need  to 
suppress  the  "god  syndrome"  will  sus- 
tain physicians  in  the  face  of  pain  and 
death.  He  said  "Doctors.  . .must  face 
the  overwhelming  knowledge  of  their 
mistakes,  their  failures.  . .and  also  face 
the  equally  difficult  problem  of  suc- 


cess." He  also  pointed  out  that 
"Doctors  are  enmeshed  in  an  archaic 
establishment  and  a faltering  system 
which  often  seems  to  clip  our  wings." 

The  meeting  was  chaired  by  George 
R.  Greenwood,  M.D.,  Bethlehem, 
chairman  of  the  PMS  Committee  on 
Medicine  and  Religion. 


Pennsylvania  pediatrics  group 
presented  AAP  excellence  award 


The  Pennsylvania  chapter  of  the 
American  Academy  of  Pediatrics 
(AAP)  has  been  named  winner  of  the 
organization’s  1973  Outstanding  State 
Chapter  Award  to  be  presented  at  the 
AAP's  annual  meeting  in  Chicago  in 
October. 

The  chapter  has  been  cited  for  sever- 
al programs  including: 

• Expanded  comprehensive  child 
health  care  services  at  Covenant 
House  in  central  Philadelphia; 

• A state  program  of  early  and  period- 
ic screening,  diagnosis,  and  treatment 
for  underprivileged  children; 

• A survey  of  newborn  nurseries  in  the 
state  and  the  formulation  of  standards 


of  newborn  care  with  plans  for 
regionalization  and  infant  transport; 

• Efforts  to  (1)  eliminate  the  newborn 
insurance  exclusion  in  Pennsylvania, 
(2)  substitute  a flexible  health  depart- 
ment regulatory  system  for  mandatory 
smallpox  vaccination,  (3)  distribute  in- 
formation on  carbon  monoxide  poi- 
soning and  the  need  for  safety  closures 
on  prescriptions  accessible  to  children, 
and  (4)  improve  continuing  education, 
laws  regarding  the  medical  treatment 
of  minors,  revision  of  day  care  stand- 
ards, and  expansion  of  preceptorship 
programs. 

William  Mebane,  III,  M.D..  is  the 
chapter's  chairman. 


The  growing  menance — Health  Fraud  and  Quackery 

Quackery  is  on  the  upswing — even  in  this  enlightened  age. 
It’s  a continuing  threat  to  the  health  and  welfare  of  the  citizens 
of  Pennsylvania.  It  must  be  stopped!  But  to  carry  on  an  effec- 
tive anti-quackery  program,  large  sums  of  money  are  neces- 
sary. That’s  why  a Quackery  Defense  Fund  was  authorized  by 
the  1973  PMS  House  of  Delegates.  Support  of  the  Defense 
Fund  is  voluntary.  We  hope  you  recognize  the  need  to  help 
fight  questionable  health  practices  in  Pennsylvania.  A $5.00 
contribution  to  the  Quackery  Defense  Fund  would  be  a step  in 
that  direction.  Contributions  should  be  sent  to: 

Quackery  Defense  Fund 

c/o  Pennsylvania  Medical  Society 

20  Erford  Road 

Lemoyne,  Pennsylvania  17043 
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Recommendations'  on 
Combination  Live  Virus  Vaccines 


erican  Academy 


of  Pediatrics 


United  States 
Public  Health  Service 


Committee  on 
Infectious  Diseases 


Advisory  Committee  on 
Immunization  Practices 


In  the  September  15,  1971  AAP  News- 
letter sent  to  Academy  members,  the  Com- 
mittee on  Infectious  Diseases  of  the 
American  Academy  of  Pediatrics  stated 
its  recommendations  on  the  use  of  com- 
bination live  virus  vaccines.  After  a care- 
ful review  of  available  data,  the  committee 
concluded  that: 

• “This  information  indicates  that  the 
products  are  both  safe  and  effective  when 
used  as  directed.’’ 

• The  vaccine  “...can,  therefore,  be  rec- 
ommended with  the  obvious  advan- 
tages of  reduction  in  the  number 
of  injections  for  any  given 
child  and  a concomitant  de- 
crease in  the  required 
visits  to  a physician’s  of- 
fice or  clinic.” 

^For  complete  text  of  both 
recommendations  see  your 
MSD  representative  or  write 
to  Professional  Service  Dept., 

Merck  Sharp  & Dohme, 

West  Point,  Pa.  19486. 


In  the  April  24,  1971  issue  of  Morbidity 
and  Mortality  Weekly  Report,  the  Advis- 
ory Committee  on  Immunization  Prac- 
tices of  the  United  States  Public  Health 
Service  presented  recommendations  on 
the  use  of  combination  live  virus  vaccines. 
The  committee  stated  that: 

• “Data  indicate  that  antibody  response 
to  each  component  of  these  combination 
vaccines  is  comparable  with  antibody  re- 
sponse to  the  individual  vaccines  given 
separately. 

• “There  is  no  evidence  that  ad- 
verse reactions  to  the  combined 
products  occur  more  fre- 
quently or  are  more  severe 
than  known  reactions  to  the 
individual  vaccines  (see  per- 
tinent ACIP  recommenda- 
tions). 

• “The  obvious  convenience 
of  giving  already  selected 
antigens  in  combined  form 
should  encourage  considera- 
tion of  using  these  products 
when  appropriate.” 


(MEASLES,  MUMPS  AND  RUBELLA 
VIRUS  VACCINE,  LIVE  I MSD) 

Single-dose  vials 


M-M-R,  given  in  a single  injection,  fits  easily  into 
your  routine  immunization  program  for  well  babies. 

Given  at  age  12  months,  M-M-R  provides  for  vaccina- 
tion early  in  life  against  measles,  mumps,  and  rubella. 


MSD  suggested  immunization  schedule  for  well  babies 

Age 

Vaccine(s) 

2 months 

DPT  (diphtheria-pertussis-tetanus) 
Oral  poliomyelitis  vaccine  (triple) 

3 months 

DPT1 

4 months 

DPT 

Oral  poliomyelitis  vaccine  (triple) 

6 months 

Oral  poliomyelitis  vaccine  (triple) 

12  MONTHS 

M-M-R  (MEASLES,  MUMPS  AND 
RUBELLA  VIRUS  VACCINE,  LIVE,  MSD) 

1.  This  vaccination  may  be  given  at  3 months,  5 months,  or  at  6 months,  depending  on  your  preference  or  on  the  condition 
of  the  child. 

Since  vaccination  with  a live  virus  vaccine  may  depress  the  results  of  a tuberculin  test  for  four  weeks  or  longer,  the  test  and 
the  vaccine  should  not  be  given  during  the  same  office  visit. 

'TVademark  of  Merck  & Co..  Inc. 


For  a brief  summary  of  prescribing  information,  please  see  following  page. 
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(MEASLES,  MUMPS  AND  RUBELLA 
VIRUS  VACCINE,  LIVE  I MSD) 


Single-dose  vials 


Contraindications:  Pregnancy  or  possibility  of  pregnancy 
within  three  months  following  vaccination;  infants  less 
than  one  year  old;  sensitivity  to  chicken  or  duck,  chicken 
or  duck  eggs  or  feathers,  or  neomycin;  any  febrile  res- 
piratory illness  or  other  active  febrile  infection;  active 
untreated  tuberculosis;  therapy  with  ACTH,  cortico- 
steroids, irradiation,  alkylating  agents,  or  antimetabo- 
lites; blood  dyscrasias,  leukemia,  lymphomas  of  any 
type,  or  other  malignant  neoplasms  affecting  the  bone 
marrow  or  lymphatic  systems;  gamma  globulin  defi- 
ciency, i.e.,  agammaglobulinemia,  hypogammaglobulin- 
emia, and  dysgammaglobulinemia. 

Precautions:  Administer  subcutaneously;  do  not  give 
intravenously.  Epinephrine  should  be  available  for  im- 
mediate use  should  an  anaphylactoid  reaction  occur. 
Should  not  be  given  less  than  one  month  before  or  after 
immunization  with  other  live  virus  vaccines,  with  the 
exception  of  monovalent  or  trivalent  poliovirus  vaccine, 
live,  oral,  which  may  be  administered  simultaneously; 
vaccination  should  be  deferred  for  at  least  three  months 
following  blood  transfusions  or  administration  of  more 
than  0.02  ml  immune  serum  globulin  (human)  per  pound 
of  body  weight,  or  human  plasma. 

Due  caution  should  be  employed  in  children  with  a his- 
tory of  febrile  convulsions,  cerebral  injury,  or  any  other 
condition  in  which  stress  due  to  fever  should  be  avoided. 
The  physician  should  be  alert  to  the  temperature  eleva- 
tion which  may  occur  5 to  12  days  after  vaccination. 
Excretion  of  the  live  attenuated  rubella  virus  from  the 
throat  has  occurred  in  the  majority  of  susceptible  indi- 
viduals administered  the  rubella  vaccine.  There  is  no 
definitive  evidence  to  indicate  that  such  virus  is  con- 
tagious to  susceptible  persons  who  are  in  contact  with 
the  vaccinated  individuals.  Consequently,  transmission, 
while  accepted  as  a theoretical  possibility,  has  not  been 
regarded  as  a significant  risk. 

Attenuated  live  virus  measles,  mumps,  and  rubella  vac- 
cines, given  separately,  may  temporarily  depress  tuber- 
culin skin  sensitivity;  therefore,  if  a tuberculin  test  is  to 
be  done,  it  should  be  scheduled  before  vaccination,  to 
avoid  the  possibility  of  a false  negative  response. 

Before  reconstitution,  refrigerate  vaccine  at  2-8  C 
(35.6-46.4  F)  and  protect  from  light.  Use  only  diluent 
supplied  to  reconstitute  vaccine.  If  not  used  immedi- 
ately, return  reconstituted  vaccine  to  refrigerator  at 
2-8  C (35.6-46.4  F),  and  discard  after  eight  hours. 
Adverse  Reactions:  To  date,  clinical  evaluation  has  not 
revealed  any  adverse  reactions  peculiar  to  the  combina- 
tion. The  adverse  reactions  that  occurred  were  limited 
to  those  that  have  been  reported  previously  for  the  com- 
ponent vaccines. 

Fever,  rash;  mild  local  reactions  such  as  erythema,  indur- 
ation, tenderness,  regional  lymphadenopathy;  parotitis; 
thrombocytopenia  and  purpura;  allergic  reactions  such  as 
urticaria;  arthritis,  arthralgia,  and  polyneuritis. 
Occasionally,  moderate  fever  (101-102.9  F);  less  common- 
ly, high  fever  (above  103  F);  rarely,  febrile  convulsions. 
Encephalitis  and  other  nervous  system  reactions  that  have 


occurred  very  rarely  with  the  individual  vaccines  may 
also  occur  with  the  combined  vaccine.  Experience  from 
more  than  44  million  doses  of  all  live  measles  vaccines 
given  in  the  U.S.  by  mid-1971  indicates  that  significant 
central  nervous  system  reactions  such  as  encephalitis, 
occurring  within  30  days  after  vaccination,  have  been 
temporally  associated  with  measles  vaccine  approxi- 
mately once  for  every  million  doses.  In  no  case  has  it 
been  shown  that  reactions  were  actually  caused  by  vac- 
cine. The  Center  for  Disease  Control  has  pointed  out 
that  “a  certain  number  of  cases  of  encephalitis  may  be 
expected  to  occur  in  a large  childhood  population  in  a 
defined  period  of  time  even  when  no  vaccines  are  ad- 
ministered. A survey  conducted  in  New  Jersey  in  1965 
showed  that  2.8  cases  of  encephalitis  (of  unknown 
cause)  occurred  per  million  children,  ages  1-9  years  per 
30-day  period.”  However,  the  Center  for  Disease  Con- 
trol has  analyzed  the  reported  reactions  following 
measles  vaccines  and  pointed  out  that  “the  clustering 
of  cases  in  the  period  6 through  13  days  after  inocula- 
tion as  well  as  the  recovery  of  measles  virus  (probably 
the  vaccine  strain)  from  the  CSF  of  one  patient  does 
suggest  that  some  of  these  cases  may  have  been  caused 
by  the  vaccine’.’  The  risk  of  such  serious  neurological 
disorders  following  live  measles  virus  vaccine  adminis-  m 


tration  remains  far  less  than  that  for  encephalitis  with 
measles  (one  per  thousand  reported  cases). 

Transient  arthritis,  arthralgia,  and  polyneuritis  are  fea- 
tures of  natural  rubella  and  vary  in  frequency  and  se- 
verity with  age  and  sex,  being  greatest  in  adult  females 
and  least  in  prepubertal  children.  Such  reactions  have 
been  reported  with  live  attenuated  rubella  virus  vac- 
cines. Symptoms  relating  to  joints  (pain,  swelling,  stiff- 
ness, etc.)  and  to  peripheral  nerves  (pain,  numbness, 
tingling,  etc.)  occurring  within  approximately  two 
months  after  immunization  should  be  considered  as  pos- 
sibly vaccine  related.  Symptoms  have  generally  been 
mild  and  of  no  more  than  three  days’  duration.  The  inci- 
dence in  prepubertal  children  would  appear  to  be  less 
than  1%  for  reactions  that  would  interfere  with  normal 
activity  or  necessitate  medical  attention. 

How  Supplied:  Single-dose  vials  of  lyophilized  vaccine, 
containing  when  reconstituted  not  less  than  1,000  TCID50 
(tissue  culture  infectious  doses)  of  measles  virus  vac- 
cine, live,  attenuated,  5,000  TCID50  of  mumps  virus  vac- 
cine, live,  and  1,000  TCID50  of  rubella  virus  vaccine,  live, 
expressed  in  terms  of  the  assigned  titer  of  the  FDA  Ref- 
erence Measles,  Mumps,  and  Rubella  Viruses,  and  ap- 
proximately 25  meg  neomycin,  with  a disposable  syringe 
containing  diluent  and  fitted  with  a 25-gauge,  ^needle. 
Also  in  boxes  of  10  single-dose  vials  nested  in  a pop-out 
tray  with  a separate  box  of  10  diluent- 
containing  syringes. 

For  more  detailed  information,  con- 
sult your  MSD  representative  or  see 
full  prescribing  information.  Merck 
Sharp  Er  Doh me,  Division  of  Merck  Er 
Co.,  Inc.,  West  Point,  Pa.  19486. 
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P.M.S.  endorses 
an  auto-leasing  program 
designed  exclusively 
for  member  doctors. 


We  are  pleased  to  announce  a new  plan  which, 
we  believe,  combines  the  best  elements  of  the 
various  forms  of  consumer  leases. 

We  further  believe  that  because  this  “True 
Lease  Plan”  is  limited  solely  to  doctors  who  are 
members  of  Pennsylvania  Medical  Society — and 
is  not  available  to  the  general  public,  it  provides 
a dramatically  low  price  structure  and  a unique 
flexibility  unobtainable  elsewhere. 

The  program  has  been  developed  through 
the  combined  efforts  of 

• Robert  B.  Anderson,  former  Secretary  of 
the  Treasury;  Chairman  of  the  Board  of 
Control  Leasing  Corp. 

• F.  J.  L.  Blasingame,  M.D.  — 10  years 
Executive  Vice-President  of  the  Ameri- 
can Medical  Association. 

• The  Pennsylvania  M edical  Society 

The  benefits  of  this  program  are  so  varied 
and  so  decidedly  directed  to  your  needs  as  a 
physician,  that  they  cannot  all  be  spelled  out  on 
this  page.  However,  every  possible  advantage  to 
you  has  been  structured  into  the  program  . . . like 


low  cost,  closed-end  lease  with  option  to  pur- 
chase vehicle  at  end  of  lease  for  a reasonable 
price  . . . like  accepting  your  car  as  trade-in  when 
leasing  you  a new  car  . . . like  no  security  deposit 
required  . . . and  of  greatest  importance,  the 
Pennsylvania  Medical  Society  has  arranged  that 
as  the  number  of  participants  in  this  program 
grows,  more  and  more  benefits  will  automatically 
be  made  available  to  everyone  in  the  program. 

May  we  suggest,  therefore,  that  you  write 
or  phone  the  Pennsylvania  Medical  Society  so 
that  complete  information  may  be  sent  to  you. 

Please  do  so  now,  whether  you  lease  or  own 
a car,  so  that  you  may  learn  how  fine  this  “True 
Lease  Plan”  is  for  you. 


CONTROL  LEASING  CORP. 

cl o PENNSYLVANIA  MEDICAL  SOCIETY 

20  ERFORD  ROAD,  LEMOYNE,  PA.  17043 

Gentlemen : 

Please  send  full  information  on  your 
Auto-Leasing  Program  designed 
exclusively  for  member  doctors. 

NAME 

ADDRESS 


CONTROL  LEASING  CORP. 
c/o  Pennsylvania  Medical  Society 
20  Erford  Road,  Lemoyne,  Penna.  17043 
(717)  238-1635 
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Dr.  Sanford  on  record 


In  his  address  to  the  124th  Annual  Session  of  the  House  of 
Delegates,  Dr.  Robert  Sanford  made  several  suggestions 
regarding  the  future  course  of  the  Pennsylvania  Medical  So- 
ciety. Among  them  was  the  following  reference  to  our  state 
journal. 

“Pennsylvania  Medicine,  our  State  Society  publication,  is 
a real  part  of  our  organization,  and  I believe  that  all  consid- 
eration of  discontinuing  the  journal  should  cease  and  thor- 
ough, continuous  study  be  carried  out  to  constantly  keep  it 
updated  in  structure  and  content  best  suited  for  its  purpose. 
Its  present  form  is  much  more  usable  than  in  previous  years 
and  shows  that  already  efforts  toward  adjustments  and  alter- 


ation are  under  way.  It  must  continue  as  a vital  part  of  our 
communications.” 

The  House  subsequently  directed  by  unanimous  vote  that 
publication  of  Pennsylvania  Medicine  be  continued. 

The  staff  of  Pennsylvania  Medicine  wishes  to  thank  Dr. 
Sanford  for  his  favorable  comments  and  the  House  of  Dele- 
gates for  their  vote  of  confidence.  We  will  strive  in  the 
coming  year  to  improve  YOUR  journal  and  would  welcome 
your  ideas,  suggestions,  and  contributions. 

Best  wishes  for  the  coming  holidays  and  the  new  year. 

David  A.  Smith,  M.D. 

Medical  Editor 


Photocoagulation  in  diabetic  retinopathy 


Diabetic  retinopathy  has  become  one  of  the  four  most 
common  causes  of  blindness  in  the  United  States.  Although 
photocoagulation  has  been  employed  in  its  treatment  for 
more  than  ten  years,  there  is  still  controversy  regarding  its 
true  value.  In  spite  of  '.he  need  for  objective  evidence,  an 
adequately  controlled  trial  to  evaluate  photocoagulation  in 
the  treatment  of  proliferative  diabetic  retinopathy  has  not 
been  performed.  This  is  not  surprising,  considering  the 
complexity  and  expense  of  a large  scale  clinical  trial  in  any 
chronic  disease.  However,  as  Inglefinger  has  aptly  stated 
(New  England  Journal  of  Medicine  287:100,  July  1972), 
“When  serious  diseases  are  treated  by  serious  methods 
. . . .then  ethical  as  well  as  scientific  considerations  require 
that  medicine  depend  on  the  most  reliable  and  the  best  con- 
trolled data  available — the  kind  of  data  that  is  sought  by 
randomized  clinical  study." 

In  keeping  with  this  admonition,  a randomized  clinical 
trial  of  photocoagulation  in  the  treatment  of  proliferative 
diabetic  retinopathy  has  been  designed  and  launched.  This 
study  (called  the  Diabetic  Retinopathy  Study,  or  DRS)  in- 
volves sixteen  clinical  centers  in  various  parts  of  the  United 
States,  a coordinating  center  at  the  University  of  Maryland, 
and  a fundus  photograph  reading  center  at  the  University  of 
Wisconsin,  all  supported  by  contracts  from  the  National 
Eye  Institute,  a part  of  the  National  Institutes  of  Health. 

The  support  of  the  medical  and  ophthalmological  com- 
munities is  needed  to  carry  this  study  to  a successful 
conclusion.  The  DRS  investigators  are,  therefore,  grateful 
to  the  editors  for  giving  them  this  opportunity  to  summarize 
the  major  features  of  the  DRS  and  to  appeal  for  the  support 
of  all  physicians  who  care  for  diabetic  patients. 

The  principal  eligibility  criteria  for  the  Diabetic  Re- 
tinopathy Study  are: 

1.  Visual  acuity  with  best  correction  of  20/100  or  better 
in  each  eye. 

2.  Diabetic  retinopathy  in  each  eye  defined  as  any  one  of 


the  following:  (a)  proliferative  retinopathy  in  each  eye;  (b) 
proliferative  retinopathy  in  one  eye,  non-proliferative  re- 
tinopathy in  the  other  eye;  (c)  severe  non-proliferative  re- 
tinopathy in  each  eye. 

3.  No  prior  treatment  with  photocoagulation  or  pituitary 
ablation. 

4.  Both  eyes  suitable  for  photocoagulation  treatment. 

5.  The  outlook  for  survival  and  availability  for  five  years 
of  follow-up  must  be  good.  (Patients  seventy  years  of  age  or 
older  are  not  eligible.) 

6.  Only  patients  willing  and  able  to  give  their  informed 
consent  after  thorough  explanation  of  all  aspects  of  the 
study  will  be  admitted. 

The  basic  question  which  the  DRS  has  been  designed  to 
answer  is;  can  photocoagulation  help  to  prevent  severe  visu- 
al loss  due  to  proliferative  diabetic  retinopathy?  The  chief 
criterion  of  success  will  be  the  degree  to  which  visual  acuity 
is  maintained,  although  visual  fields  and  the  morphologic 
appearance  of  the  retina  in  stereoscopic  color  and  fluores- 
cein photographs  will  also  be  assessed.  In  order  to  give  all 
patients  enrolled  in  the  study  the  chance  to  benefit  from 
photocoagulation  (if  it  is  helpful),  while  minimizing  the  risk 
ot  harm  (if  it  proves  deleterious),  photocoagulation  treat- 
ment will  be  limited  to  one  eye  of  each  patient.  This  ar- 
rangement gives  each  patient  the  best  chance  of  retaining 
vision  in  at  least  one  eye,  the  goal  of  greatest  importance  to 
him. 

The  eye  to  be  treated  and  the  treatment  modality  to  be 
used  (xenon  arc  or  argon  laser)  will  be  selected  by  a random 
process.  Treatment  will  be  carried  out  meticulously  ac- 
cording to  a detailed  protocol,  with  central  monitoring  of 
posttreatment  photographs.  Each  patient  will  be  followed 
for  a minimum  of  five  years.  The  pooled  results  from  all 
sixteen  centers  will  be  followed  closely  by  the  coordinating 
center  and  presented  at  frequent  intervals  to  a committee 
charged  with  the  responsibility  of  continually  monitoring 
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the  data  for  evidence  of  beneficial  or  harmful  effects.  If  it 
becomes  evident  during  the  course  of  the  study  that  pho- 
tocoagulation is  better  than  no  treatment  in  a certain  stage 
of  diabetic  retinopathy,  patients  with  untreated  eyes  in  that 
stage  will  be  offered  treatment.  On  the  other  hand,  if  any 
feature  of  either  treatment  technique  proves  harmful,  this 
aspect  of  follow-up  treatment  will  be  discontinued.  Results 
of  the  study  will  be  reported  promptly  to  the  scientific  com- 
munity. 

All  sixteen  clinical  centers  are  now  enrolling  patients, 
and  each  is  eager  to  fill  its  quota  of  100  to  150  patients  as 
rapidly  as  possible.  The  overall  goal  of  the  study  is  1,800 
patients  enrolled  and  treated  by  July  1974. 

It  is  important  to  all  ophthalmologists,  as  well  as  to  the 


entire  medical  community,  that  this  controlled  study  be  suc- 
cessful in  recruiting  the  number  of  patients  required  to  de- 
termine if  and  when  photocoagulation  therapy  should  be 
employed  as  a treatment  of  proliferative  diabetic  re- 
tinopathy. It  may  be  many  years  before  facilities  and  funds 
will  again  be  available  if  this  opportunity  is  lost.  The  DRS 
investigators  ask  for  the  help  of  all  physicians  near  DRS 
clinical  centers  in  explaining  the  study  to  prospective  pa- 
tients and  providing  them  an  opportunity  to  be  considered 
for  participation  in  it.  The  sooner  we  have  solid  informa- 
tion to  guide  our  treatment  of  this  distressing  manifestation 
of  diabetes,  the  better  it  will  be  for  its  unfortunate  victims. 

William  S.  Tasman,  M.D. 

Wills  Eye  Hospital  and  Research  Institute 
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Cromolyn  in  treating  asthmatics 

To  the  editor: 

This  letter  is  being  written  to  provide  physicians  taking 
care  of  asthmatic  patients  with  information  about  a recently 
introduced  therapeutic  agent  being  hailed  by  the  uninformed 
and  by  some  lay  publications  as  an  "asthma  cure."  On  July  1 , 
1973,  disodium  cromoglycate,  generally  designated  for  con- 
venience as  cromolyn,  was  approved  by  the  Food  and  Drug 
Administration  (FDA)  for  commercial  distribution  in  the 
United  States.  Following  FDA  approval,  cromolyn  has  been 
distributed  in  this  country  not  only  as  Intal  (a  Fisons  Co. 
product)  but  also  as  Aarane  (distributed  by  Syntex).  Both 
preparations  are  identical,  differing  only  in  the  kind  of 
inhaler  utilized.  Its  introduction  into  clinical  use  in  the 
U.S.A.  has  been  accompanied  by  an  extensive  publicity  cam- 
paign with  advertisements  in  many  journals,  personal  solici- 
tation of  physicians  and  pharmacists,  and  by  articles  ap- 
pearing in  various  lay  publications.  As  a consequence, 
judging  from  my  own  experience,  patients  with  asthma, 
regardless  of  the  type  or  severity,  are  asking  their  attending 
physicians  to  prescribe  this  new  "cure"  for  them.  That  is  why 
it  is  so  important  that  physicians  should  know  something 
about  cromolyn  and  particularly  about  the  kind  of  patient 
most  likely  to  benefit  from  its  use  in  the  event  that  physicians 
fail  to  obtain  this  information  from  the  package  insert 
supplied  by  the  manufacturer. 

Cromolyn,  a derivative  of  Khellin  (formerly  employed  as  a 
bronchodilator),  though  first  synthesized  in  1965, 
subsequently  was  first  introduced  into  clinical  use  in  England 
in  1968  as  Intal  and  then  in  Canada  and  other  countries. 
Cromolyn  comes  in  powder  form  contained  in  small  cap- 
sules, each  representing  a single  20  mg  dose.  Because  of  its 
relative  insolubility  and  poor  absorbability,  cromolyn  cannot 
be  given  orally  or  parenterally  but  must  be  inhaled  as  an 
aerosol.  This  is  accomplished  by  means  of  an  inhaler  so  con- 
structed as  to  permit  the  capsules  to  be  pierced  by  a needle, 
thus  releasing  the  powder  for  inhalation.  All  patients  using 
the  inhaler  should  be  told  that  the  powder  must  be  inhaled 
during  inspiration;  otherwise  the  powder  will  be  deposited  in 


the  mouth  and  pharynx,  leading  to  sore  throat,  cough,  or 
even  to  pneumonitis.  Cromolyn  is  most  effective  when  each 
dose  is  inhaled  at  regular  intervals  four  times  daily;  likewise 
it  must  be  used  uninterruptedly  for  at  least  two  to  four  weeks 
before  any  noticeable  improvement  occurs.  Even  though  the 
patient  is  better  after  using  cromolyn  for  months,  the  asthma 
may  recur  shortly  after  it  is  discontinued  because  cromolyn 
acts  in  a preventive  and  not  in  a curative  fashion. 

Many  of  the  initial  reports,  mostly  in  the  foreign  literature, 
about  the  clinical  effects  of  cromolyn  seemed  to  indicate  that 
its  administration  brought  about  improvement  or  relief  of  the 
asthma  in  many  patients,  notably  children.  Considerable  em- 
phasis has  been  placed  upon  the  fact  the  corticoid  dosage 
taken  by  patients  on  a long-term  basis  can  be  reduced  or  even 
eliminated  in  patients  on  cromolyn  therapy.  In  spite  of  these 
favorable  reports,  it  still  remains  to  be  determined  whether 
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these  beneficial  effects  will  be  substantiated  by  further 
clinical  experience,  notably  by  American  allergists. 

Possible  disadvantages  aside  from  the  expense  incurred 
(about  $30.00  per  month)  are  the  need  to  administer  it  at  reg- 
ular intervals  (q.i.d.)  for  long  periods,  which  may  be  imprac- 
tical for  some  patients.  Nevertheless,  cromolyn  may  prove  to 
be  a valuable  asset  in  the  treatment  of  the  chronic  asthmatic 
providing  it  is  used  properly.  It  is  vital,  therefore,  that  those 
prescribing  it  should  be  very  careful  about  the  kind  of  patient 
for  whom  it  seems  to  be  most  beneficial,  namely  the  sensi- 
tive or  "extrinsic”  chronic  intractable  asthmatic,  particularly 
one  whose  asthma  can  only  be  controlled  by  corticosteroids 
on  a long-term  basis.  It  should  not  be  used  to  obtain  quick 
relief  in  patients  with  mild  acute  attacks  of  asthma  or 
wheezing,  in  place  of  other  drugs  or  aerosols  ordinarily 
utilized  in  these  patients,  nor  should  any  hyposensitization 
therapy  being  employed  previously  be  discontinued.  Failure 
to  observe  these  precautions,  clearly  outlined  in  the  package 
insert,  may  only  discredit  what  might  well  be  a useful  thera- 
peutic adjunct.  In  the  absence  of  sufficient  experience  with 
its  use  in  asthmatic  patients,  I cannot  yet  pass  judgment  as  to 
the  value  of  cromolyn.  But  in  my  personal  opinion  it  still  has 
to  be  proved  whether  its  disadvantages  warrant  its  use  as  a 
substitute  for  corticosteroids,  especially  by  chronic  asth- 
matics whose  symptoms  can  be  readily  controlled  by 
bronchodilators  and  relatively  low  maintenance  doses  of  cor- 
ticosteroids. 

Louis  Tuft,  M.D. 

Philadelphia 


Reader’s  Digest  refuted  on  BCG 

Secretary  of  Health  J.  Finton  Speller,  M .D.,  forwarded  the 
following  two  letters  to  PENNSYLVANIA  MEDICINE  to 
alert  doctors  to  a Reader's  Digest  article  which  could  pos- 
sibly mislead  their  patients  and  to  provide  doctors  with  an 
authoritative  answer  if  they  should  be  questioned  regarding 
the  use  of  BCG  vaccine  as  a means  of  immunizing  against 
tuberculosis. 

To  the  editor: 

The  Reader's  Digest  in  August  1973  contained  an  article 
urging  its  readers  to  contact  their  representatives  in  Congress 
in  an  effort  to  encourage  the  widespread  use  of  BCG  vaccine 
in  this  country.  Because  this  article  conveys  such  an  errone- 
ous impression,  I have  written  to  the  executive  editor  in  an 
effort  to  set  the  record  straight.  I enclose  a copy  of  this  letter 
for  your  information. 

I have  probably  had  as  much  experience  with  BCG  vac- 
cine as  anyone  in  this  country.  I was  in  charge  of  the  field  sta- 
tion in  Muscogee  County,  Georgia,  during  the  first  U.S. 
Public  Health  Service  (USPHS)  trial  there,  which  included 
11,000  school  children.  I conducted  the  larger  trial  in  that 
area  involving  64,000  persons  over  the  age  of  five.  For  the 
past  ten  years,  I have  been  responsible  for  analyzing  the 
Puerto  Rico  trial  which  included  190,000  children.  I con- 
ducted follow-up  studies  of  the  mass  BCG  vaccination  cam- 
paign conducted  by  the  USPHS  among  Alaskan  natives 
during  1949-1951.  I was  a member  of  the  team  that  helped 
initiate  the  most  recent  trial  of  BCG  in  India,  and  have 
helped  analyze  the  results  of  a BCG  trial  done  in  Algiers. 

I am  not  opposed  to  the  use  of  BCG  vaccine  in  the  many 


areas  of  the  world  where  it  is  needed,  although  I am  critical  of 
the  World  Health  Organization  for  not  trying  harder  to  find 
out  which  BCG  vaccines  are  potent  and  which  are  not.  I have 
not  been  able  to  find  any  reliable  evidence  to  show  that  BCG 
could  be  helpful  in  any  group  in  this  country.  For  this  reason, 

I do  oppose  its  use  here  as  needless  and  potentially  harmful. 

George  W.  Comstock,  M.D.,  Dr.  P.H. 
Professor  of  Epidemiology 
Johns  Hopkins  University 
School  of  Hygiene  and  Public  Health 

Executive  Editor 
Reader’s  Digest 
Pleasantville,  New  York 

I have  just  read  the  article,  "The  Mystery  of  the  Missing 
Vaccine”  by  Lawrence  Galton,  which  appeared  in  the 
Reader's  Digest  for  August  1973.  I have  seen  many  articles 
on  scientific  subjects  in  the  popular  press,  but  never  one  so 
completely  one-sided.  Mr.  Galton  berates  the  Public  Health 
Service;  at  no  point  does  he  present  their  point  of  view  or 
show  any  indication  that  he  even  talked  to  them. 

In  considering  whether  or  not  to  use  any  vaccine,  one 
should  consider  need,  complications,  and  effectiveness,  prob- 
ably in  that  order.  The  need  for  a vaccine  is  determined  by 
the  likelihood  of  becoming  infected.  A high  risk  of  infection 
indicates  a high  need  for  vaccination;  little  or  no  risk  of  in- 
fection indicates  little  or  no  need  for  vaccination. 

How  does  one  assess  the  need  for  vaccination  against 
tuberculosis?  Not  in  the  way  one  assesses  need  for  most  vac- 
cinations. For  nearly  all  contagious  diseases  there  is  a rela- 
tively brief  and  fixed  period  following  exposure  during  which 
an  infected  person  may  develop  the  disease.  Because  of  the 
relatively  constant  relationship  between  the  time  of  exposure 
and  the  development  of  disease,  it  is  possible  to  gauge  current 
infections  with  most  contagious  diseases  from  the  current 
illness  rates.  A high  measles  rate  means  a high  infection  rate 
with  measles  virus  within  the  past  two  weeks,  and 
consequently  a high  need  for  vaccination  of  the  as  yet  unin- 
fected population. 

The  incubation  period  for  tuberculosis  is  not  brief  and 
fixed,  but  extremely  variable.  Following  infection, 
tuberculosis  may  develop  within  a few  weeks  or  it  may  lie 
dormant  for  decades  before  erupting  into  active  disease.  A 
high  case  rate,  therefore,  does  not  necessarily  indicate  a high 
infection  rate  in  the  recent  past.  Especially  if  the  TB  cases 
occur  almost  entirely  among  older  people,  as  they  do  in  this 
country  today,  they  could  have  come  from  infections 
received  decades  ago.  It  is  thus  entirely  possible  to  have  a 
high  case  rate  and  a very  low  rate  of  new  infections.  This  is 
the  situation  in  Alaska  today. 

Fortunately,  we  do  not  have  to  rely  on  indirect  measures 
like  the  case  rate.  We  have  a simple  test  that  measures 
tuberculous  infection  with  a high  degree  of  accuracy.  This  is 
the  tuberculin  skin  test.  The  results  of  tuberculin  testing  show 
that  the  average  American’s  risk  of  becoming  infected  with 
TB  is  probably  less  than  1 in  10,000  per  year,  and  that  the 
risk  is  steadily  falling.  Even  in  our  worst  slums  and  ghettos, 
tuberculous  infections  among  children  have  become 
decidedly  uncommon.  With  such  low  risks  of  becoming  in- 
fected, the  need  for  a vaccine  like  BCG  is  equally  low. 

Let  us  consider  the  second  point,  the  complications  of  vac- 
cination. M r.  Galton  stressed,  and  rightly  so,  that  BCG  was  a 
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"safe  vaccine.  Yet  in  all  fairness,  it  should  be  mentioned  that 
no  immunization  is  completely  safe.  We  have  recently 
stopped  routine  smallpox  vaccination,  largely  because  some 
children  have  immunological  deficiencies  that  make  them 
susceptible  to  the  vaccine.  Such  children  can  also  become  ill 
or  die  from  BCG.  If  there  were  a great  need  for  the  vaccine, 
such  tragedies  could  be  accepted  as  a necessary  price  to  pay. 
As  the  need  diminishes,  even  rare  tragedies  become  unaccep- 
table. 

The  important  complication  of  BCG  vaccination  is  that 
vaccinated  people  develop  positive  tuberculin  skin  tests. 
Where  vaccination  is  common,  the  need  tor  vaccination  can 
no  longer  be  determined  by  tuberculin  skin  testing.  Many 
thoughtful  TB  workers  in  Europe  are  now  convinced  that 
they  probably  no  longer  need  to  use  BCG,  but  they  have  no 
way  ot  finding  out  whether  or  not  this  is  correct.1 

Mr.  Galton  is  wrong  in  his  statement  that  the  skin  test  is 
seldom  used.  Reporting  from  most  of  the  states  showed  that 
nearly  24,000,000  tuberculin  skin  tests  were  given  in  the 
U.S.  during  the  period  1965-1969,  more  than  15,000,000  of 
them  to  school  children.  And  these  reports  omitted  the  tests 
given  by  private  physicians. 

With  respect  to  tuberculosis  among  children,  the  skin  test 
is  an  essential  tool  in  diagnosis.  Contrary  to  Mr.  Gabon's 
assertions,  even  the  most  competent  doctor  will  have 
trouble  diagnosing  primary  tuberculosis  without  the  use  of 
the  skin  test.2 

False  positive  tuberculin  tests  caused  by  BCG  make  it 
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impossible  to  use  the  most  effective  protective  tool  we  have, 
prophylaxis  with  INH,  a procedure  generally  useful  only  for 
persons  with  true  positive  reactions.  INH  prophylaxis  is  the 
only  efficient  way  to  protect  people  against  the  situation 
emphasized  by  Mr.  Galton  when  he  referred  to  an  individu- 
al whose  infection  had  been  implanted  many  years  earlier, 
its  subsequent  flare-up,  and  the  resulting  infections  among 
family,  friends,  or  children  in  a classroom.  INH  prophylaxis 
to  a single  person  could  prevent  this.  All  contacts  would 
have  to  be  given  an  effective  vaccine  to  achieve  the  same 
results. 

Finally  we  come  to  the  third  point,  namely  effectiveness. 
It  is  necessary  to  clarify  what  is  meant  by  effectiveness  and 
to  point  out  that  again  tuberculosis  differs  from  most  infec- 
tious diseases.  If  we  say  that  polio  vaccine  is  80  percent  ef- 
fective, we  mean  that  if  it  were  to  be  given  to  every  person 
in  a community,  the  polio  rate  would  be  cut  by  80  percent. 
But  if  a TB  vaccine,  also  80  percent  effective,  were  to  be 
given  to  everyone  in  a community,  the  TB  case  rate  would 
not  be  cut  by  80  percent. 

This  anomaly  hinges  on  the  fact  that  persons  infected 
with  polio  in  the  distant  past  are  no  longer  at  risk  of  devel- 
oping the  disease;  persons  infected  with  TB  in  the  distant 


past  are.  Persons  previously  infected  with  polio  have  gained 
immunity,  so  polio  vaccine  given  to  them  has  no  effect; 
their  rate  of  developing  the  disease  remains  zero.  If  80  per- 
cent ot  the  previously  uninfected  persons  are  protected,  the 
community  protection  will  also  be  80  percent.  BCG  given 
to  persons  previously  infected  with  tubercle  bacilli  will  not 
affect  their  subsequent  case  rate  either,  but  this  rate  will  not 
be  zero — such  persons  will  still  have  a distinct  and  long- 
lasting  probability  of  developing  tuberculosis.  Con- 
sequently, even  it  BCG  prevented  80  percent  of  the  cases 
among  previously  uninfected  persons,  the  community  rate 
would  not  be  reduced  by  80  percent.  If  only  a few  cases 
came  from  previously  infected  persons,  the  overall  reduc- 
tion would  be  close  to  80  percent.  But,  if  most  cases  came 
from  previously  infected  persons  and  only  very  few  from 
previously  uninfected  persons,  as  is  the  case  in  the  U.S. 
today,  80  percent  protection  to  the  uninfected  persons 
could  make  very  little  difference  in  the  overall  case  rate.  Al- 
though this  may  be  a difficult  concept  to  grasp,  everyone 
who  writes  about  BCG  is  ethically  obligated  not  to  leave  the 
impression  that  "effectiveness”  can  be  equated  with  antici- 
pated reduction  in  the  disease  in  a population. 

There  are  now  at  least  eleven  adequately  controlled  trials 
of  BCG  vaccination  reported  in  the  world  literature.  Four 
have  shown  impressive  effectiveness  (on  the  order  of  75  to 
83  percent)  in  reducing  tuberculosis  among  previously 
uninfected  persons.  Five  have  shown  little  or  no  effec- 
tiveness (0  to  30  percent).  Two  have  had  intermediate 


degrees  of  effectiveness.  It  is  reasonable  to  ask  how  such 
results  might  come  about.  Unfortunately,  Mr.  Galton  was  a 
little  glib  in  brushing  off  the  discrepancies. 

Mr.  Galton  states  that  the  Public  Health  Service  studies 
were  not  valid  because  many  of  the  persons  in  them  were 
thought  to  have  had  preexisting  immunity  at  the  time  they 
were  vaccinated.  This  is  an  appealing  explanation,  especially 
to  those  who  do  not  look  at  all  the  facts.  (Mr.  Galton.  in- 
cidentally, did  not  even  report  the  numbers  of  subjects  ac- 
curately.) Even  if  this  preexisting  immunity  were  the  sole 
explanation  for  the  poor  showing  of  BCG,  what  are  the 
implications  of  this  finding  for  the  U.S.?  Such  preexisting 
immunity  is  believed  to  result  from  widespread  infections 
with  essentially  harmless  organisms  that  have  a superficial 
resemblance  to  tubercle  bacilli.  Skin  tests,  similar  to  the 
tuberculin  skin  test,  can  give  some  idea  of  the  prevalence  of 
such  infections,  ranging  from  almost  universal  in  the  south- 
eastern U.S.  to  nonexistent  in  much  of  Alaska.  If  these  in- 
fections interfere  with  BCG  vaccination  to  the  extent  that 
they  masked  its  effectiveness  in  the  Public  Health  Service 
trials,  why  would  not  the  same  interference  take  place 
throughout  the  rest  of  the  country  where  such  infections  are 
common?  Does  not  this  argument  itself  give  pause  to  those 
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who  recommend  widespread  BCG  vaccination? 

Unfortunately,  although  preexisting  immunity  may  well 
play  a role  in  the  contradictions  between  BCG  trials,  it  does 
not  seem  to  be  the  entire  story.  In  both  the  Public  Health 
Service  trial  in  Puerto  Rico,  and  its  first  trial  in  Georgia, 
the  subjects  were  checked  for  the  low  grade  tuberculin  sen- 
sitivity associated  with  preexisting  immunity.  According  to 
the  theory  so  quickly  accepted  by  Mr.  Galton,  BCG  should 
have  been  less  effective  among  those  with  preexisting  im- 
munity than  among  those  without  such  immunity.  This  was 
not  the  case;  BCG  was  equally  ineffective  in  both  groups.3.4 

Many  persons  have  claimed  that  the  discrepant  findings 
about  BCG's  effectiveness  stem  from  the  fact  that  different 
strains  of  the  vaccine  have  different  degrees  of  protective 
power.  This  also  may  be  true.  Unfortunately,  we  have  no 
method  at  the  present  time  to  tell  which  strain  will  protect 
and  which  will  not,  except  for  controlled  trials  in  humans. 
The  ability  of  the  vaccine  to  cause  a positive  tuberculin  skin 
test,  long  considered  an  indicator  of  potency,  has  been 
shown  to  have  no  relationship  to  protective  power.  And  a 
recent  series  of  tests  of  protection  in  animals  gave  complete- 
ly conflicting  results,  so  that  we  do  not  know  which  animal 
test,  if  any,  is  useful.5*6 

Well,  you  might  say,  the  way  out  of  this  dilemma  is  easy. 
All  you  have  to  do  is  to  take  a strain  shown  to  be  effective 
in  the  most  recent  series  of  trials.  This  would  be  the  vaccine 
used  by  the  British  in  1950.  But  one  should  stop  and  think  a 
bit.  All  the  strains  used  in  the  trials  around  1950  that 
yielded  conflicting  results  came  from  a parent  strain  some- 
time after  1925.  If  their  potencies  in  1950  varied,  this  must 
have  resulted  from  different  ways  of  doing  the  repeated  sub- 
culturing that  was  necessary  to  keep  a stock  of  the  vaccine 
on  hand  during  the  period  from  1925  to  1950.  If  subcul- 
turing could  cause  tremendous  variations  in  potency  in  this 
25-year  period,  what  has  happened  in  the  twenty-three  years 
since  1950?  No  one  can  answer  that  question  today. 

Anyone  who  has  followed  the  story  this  far  should  be 
asking,  “How  can  anyone  in  his  right  mind  recommend  a 
vaccine  that  may  not  be  potent?”  A second  question  should 
quickly  follow:  “What  is  being  done  to  resolve  this 
dilemma?” 

As  far  as  I know,  only  one  study  is  aimed  at  the  second 
question.  At  the  present  time,  a controlled  trial  of  two  dif- 
ferent strains  of  BCG  is  being  conducted  in  India.  Both 
strains  have  been  freeze-dried,  which  means  that  if  they  are 
found  to  be  effective,  they  can  be  rapidly  thawed  and  put 
into  production  with  little  subculturing.  This  study  is  spon- 
sored by  the  World  Health  Organization  and  the  govern- 
ment of  India,  but  most  of  the  financial  support  over  the 
past  eight  to  ten  years  has  come  from  Mr.  Gabon's 
erstwhile  villain,  the  U.S.  Public  Health  Service. 

In  summary  then,  all  available  evidence  indicates  that  no 
group  in  the  U.S.  has  a significant  risk  of  becoming  infected 
with  tuberculosis,  so  that  the  need  for  the  kind  of  protection 
that  a good  vaccine  could  give  is  negligible.  This  need  is 
further  reduced  by  the  widespread  partial  immunity  in  most 
of  this  country  resulting  from  harmless  infections  with 
organisms  related  to  tubercle  bacilli.  Complications  can  be 
caused  by  BCG,  and  although  serious  consequences  are 
rare,  interference  with  the  tuberculin  skin  test  would 
remove  the  most  useful  diagnostic  and  protective  tool  we 


have.  Furthermore,  there  is  a strong  possibility  that  BCG 
strains  do  vary  in  protective  potency,  and  we  have  no  way 
to  tell  which  strain  is  useful  and  which  is  useless. 

Rather  than  writing  to  Congress  to  favor  the  use  of  an 
unneeded,  potentially  harmful  vaccine  of  uncertain  value, 
people  who  are  concerned  about  protection  against 
tuberculosis  should  urge  our  continued  support  of  the  BCG 
trial  in  India  by  PL-480  or  other  funds  so  that  a vaccine  of 
known  effectiveness  will  some  day  be  available  if  and  where 
it  might  be  needed. 

It  is  probably  too  late  to  undo  the  damage  done  by  this 
one-sided  presentation  by  a prestigious  publication.  But 
don't  the  ethics  of  journalism  demand  a hearing  for  the 
other  side? 

George  W.  Comstock,  M.D. 

Professor  of  Epidemiology 

Johns  Hopkins  University 

School  of  Hygiene  and  Public  Health 

REFERENCES 

1 Bleiker  M.A.,  Grzybowski  S.,  Slyblo  K.,  Sutherland  I.  Possibilities  of 
omitting  BCG  vaccination  on  a random  basis  in  countries  where  BCG  is 
obligatory  at  birth.  Bull.  International  Union  against  Tuberculosis  44:61  1970. 

2.  Lincoln  E.M.,  Sewell  E.M.  Tuberculosis  in  Children.  McGraw-Hill,  New 
York,  p 93.  1963. 

3 Comstock,  G.W.,  Webster  R.G.  Tuberculosis  studies  in  Muscogee 
County,  Georgia.  VII.  A twenty-year  evaluation  of  BCG  vaccination  in  a 
school  population.  Amer.  Rev.  Resp.  Dis.  100:839  1969. 

4 Comstock  G.W.,  Livesay  V.T.,  Woolpert  S.F.  Evaluation  of  BCG  vaccina- 
tion among  Puerto  Rican  children.  Amer.  J.  Public  Health  (in  press — 
scheduled  for  Oct.  1973). 

5.  Comstock,  G.W.  Vaccination  against  tuberculosis:  controlled  trials  of 
BCG  by  the  U.S.  Public  Health  Service.  In  Proceedings  of  International  Con-  ! 
ference  on  the  Application  of  Vaccines  Against  Viral,  Rickettsial,  and  Bacteri- 
al Diseases  of  Man  14-18  December  1970.  Pan  American  Health  Organization 
Scientific  Publication  No.  226,  p 378,  1971. 

6 Wiegeshaus  E.H.,  Harding  G.,  McMurray  D.,  Grover  A. A.,  Smith  D.W.  A 
cooperative  evaluation  of  test  systems  used  to  assay  tuberculosis  vaccines. 
Bull.  WHO  45:543  1971. 


To  the  editor: 

I have  just  read  Dr.  O'Brien's,  “New  Thoughts  on  Dis- 
tribution.” The  first  thing  that  occurred  to  me  was  the  con- 
cept of  Russell  Conwell's  "Acres  of  Diamonds”  where  he 
airs  his  tenacious  conviction  that  man  “travels  far  afield  in 
his  quest  of  fame  and  fortune,  but  overlooks  ‘acres  of 
diamonds'  in  his  own  backyard.” 

I was  greatly  impressed  with  Dr.  O'Brien's  irrefutable, 
crystal-clear  logic.  It  was  also  gratifying,  but  not  surprising, 
because  I know  something  about  Dr.  O'Brien.  My  prayer  is 
that  we  of  medicine  recognize  the  virtues  that  surround  us  in 
the  talents  of  Dr.  O'Brien  and  some  others  in  Pennsylvania's 
Department  of  Education. 

Wouldn't  it  be  nice  if  we  effected  a closer  relationship  with 
the  "O'Briens,  and  invited  them  to  join  us  and  to  make  avail- 
able whatever  thoughts  and  cooperation  they  may  be  able  to 
offer. 

Dr.  O'Brien  is  a student  of  great  talent,  and  his  interest  in 
medicine  is  not  a recent  revelation  to  the  undersigned.  There 
are  others  too.  Their  contributions  may  serve  to  profit  our 
profession  and  the  welfare  of  the  public  as  well. 

James  Bloom,  M.D.,  President 
Pennsylvania  Junior  College 
of  Medical  Arts 
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M.D.s  in  the  news 


SAMUEL  HADDEN.  M.D..  Wyn- 
newood,  was  elected  president  of  the 
International  Association  of  Group 
Psychotherapy  at  the  organization's 
recent  International  Congress  held  in 
Zurich.  Switzerland. 

WILLIAM  B.  BEACH.  JR.,  M.D.. 
Camp  Hill,  deputy  secretary  for 
mental  health  and  medical  programs  in 
the  Pennsylvania  Department  of 
Public  Welfare,  has  been  elected  to  the 
board  of  directors  and  named  treasurer 
of  the  National  Association  of  State 
Mental  Health  Program  Directors. 

GORDON  W.  ALLAN,  M.D., 
director  of  children’s  services  at  the 
Pennsylvania  Department  of  Health, 
has  been  designated  the  1973  Carl 
Fischer  Lecturer  by  Hahnemann  Medi- 
cal College  and  Hospital.  His  lecture, 
which  was  delivered  at  the  college 
recently,  discussed  the  current  status  of 
child  health  in  Pennsylvania. 

JAMES  M.  FLOOD,  M.D.,  Sayre, 
has  been  elected  president  of  the  Penn- 
sylvania Academy  of  Dermatology. 
ROBERT  F.  DICKEY,  M.D.,  Dan- 
ville, will  serve  as  vice  president  and 
CHARLES  H.  GREENBAUM.  M.D., 
Philadelphia,  as  secretary-treasurer. 

PETER  J.  JANETTA,  M.D.,  will 
chair  the  new  department  of  neurolo- 
gical surgery  at  the  University  of  Pitts- 
burgh School  of  Medicine.  He  was  for- 
merly director  of  the  division  of 
neurological  surgery  in  the  department 
of  surgery.  He  is  a member  of  the 
American  Association  of  Neurological 
Surgeons,  the  Congress  of  Neurological 
Surgeons,  the  International  Society  of 
Pediatric  Neurosurgery,  the  Associa- 
tion for  Academic  Surgery,  and  he  is  a 
fellow  of  the  American  College  of  Sur- 
geons. 

JOSEPH  A.  WAGNER.  M.D.,  Bryn 
Mawr  internist,  has  joined  the  staff  of 
Project  HOPE  in  Brazil. 

JOHN  R.  HERR.  M.D.,  York  obste- 
trician, was  honored  recently  at  a 
special  retirement  ceremony  by  the 
York  Hospital’s  department  of  obstet- 
rics and  gynecology.  His  records,  which 
are  not  complete,  account  for  15,500 
deliveries  during  his  thirty  years  of 
practice.  He  is  a fellow  of  the  American 
College  of  Obstetrics  and  Gynecology. 


ROBERT  TRIVUS.  M.D..  Philadel- 
phia psychiatrist,  has  been  named  su- 
perintendent of  Mayview  State  Hospi- 
tal, Bridgeville,  Allegheny  County.  He 
was  formerly  director  of  clinical  serv- 
ices and  director  of  inpatient  services  at 
the  community  health  center,  Albert 
Einstein  Medical  Center,  Philadelphia. 
He  succeeds  REGIS  F.  DOWNEY. 
M.D..  who  retired  as  superintendent  in 
May. 

DAVID  W.  BISHOP,  M.D.,  Juniata 
Gap,  has  been  awarded  the  Pennsyl- 
vania Physician-of-the-Year  Award  for 
his  work  in  rehabilitating  alcoholics. 
Dr.  Bishop  is  regional  medical  director 
of  the  Pennsylvania  Central  Railroad  in 
Altoona  and  director  of  the  alcoholism 
clinic  at  Altoona  Hospital. 

PETER  DURE-SMITH,  M.D., 
professor  of  diagnostic  radiology  at  Jef- 
ferson Medical  College,  Thomas  Jef- 
ferson University,  addressed  the  Inter- 
national Convention  on  Uroradiology 
in  Berne,  Switzerland,  and  delivered  a 
paper  at  the  International  Congress  of 
Radiology  in  Madrid,  Spain,  recently. 


DR.  DURE-SMITH  DR.  BLUMBERG 

BARUCH  S.  BLUMBERG,  M.D., 
Philadelphia,  was  awarded  the  Ep- 
pinger  Prize  for  achievement  in  the 
field  of  liver  diseases  at  the  triennial  In- 
ternational Conference  on  Liver 
Disease  in  Freiburg,  Germany,  re- 
cently. Dr.  Blumberg,  who  is  an  as- 
sociate director  of  the  Institute  for 
Cancer  Research,  is  the  discoverer  of 
the  Australia  antigen. 

ROBERT  C.  EYERLY,  M.D.,  Dan- 
ville, has  been  elected  to  serve  a second 
term  as  president  of  the  Pennsylvania 
Division  of  the  American  Cancer  Soci- 
ety. ROLAND  A.  LOEB,  M.D., 
Lancaster,  has  been  named  director-at- 
large;  and  J.  MOSTYN  DAVIS,  M.D., 
Shamokin,  was  chosen  second  vice 
president. 


Two  Medical  College  of  Pennsyl- 
vania physicians  have  been  named  Out- 
standing Educators  of  America.  EVA 
F.  FOX.  M.D.,  professor  and  chairman 
of  the  department  of  radiology,  is  a 
member  of  the  American  College  of 
Radiology  and  is  certified  in  diagnostic 
radiology  by  the  American  Board  of 
Radiology.  WALTER  RUBIN,  M.D., 
professor  of  medicine,  associate 
professor  of  anatomy,  and  chief  of  gas- 
troenterology, is  a member  of  the 
American  Society  for  Clinical  Inves- 
tigation, the  American  Gastroen- 
terological Association,  and  a fellow  of 
the  American  College  of  Physicians. 

MATTHEW  T.  MOORE,  M.D., 
emeritus  professor  of  neuropathology 
at  the  University  of  Pennsylvania 
School  of  Medicine,  recently  presented 
a paper  "Atypical  Teratoma  Involving 
Limbic  System  with  Unusual  Memory 
Disorder:  Associated  with  Paget's 

Disease”  at  the  International  Congress 
of  Neurology  in  Barcelona,  Spain. 

The  Pennsylvania  Division  of  the 
American  Cancer  Society  has  honored 
two  Pennsylvania  physicians  with 
citations.  DONALD  E.  STADER, 
M.D.,  Allentown,  was  named  recipient 
of  the  Bronze  Medal  Award  in  recogni- 
tion of  outstanding  volunteer  services. 
He  is  a member  of  the  College  of  Amer- 
ican Pathologists  and  the  Pennsylvania 
Society  of  Clinical  Pathologists. 
WILHELMINA  SCOTT.  M.D.,  Lan- 
caster, has  received  a volunteer-of-the- 
year  award  in  recognition  of  twenty- 
five  years  of  service  to  Lancaster 
County  Unit's  Service  and  Rehabili- 
tation programs  with  special  mention 
of  her  work  in  coordinating  the  Pap  test 
program. 

The  1973  Abraham  Flexner  Award 
of  the  Association  of  American  Medi- 
cal Colleges  for  distinguished  service  to 
medical  education,  has  been  presented 
to  GEORGE  T.  HARRELL,  M.D.,  the 
first  provost  and  dean  at  the  Milton  S. 
Hershey  Medical  Center  of  Pennsyl- 
vania State  University.  Dr.  Harrell  is 
responsible  for  the  development  of  the 
University  of  Florida  College  of  Medi- 
cine as  well  as  for  the  Pennsylvania 
State  University  College  of  medicine  at 
Hershey. 
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practice  management 

Don’t  ignore  price  control  rules! 

LEIF  C.  BECK,  LL.  B. 

Bala  Cynwyd 

The  following  article  was  set  in  type  before  announcement  by  the  Cost  of 
Living  Council  on  November  6 of  its  proposed  amendments  of  the  regula- 
tions governing  physicians’  fees.  These  proposals,  if  finally  adopted,  would 
become  effective  January  1 , 1974,  but  they  would  follow  the  same  format 
and  procedures  as  set  forth  in  Mr.  Beck’s  article.  The  only  changes  would 
apparently  be:  (1 ) fees  could  be  raised  by  4 percent  per  year  instead  of  only 
2.5  percent  per  year,  presumably  starting  in  1974;  and  (2)  no  individual  fee 
could  be  raised  more  than  10  percent,  or  more  than  $1  if  the  fee  is  less  than 
$10.  Details  of  the  proposed  change  appear  elsewhere  in  this  issue. 


Physicians  seem  to  continue  to  be  confused  over  the  fed- 
eral price  controls  on  their  fees.  Some  labor  under  the  im- 
pression-that  fees  may  not  be  raised  at  all,  while  others  have 
stated  that  they  can  (or  will)  set  their  fees  as  they  please. 
The  answer  is,  of  course,  between  these  two  extremes  and 
lies  in  specific  but  extremely  difficult  regulations. 

Unfortunately,  various  advisors  to  physicians  (including 
attorneys,  accountants,  and  management  consultants)  are 
rather  inconsistent  in  their  dealings  with  this  new  regulatory 
maze.  Some  have  become  experts  to  the  extent  that  they  can 
and  do  give  decent  advice.  Others  either  have  decided  to  ig- 
nore the  rules  altogether  or  else  have  become  frustrated  by 
their  complexity. 

While  many  doctors  simply  look  on  these  control  rules  as 
an  unwarranted  intrusion  on  their  freedom  to  practice,  the 
solution  is  definitely  not  to  ignore  them.  I have  been  in- 
volved in  seven  Internal  Revenue  Service  audits  of  medical 
fees,  and  so  I can  attest  to  existing  compliance  procedures. 
Violations  are  punishable  in  a variety  of  ways,  ranging  from 
requirements  to  "roll  back"  or  refund  of  the  illegal  increases 
to  fines  up  to  $5,000  "per  violation"  and  jail  terms.  While 
any  medical  practice  acting  in  reasonable  good  faith  will  al- 
most certainly  not  suffer  significant  fines  or  imprisonment, 
the  fact  of  illegal  action  and  adverse  publicity  should  be  real 
deterrents  for  well-respected  doctors. 

I have  advised  my  regular  clients,  therefore,  not  to  raise 
any  fees  without  first  reviewing  it  with  me.  If  the  desired 
increases  are  obviously  either  proper  or  improper,  the  client 
can  proceed  or  refrain  without  any  further  action  on  my 
part.  If.  however,  the  increases  fall  into  the  "grey  area"  of 
uncertainty,  I suggest  that  they  proceed  only  upon  having  in 
their  files  written  justification  in  terms  of  the  specific  regu- 
lations. As  a practical  matter,  a practice  should  be 
reasonably  (though  admittedly  not  absolutely)  protected 
against  any  penalty  if  such  a written  memo  or  opinion  dem- 


Mr.  Beck  is  President  of  Management  Consulting  for 
Professionals.  Inc.  of  Bala  Cynwyd,  Pennsylvania. 


onstrates  either  that  the  increases  are  in  fact  legal  or  else 
that  they  were  made  in  good  faith  reliance  upon  the  rules 
and  upon  qualified  advice. 

The  question  thus  becomes  what  the  basic  rules  that 
should  be  reflected  in  the  writing  are.  While  they  are  some- 
what complex,  the  major  guidelines  are  set  forth  below  for 
guidance. 

General  Rules 

Health  services  continue  to  be  subject  to  the  rules  origi- 
nally set  forth  during  Phase  II  (which  began  in  late  1971) 
and  continued  by  Phase  III.  There  followed  a short  absolute 
freeze  on  all  prices  this  past  summer,  referred  to  as  the 
"Phase  III  1/2  freeze,"  and  the  ending  of  that  interim  situa- 
tion simply  returned  health  care  fees  to  the  previously  ex- 
isting (Phase  III)  rules.  Hence  all  the  various  "Phases"  have 
left  medical  price  controls  essentially  unchanged. 

Under  those  control  rules,  a medical  practice  may 
raise  its  fees  only  if  the  proposed  increase  will  satisfy 
all  three  of  the  following  limitations:  (1)  The  increase 
must  not  increase  the  practice's  gross  income  by  more 
than  2.5  percent  per  year.  (2)  The  increase  must  not 
cause  the  practice's  “profit  margin"  to  become  greater 
than  its  “base  period"  profit  margin.  (3)  The  increase 
must  not  be  greater  than  the  increase  in  “allowable 
costs"  (generally  all  practice  expenses)  since  the  last 
fee  increase. 

Determining  whether  any  proposed  fee  increase  meets 
these  limitations  requires  reliable  records.  Many  practices 
unfortunately  do  not  have  the  necessary  information, 
especially  the  careful  counts  as  to  how  often  various  serv- 
ices were  rendered  or  various  specific  fees  were  charged  in  a 
year.  The  stated  need  for  this  material  tends  to  become 
another  reason  for  doctors  to  be  annoyed  by  the  control 
rules,  although  a well-managed  practice  should  not  be  that 
hard  put  to  locate  the  information.  In  some  cases,  I have 
suggested  that  a practice  simply  review  its  day  sheets  or 
other  primary  records  of  three  or  four  typical  test  periods 
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(weeks  or  months)  and  then  project  those  numbers  into  an- 
nual figures. 

Efforts  to  obtain  even  normal  financial  information  are 
also  often  complicated  by  changes  in  the  practice  during  the 
measuring  years.  A doctor  who  has  incorporated  in  the 
middle  of  a year  might,  for  example,  not  be  able  to  show  his 
corporation's  income,  expenses,  or  profit  margin  for  a cal- 
endar year  ending  after  the  incorporation.  Similarly,  one 
would  have  to  consider  which  corporate  expenses  (legal  and 
accounting  fees,  fringe  benefits,  etc.)  are  proper  to  include 
as  expenses  and/or  as  part  of  the  profit  margin  calculations. 
The  same  types  of  questions  arise  simply  if  the  practice 
hires  or  loses  another  employee-doctor,  adds  or  loses  a 
partner,  opens  or  closes  a branch  office,  etc. 

There  are  no  effective  regulations  covering  these  and  un- 


told other  variables.  The  best  one  can  do  is  simply  to  make 
a good  faith  effort  in  realistically  comparing  between  years 
and  projecting  future  years.  In  the  simple  case  of  comparing 
the  profit  margin  of  an  unincorporated  year  with  that  of  a 
later  incorporated  year,  for  example,  I would  at  least  delete 
the  former  partners'  salaries  and  retirement  plan  contribu- 
tions. To  the  extent  these  efforts  at  comparability  are  made 
in  good  faith  on  rational  bases,  I believe  auditing  IRS 
agents  will  accept  them  in  reviewing  a client's  written  jus- 
tifications of  fee  changes. 

The  First  Limit — The  2.5  Percent  Rule.  This  first  rule  is  a 
cumulative  one,  under  which  a practice  which  has  raised  no 
fees  during  1972  or  1973  could  raise  its  fees  by  7.5  percent 
on  January  1,  1974,  if  the  increase  satisfies  the  other  rules 
as  well.  Also,  the  rule  in  no  way  limits  the  amount  which 
any  particular  fee  may  be  increased,  but  is  instead  expressed 
in  terms  of  any  increase's  effect  on  overall  gross  income. 
Thus,  a practice  might  be  able  to  change  those  fees  which  it 
considers  were  previously  "underpriced"  and  still  keep  fees 
at  "whole  dollars"  or  palatable  multiples.  Doctors  can  thus 
avoid,  for  example,  having  to  increase  office  visit  fees  from 
$8  to  $8.60  (7.5  percent). 

In  applying  the  2.5  percent  rule,  one  must  first  determine 
the  number  of  times  each  fee  to  be  increased  will  likely  be 
charged  in  the  projected  year  of  the  increase.  While  not 
technically  accurate,  I believe  this  is  usually  best  deter- 
mined by  counting  the  number  of  times  each  such  fee  was 


charged  in  the  year  just  completed.  Multiplying  this  number 
by  the  amount  of  the  proposed  increase  will  provide  the  ad- 
ditional gross  income  to  be  realized  by  the  change.  It  is  then 
a simple  matter  of  determining  what  percentage  this 
increase  bears  to  the  projected  year's  gross  income  (which  I 
again  prefer  to  determine  by  using  the  year  just  completed) 
and  seeing  if  it  is  more  or  less  than  the  permitted  2.5  per- 
cent per  year — 7.5  percent  on  January  I,  1974,  if  no  prior 
increases  have  occurred. 

The  Second  Limit — The  Profit  Margin  Rule.  This  second 
rule  is  terribly  perplexing  and  is  likely  to  destroy  many 
proposed  increases,  no  matter  how  modest.  It  is  particularly 
restrictive  if  the  practice  has  had  a normal  pattern  of 
growth  over  the  past  five  years. 

In  applying  this  rule,  one  must  first  dredge  up  the  prac- 
tice's income  and  expense  records  for  the  fiscal  years 
starting  all  the  way  back  to  1968.  The  partnership  or  cor- 
porate tax  returns  for  these  years  should  be  sufficient,  for 
they  should  show  the  percentage  which  each  year's  net  in- 
come bears  to  the  year's  gross  receipts.  This  percentage  is 
the  '"profit  margin"  for  each  vear,  from  which  the  highest 
two  years'  ratios  should  then  be  averaged  to  determine  the 
practice's  “base  period  profit  margin." 

The  same  exercise  must  then  be  applied  to  the  projected 
year  of  the  fee  increase — the  next  twelve  months.  Again  for 
safety  and  convenience,  I normally  use  the  same  projected 
gross  income  as  determined  under  the  2.5  percent  rule,  al- 
though the  regulations  permit  realistic  estimates  of  the  gross 
income  for  the  future  period  including,  of  course,  the  addi- 
tional income  to  be  generated  by  the  proposed  fee  increase. 

One  must  similarly  project  the  practice  expenses  for  the 
next  twelve  months.  Here,  too,  I normally  use  the 
completed  year's  expenses  as  a satisfactory  guide;  but.  if 
projecting  ahead  on  income,  then  the  "forward  guessing” 
would  be  appropriate  as  to  expenses.  The  ratio  of  the 
projected  net  profit  (gross  income  less  expenses)  to  the  gross 
income  would  then  become  the  projected  profit  margin.  If 


this  margin  (which  has  obviously  included  the  proposed  fee 
increase)  is  no  greater  than  the  “base  period  profit  margin," 
described  above,  then  the  desired  fee  increase  is  proper 
under  the  second  test. 

The  Third  Limit — The  Allowable  Cost  Rule.  The  final  limi- 
tation is  generally  the  easiest  to  understand  and  apply.  Very 
simply  stated,  the  additional  income  to  be  generated  by  the 
fee  change  must  not  exceed  the  increase  in  costs  and  ex- 
penses since  the  last  time  fees  were  increased,  or  since 
January  1,  1971,  if  later. 

The  regulations  refer  to  “allowable  costs,"  but  essentially 
all  expenses  which  are  “necessary  and  reasonable"  for  tax 
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deduction  purposes  are  "allowable."  If  the  practice  has  been 
incorporated  for  several  of  the  prior  years,  even  proper 
increases  in  the  doctor-shareholder's  salaries  may  ap- 
parently be  taken  into  consideration.  At  any  rate,  I find  that 
this  test  rarely  poses  any  problem  since  inflation  and  prac- 
tice improvements  have  normally  pushed  costs  upward 
rather  steadily. 

An  Oversimplified  Example 

Perhaps  a very  simple  example  will  help  a doctor  under- 
stand how  those  three  rules  should  be  applied  to  a proposed 
fee  increase  slated  for  January  1,  1974.  Its  principles  could 
be  expanded  to  larger  practices  and  groups,  although  the  ex- 
ample is  admittedly  avoiding  the  various  complications 
which  enter  into  many  reviews.  The  example  is  directly 
taken  from  a form  I have  found  useful  in  reviewing  fee 
change  proposals  and  will  hopefully  prove  the  same  for  the 
readers. 


Doctor  A — Fee  Increase  Study 

A.  Fees  to  be  increased  1/1/74 

( 1 )  Lab  tests — increase  of  $2 
per  test  @ 2,000  tests  in 
a year 

(2)  EKG’s— increase  of  $5,  at 
400  in  a year 

(3)  Total  proposed  increase 

B.  2.5  Percent  Limitation 

(1)  Gross  income  for  year  ended 
12/31/73 

(2)  Percentage  of  proposed  increase 
to  gross  income  ($6, 000/$90,000) 

(3)  Allowable  percentage  increase 

(no  prior  increases  since  rules  began) 

(4)  Increase  meets  2.5  percent  limitation. 


C.  Profit  Margin  Limitation 

( 1 ) 1968  Tax  Return 

(a)  Gross  income  $60i000 

(b)  Net  income  $40^000 

(c)  Profit  Margin 

(2)  1969  Tax  Return 

(a)  Gross  income  $70^000 

(b)  Net  income  $44,000 

(c)  Profit  Margin 

(Assume  profit  margins  for  1970. 
1971,  and  1 972  are  lower  for 
convenience) 

(3)  Base  Period  Profit  Margin  (average 
of  highest  two) 

(4)  Gross  income  for  year  ended  12/3  1/73 
plus  proposed  fee  increase 

(5)  Less  1973  expenses 

(6)  1973  income  if  fee  increase 
were  included 

(7)  Projected  profit  margin  (using  actual 

1973  figures)  ($54,000/596,000) 

(8)  Increase  meets  profit  margin  limita- 


66.7% 


62.9% 


64.8% 

$96,000 

42,000 

$54,000 

56.3% 


$4,000 

tions  since  item  (7)  is  less  than 

2,000 

$6,000 

item  (3) 

D.  Allowable  Cost  Limitation 

( 1 ) Expenses  per  1 970  return  (no  fee 
increases  since  then) 

$34,000 

(2)  Expenses  for  year  ended  12/3  1/73 

42,000 

$90,000 

(3)  Increase  in  "allowable  costs" 

$ 8,000 

6%  % 

(4)  Projected  increase  in  gross  income 
from  fee  increase  (from  Part  A) 

$ 6,000 

7.5% 

(5)  Increase  meets  allowable  cost  test 
since  item  (4)  is  less  than 

item  (3). 

PENNSYLVANIA 

MEDICINE 


new  members 


BLAIR  COUNTY: 

Alberto  Manetta,  M.D.,  2700  Eighth  Ave.,  Altoona  16002. 

BUTLER  COUNTY: 

Kamalesh  K.  Sekaran,  M.D.,  416  Union  National  Bank,  Butler 
16001. 

CAMBRIA  COUNTY: 

Michael  R.  Bartos,  M.D.,  1086  Franklin  St.,  Johnstown  15905. 
Edgar  B.  Billowitz,  M.D.,  1086  Franklin  St.,  Johnstown  15905. 
Sally  M.  Dick,  M.D.,  1003  Eisenhower  Blvd.,  Johnstown  15904. 
Marian  Garcia,  M.D.,  1086  Franklin  St.,  Johnstown  15905. 

David  W.  Kabel,  M.D.,  1086  Franklin  St.,  Johnstown  15905. 
Robert  J.  Luther,  M.D.,  McCaully  Hall,  Mercy  Hospital,  Johns- 
town 1 5905. 

Ali  M.  Samii,  M.D.,  2838  Bedford  St.,  Johnstown  15904. 

Harvey  J.  Schiller,  M.D.,  1 722  Goucher  St.,  Johnstown  1 5905. 
John  J.  Seeber,  M.D.,  913  St.  Clair  Rd.,  Johnstown  15901. 

Asok  K.  Sinha,  M.D.,  1086  Franklin  St.,  Johnstown  15905. 
Gregory  T.  Sobczak,  M.D.,  106  Canbridge  Rd.,  Johnstown 
15905. 

Warren  M.  Wilkins,  M.D.,  503  Indiana  St.,  Johnstown  15905. 


CHESTER  COUNTY: 

A.  Rosemary  Spicer,  M.D.,  340  Sharpless  St.,  West  Chester 
19380. 

CLEARFIELD  COUNTY: 

Carmela  S.  Lugue,  M.D.,  914  S.  Second  St.,  Clearfield  16830. 

COLUMBIA  COUNTY: 

Emil  L.  Harasym,  Jr.,  M.D.,  398  Market  St.,  Bloomsburg  17815. 

CUMBERLAND  COUNTY: 

Herbert  C.  Perlman,  M.D.,  1104  Fleetwood  Dr.,  Carlisle  17013. 

FAYETTE  COUNTY: 

Prakorb  Isariyawohgse,  M.D.,  1618  S.  Pittsburgh  St.,  Connells- 
ville  15425. 

Kishor  E.  Joshi,  M.D.,  Uniontown  Hospital,  Uniontown  15401. 

VENANGO  COUNTY: 

Young  Chung  Fan,  M.D.,  322  W.  Main  St.,  Titusville  16354. 
Blessing  Homily,  M.D.,  201  W.  Main  St.,  Titusville  16354. 
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AMA  president  to  House  of  Delegates 


'You  can  help  to  spread  the  message’ 


Pennsylvania’s  Russell  B.  Roth,  M.D.,  currently  president  of  the  American 
Medical  Association,  delivered  the  following  address  at  the  recently 
concluded  annual  session  of  the  State  Society’s  House  of  Delegates. 


“Mr.  Speaker,  old  friends  and  new 
friends.  1 recognize  that  you  are  the 
faithful.  You  wouldn't  be  here  if  you 
weren't,  and  I am  not  about  to  make 
an  evangelistic  speech  in  respect  to  the 
virtues  and  benefits  of  the  AMA  and 
membership  in  it.  I do  want  to  take  the 
(short  time  that  has  been  made  avail- 
able to  me  to  discuss  with  you  some  at- 
titudes toward  organized  medicine  that 
may  not  have  impinged  on  you,  and 
which  you  may  possibly  want  to  carry 
back  to  your  constituents. 

I have  become  convinced  that  there 
is  an  immense  importance  in  or- 
ganized medicine,  primarily  to  the 
public  and  secondarily  to  our  profes- 
sion. Many  of  you  have  heard  me  talk 
at  some  length  about  the  broad  societal 
obligations  of  our  profession  which  we 
all  share.  These  responsibilities  and 
obligations  have  to  be  discharged  by 
someone.  They  exceed  the  capacity  of 
the  individual  physician  and  can  only 
i be  met  by  physicians  collectively  in  or- 
; ganizations  constructed  to  do  the  job. 
These  broad  societal  obligations  of 
which  I speak  encompass  the  full  range 
of  education  in  medicine  at  the  under- 
graduate and  graduate  levels,  in  the  de- 


velopment of  specialists,  in  continuing 
medical  education,  in  education  for 
paramedical  and  physicians'  assistants, 
and  in  the  education  of  the  public.  They 
include  the  upholding  of  the  standards 
and  the  development  of  the  facilities  for 
educational  use.  Our  responsibility  ex- 
tends to  the  suppression  of  quackery  in 
the  public's  interest  and  on  through  a 
study  of  the  need  in  our  communities 
for  adequate  facilities  without  overlaps 
or  gaps  and  the  recruiting  of  appropri- 
ate kinds  of  manpower.  It  extends  to  the 
control  of  costs  and  expenditures  to  the 
end  that  a dollar  spent  in  medical  serv- 
ice shall  be  well  spent,  and  most  impor- 
tantly it  extends  itself  to  an  analysis  and 
understanding  of  legislative  proposals. 

There  were  2,400-plus  legislative 
proposals  introduced  in  the  last  Feder- 
al Congress.  Somebody  had  to  sort  out 
the  good,  which  deserve  support,  from 
the  bad.  which  deserve  opposition. 
This  is  one  major  function  of  or- 
ganized medicine.  This  is  one  service  it 
provides  for  our  society.  This  is  one  of 
the  obligations  of  our  profession  which 
medical  organizations  discharge. 

The  individual  physician,  if  he  has 
any  respect  for  his  professionalism  and 


wishes  to  preserve  his  freedom,  is  being 
well  served  by  organized  medicine, 
whether  he  belongs  or  not.  If  he  does 
not  belong,  it  seems  to  me  as  a “free 
rider"  he  needs  some  education.  If  he  is 
not  willing  to  contribute  his  time  or  his 
talents  in  the  efforts  to  preserve  profes- 
sionalism and  freedom,  then  perhaps 
the  least  he  should  be  expected  to  do  is 
support  with  his  dues  those  who  are 
willing  to  do  these  things,  and  you  are 
representative  of  the  latter  group. 

That  is  why  I'm  happy  that  you 
have  taken  under  consideration  unified 
membership.  I used  to  feel  that  those 
who  didn't  want  to  belong  to  my  club 
shouldn't  be  coerced,  and  I still  feel 
this  way  except  that  the  cut-off  period 
should  be  right  at  the  beginning. 
Belong  or  don't  belong.  I look  upon  it 
as  being  somewhat  akin  to  thinking 
that  one  can  be  a loyal  tax-paying  citi- 
zen of  Erie,  Pennsylvania,  and  Erie 
County,  and  perhaps  even  of  the  state 
of  Pennsylvania  without  reaping  the 
benefits  of  being  a citizen  of  the  Unit- 
ed States.  If  one  could  avoid  paying 
taxes  at  that  level  it  might  be  an  attrac- 
tive idea  but  I think  it  is  an  indefen- 
sible position.  So,  I'm  glad  you're 
studying  unified  membership.  1 am 
sorry  it  was  presented  to  you  in  a way 
that  buried  it  with  three  other  mem- 
bership considerations  so  that  you 
found  yourself  confused.  I hope  that 
the  next  time  around  it  will  be  brought 
out  in  crystal  clarity  with  all  the  facts 
to  show  that  unified  membership  has 
been  good  in  California  and  has  been 
good  in  Illinois.  It  was  somewhat  of  a 
disaster  when  they  dropped  it  in  New 
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York  State.  You  will  have  all  of  these 
figures  and  you  may  decide  how  willing 
you  are  to  split  up  the  package  and 
allow  people  to  go  part  way. 

The  AMA  is  increasing  in  stature 
and  is  serving  all  physicians.  Let  me 
give  you  some  illustrations  to  show 
that  the  AMA  is  serving  all  physicians 
and  not  just  its  members.  Members  re- 
ceive benefits  such  as  the  magazines 
which  they  may  not  choose  to  read, 
the  meetings  which  they  may  not 
choose  to  attend,  and  the  insurance 
which  they  may  not  choose  to  buy. 
These  are  the  least  important  among 
the  benefits  of  organized  medicine. 
The  greater  benefits  are  being  heaped 
upon  those  of  your  colleagues  who 
haven't  chosen  to  join  your  club. 

Everybody  * has  learned  about 
Medicare  and  Medicaid.  Most  people 
have  now  developed  some  kind  of  an 
awareness  about  PSRO,  the  overall 
subject  of  National  Health  Insurance, 
and  the  development  of  HMOs.  But  it 
may  really  surprise  you  if  I suggest 
that  these  are  not  the  imminent,  im- 
portant threats  to  the  way  we  have 
been  practicing  medicine  and  the  way 
we  may  have  to  practice  it  in  the  fu- 
ture. I suggest  that  there  are  other 
things  of  low  visibility  that  haven't  had 
a lot  of  attention  paid  to  them.  Let  me 
pick  out  one  small  example  first.  Are 
you  aware  of  the  fact  that  there  was, 
from  the  Bureau  of  Health  Insurance, 
an  intermediary  letter  prepared  to  be 
sent  out  to  become  effective  July  1, 
1973  which,  depending  on  the  authori- 
ty of  a small  section  of  HR  1 passed  by 
the  last  Congress,  would  have  man- 
dated preadmission  screening  for  hos- 
pital admissions  for  all  patients?  This 
would  have  anticipated  PSRO  and 
would  have  mandated  many  of  the 
functions  of  PSROs  without  any 
preparation.  It  took  the  joint  action  of 
the  American  Medical  Association  and 
the  American  Hospital  Association  to 
have  that  letter  withdrawn.  There  is  no 
current  suggestion  that  it  will  be 
replaced.  Officials  probably  will  wait 
for  PSRO  developments  instead  of 
using  this  arbitrary  intermediary  letter 
approach. 

Let  me  give  a more  significant  ex- 
ample. This  one  was  proceeding 
through  the  regulatory  process  and  all 
the  regulations  were  formulated.  It  was 
in  printed  form  and  it  too  was  sup- 
posed to  become  effective  July  1,  1973 


under  the  innocuous  heading  of  com- 
pensation of  physicians  in  the  teaching 
setting.  You  may  think  this  isn't  im- 
portant to  you.  but  if  you  take  care  of 
your  patients  in  a hospital  which  has 
an  approved  internship  or  even  one 
approved  residency  program,  you 
would  be  in  the  redefined  teaching  set- 
ting, according  to  these  regulations. 
The  regulations  go  on  to  mandate  what 
I would  consider  to  be  a 180  degree 
turn  from  the  original  Congressional 
intent  in  Medicare,  which,  as  I read 
Congressional  testimony,  seemed  to 
me  to  be  saying  that  we  were  trying  to 
eliminate  two  levels  of  care,  one  for 
the  poor  and  one  for  the  rich.  We  were 
trying  to  get  a single  level  of  care 
available  for  everybody.  These  regula- 
tions would  mandate  a division  of  all 
patients  into  private  or  non-private  pa- 
tients, and  that  designation  of 
■ private"  or  •'non-private"  would  not 
depend  on  whether  you  think  of  this 
patient  as  being  your  private  patient  or 
what  your  financial  arrangements  with 
him  really  are.  It  would  be  mandated 
by  the  portion  of  the  hospital  in  which 
he  receives  his  care  and  the  involve- 
ment of  house  staff  in  the  provision  of 
and  responsibility  for  his  care.  There 
are  fascinating  provisions  which  also 
relate  to  your  billing  procedures  in  re- 
spect to  deductibles  and  co-insurance, 
the  extent  to  which  you  do  bill  these, 
and  the  extent  to  which  you  do  collect 
them.  The  agents  of  the  intermedi- 
aries or  the  government  would  be  per- 
mitted to  go  into  your  office  and  look 
not  only  at  your  medical  records,  but 
at  your  books,  in  order  to  make  these 
determinations.  I think  this  is  more  of 
a threat  to  you  than  what  may  happen 
a few  years  hence  with  PSRO  or  what 
may  happen  in  the  area  of  national 
health  insurance. 

You  have  not  been  under  this  pro- 
gram for  the  last  three  and  one-half 
months  only  because  the  AMA.  the 
Association  of  American  Medical 
Colleges,  and  the  American  Hospital 
Association  first  learned  of  this  thing 
on  a Wednesday,  hit  the  panic  button, 
had  an  emergency  meeting  on 
Thursday,  landed  in  Secretary  Wein- 
berger's office  on  Friday,  and  got  a 
cease  and  desist  order  on  it.  It  is  not 
lost,  not  defeated,  not  in  limbo,  but  it 
has  been  slowed  down  and  it  is  going 
through  the  normal  route  of  publica- 
tion in  the  Federal  Register  with  time 


to  file  demurrers  and  handle  it  in  the 
best  fashion  we  can.  We  hope  to  stay 
on  top  of  it. 

Let  me  briefly  suggest  two  other  im- 
portant happenings  that  may  not  have 
been  too  visible.  You  know  about 
them  but  you  haven't  thought  perhaps 
about  their  implication.  The  Medicare 
Law  has  been  changed  in  two  respects 
regarding  eligibility.  It  used  to  be  a 
program  for  those  over  sixty-five.  Then 
Congress  added  eligibility  for  those 
who  are  disabled  under  Social  Security 
Administration  definitions.  Next 
Congress  went  off  on  a completely  new 
tack.  Eligibility  can  now  be  established 
by  a categorical  disease.  As  you  know, 
end  stage  renal  disease  has  been  added 
to  the  Medicare  program.  Anybody 
requiring  dialysis  or  transplant  be- 
comes eligible  for  Medicare  benefits 
regardless  of  age  and  regardless  of  fi- 
nancial circumstances.  Our  nephrolo- 
gists across  the  country  worked  hard  in 
behalf  of  this  change  in  the  law,  but 
now  they  are  somewhat  in  disarray.  In 
the  implementation  of  the  law  we  are 
operating  under  a temporary  extension 
of  the  old  pattern  of  paying  physicians, 
but  the  regulations  which  are  proposed 
for  paying  for  this  medical  care  would 
include  payments  to  physicians  as  part 
of  institutional  overhead  and  would 
eliminate  fee  for  service,  would  elimi- 
nate the  'usual,  customary,  and  rea- 
sonable," and  would  simply  put  it  in  as 
a part  of  institutional  fee  for  service. 

There  was  internal  warfare  among 
the  nephrologists  on  this  subject;  and 
the  AMA  has.  I think,  acted  effectively 
to  get  a consolidated  position,  to  slow 
down  these  regulations,  and  hopefully 
to  make  some  sense,  because  the  hand- 
writing is  on  the  wall.  If  the  track 
record  in  government  can  be  relied  on, 
then  end  stage  renal  disease  must  be 
only  the  first.  It's  anybody’s  guess  what 
comes  next.  My  guess  would  be  stroke 
because  it  is  a long-continued  illness,  it 
is  expensive,  and  it  requires  long-term 
mangement.  Then  you  may  see  added 
various  neurological  diseases,  cancer, 
and  so  on  down  the  line. 

These  are  ways  in  which  the  AMA 
is  working  in  behalf  of  all  physicians 
whether  they  pay  dues  or  not.  I think 
tew  of  them  are  thankful  for  it, 
because  they  don't  know  about  it.  I 
suggest  that  this  is  the  kind  of  evange- 
lism which  may  be  needed.  Perhaps 
you  can  help  to  spread  the  message.” 
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Who  knows  what  evil  luffcs  in 
the  mucous  membranes? 


Each  Spansule'- (brand  of  sustained  release 
capsule)  contains  8 mg.  of  Teldrin*( brand  of 
chlorpheniramine  maleate);  50  mg.  of  phenyl- 
propanolamine hydrochloride;  and  2.5  mg.  of 
isopropamide,  as  the  iodide. 

Knows  the  public’s  enemies— nasal 
congestion,  runny  nose,  sneezing, 
watery  eyes. 

Knows  what  to  do  about  them  too. 

All  through  the  dark  night  of  upper 
respiratory  difficulty,  while  ordinary 
cold  remedies  wear  off,  the  decon- 
gestant, antihistamine,  and  drying 
agent  in  ‘Ornade  fight  the  never-ending 
battle  for  comfort,  symptomatic  relief, 
and  free  airways. 

Ornade®.  Why  not  let  it  help  fight  your 
patient's  cold  war. 

Before  prescribing,  see  complete  prescribing  information 
in  SK&F  literature  or  PDR 

Indications:  Upper  respiratory  congestion  and  hyper- 
secretion associated  with:  the  common  cold;  acute  and 
chronic  sinusitis;  vasomotor  rhinitis;  allergic  rhinitis  (hay 
fever,  "rose  fever,"  etc. ). 

Contraindications:  Hypersensitivity  to  any  component; 
concurrent  MAO  inhibitor  therapy;  severe  hypertension; 
bronchial  asthma;  coronary  artery  disease;  stenosing 
peptic  ulcer;  pvloroduodenal  or  bladder  neck  obstruction. 
Children  uncler  6. 

Warnings:  Caution  patients  about  activities  requiring 
alertness  (e  g.,  operating  vehicles  or  machinery).  Warn 
patients  of  possible  additive  effects  with  alcohol  and  other 
CNS  depressants. 

Usage  in  Pregnancy:  In  pregnancy,  nursing  mothers  and 
women  who  might  bear  children,  weigh  potential  benefits 
against  hazards.  Inhibition  of  lactation  may  occur. 

Effect  on  PBI  Determination  and /‘31  Uptake:  Isopropamide 
iodide  may  alter  PBI  test  results  and  will  suppress  I'31 
uptake.  Substitute  thyroid  tests  unaffected  by  exogenous 
iodides. 

Precautions:  Use  cautiously  in  persons  with  cardiovas- 
cular disease,  glaucoma,  prostatic  hypertrophy, 
hyperthyroidism 

Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness;  or  insomnia.  Also,  nausea, 
vomiting,  epigastric  distress,  diarrhea,  rash,  dizziness, 
weakness,  chest  tightness,  angina  pain,  abdominal  pain, 
irritability,  palpitation,  headache,  incoordination,  tremor, 
dysuria,  difficulty  in  urination,  thrombocytopenia, 
leukopenia,  convulsions,  hypertension,  hypotension, 
anorexia,  constipation,  visual  disturbances,  iodine 
toxicity  (acne,  parotitis). 

Supplied:  Bottles  of  50  capsules 

SK&F  Smith  Kline  & French  Laboratories 


How  to  better  achieve  a smooth  "pill'Vesponse  •• 

A blueprint  for  introducir 

I.  If  one  "pill"  were  right  for 
every  woman,  we'd  make  it. 


Patient  need  for  contraception 
Medical  history,  physical  examination 

Past  pill  experience 

m 

i r 
i i 

i i 

Known  special  hormonal  needs 


hepilftoyour  patient 


Demulen,  3.  If  your  patient  requires 

a 50-mcg.  a different  hormonal  balance- 

1 low-estrogen"  pill,  temporarily  or  for  the 
is  a logical  long  term- 

first  choice.  Searle  offers  you  alternatives. 


-or  a "standard" 
50-mcg.  start 


Demulen 

available  in  21-  and  28-pill  schedules, 
ach  white  tablet  contains:  ethynodiol 
liacetate  1 mg. /ethinyl  estradiol  50  meg. 
ach  pink  tablet  in  Demulen-28®  is  a 
'lacebo,  containing  no  active  ingredients. 


\ moderately 
jrogestogen-dominant 
:ombination  with  low 
estrogenic  activity.* 


SEARLE 


Product  of  Searle  & Co. 
San  Juan.  Puerto  Rico  00936 


■^1 


When  slightly  more 
estrogenic  activity  is 
indicated 

Ovulen 

Available  in  20-,  21-  and  28-pill  schedules. 
Each  white  tablet  contains:  ethynodiol 
diacetate  1 mg./mestranol  0.1  mg. 

Each  pink  tablet  in  Ovulen-28"  is  a placebo 
containing  no  active  ingredients. 

A centrally  balanced 

estrogen/progestogen 

combination.* 


k- 


SEARLE 


Product  of  Searle  A Co. 
San  Juan.  Puerto  Rico  00936 


For  the  woman  who 
clearly  needs  more 
estrogen  or  is  sensitive 
to  other  progestagens 

Enovid-E 

Available  in  20-  and  21-pill  schedules. 

Each  tablet  contains:  norethynodrel  2.5 
mg.  mestranol  0.1  mg. 

An  estrogen-dominant 
combination  with  no 
androgenic  activity* 


SEARLE 


Product  of  Searle  Laboratories 

Division  of  G 0 Searle  & Co 
Box  5110,  Chicago.  Illinois  60680 

Where  "The  Pill" Began 


* 


J 


Note  Oral  contraceptives  are  complex  medications  As  with  all  medications  they  should 
be  prescribed  with  discriminating  care,  and  only  after  reference  to  lull  prescribing  information. 


If  one'pilfwere  right  for  every  woman,  we'd  make  it. 


Ovulen®  Available  in  20-,  21-  and  28-pill  schedules 

Each  white  tablet  contains:  ethynodiol  diacetate  1 mg./mestranol  0.1  mg. 
Each  pink  tablet  in  Ovulen-28®  is  a placebo,  containing  no  active 
ingredients. 

Demulen®  Available  in  21-  and  28-pill  schedules 

Each  white  tablet  contains:  ethynodiol  diacetate  1 mg. /ethinyl  estradiol 
50  meg. 

Each  pink  tablet  in  Demulen-28®  is  a placebo,  containing  no  active 
ingredients. 

Actions— Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhib- 
iting the  output  of  gonadotropins  from  the  pituitary  gland.  Ovulen 
and  Demulen  depress  the  output  of  both  the  follicle-stimulating 
hormone  (FSH)  and  the  luteinizing  hormone  (LH). 

Special  note— Oral  contraceptives  have  been  marketed  in  the 
United  States  since  1960.  Reported  pregnancy  rates  vary  from 
product  to  product.  The  effectiveness  of  the  sequential  products 
appears  to  be  somewhat  lower  than  that  of  the  combination  prod- 
ucts. Both  types  provide  almost  completely  effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the 
use  of  hormonal  contraceptives  has  now  been  shown  in  studies  con- 
ducted in  both  Great  Britain  and  the  United  States.  Other  risks,  such 
as  those  of  elevated  blood  pressure,  liver  disease  and  reduced  tol- 
erance to  carbohydrates,  have  not  been  quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estro- 
gens in  subprimats  animal  species  in  multiples  of  the  human  dose 
increases  the  frequency  of  some  animal  carcinomas.  These  data 
cannot  be  transposed  directly  to  man.  The  possible  carcinogenicity 
due  to  the  estrogens  can  be  neither  affirmed  nor  refuted  at  this 
time.  Close  clinical  surveillance  of  all  women  taking  oral  contracep- 
tives must  be  continued. 

Indication— Ovulen  and  Demulen  are  indicated  for  oral  contra- 
ception. 

Contraindications— Patients  with  thrombophlebitis,  thromboem- 
bolic disorders,  cerebral  apoplexy  or  a past  history  of  these  condi- 
tions, markedly  impaired  liver  function,  known  or  suspected  car- 
cinoma of  the  breast,  known  or  suspected  estrogen-dependent 
neoplasia  and  undiagnosed  abnormal  genital  bleeding. 

Warnings— The  physician  should  be  alert  to  the  earliest  manifes- 
tations of  thrombotic  disorders  (thrombophlebitis,  cerebrovascular 
disorders,  pulmonary  embolism  and  retinal  thrombosis).  Should 
any  of  these  occur  or  be  suspected  the  drug  should  be  discon- 
tinued immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in 
Great  Britain  and  studies  of  morbidity  in  the  United  States  have 
shown  a statistically  significant  association  between  thrombophle- 
bitis, pulmonary  embolism,  and  cerebral  thrombosis  and  embo- 
lism and  the  use  of  oral  contraceptives.  There  have  been  three 
principal  studies  in  Britain'-3  leading  to  this  conclusion,  and  one' 
in  the  United  States.  The  estimate  of  the  relative  risk  of  thrombo- 
embolism in  the  study  by  Vessey  and  Doll3  was  about  sevenfold, 
while  Sartwell  and  associates'  in  the  United  States  found  a relative 
risk  of  4.4,  meaning  that  the  users  are  several  times  as  likely  to 
undergo  thromboembolic  disease  without  evident  cause  as  non- 
users. The  American  study  also  indicated  that  the  risk  did  not  per- 
sist after  discontinuation  of  administration  and  that  it  was  not 
enhanced  by  long-continued  administration.  The  American  study 
was  not  designed  to  evaluate  a difference  between  products.  How- 
ever, the  study  suggested  that  there  might  be  an  increased  risk  of 
thromboembolic  disease  in  users  of  sequential  products.  This  risk 
cannot  be  quantitated,  and  further  studies  to  confirm  this  finding 
are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden 
partial  or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of 
proptosis,  diplopia  or  migraine.  If  examination  reveals  papilledema 
or  retinal  vascular  lesions  medication  should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not 
been  demonstrated,  it  is  recommended  that  for  any  patient  who 
has  missed  two  consecutive  periods  pregnancy  should  be  ruled  out 
before  continuing  the  contraceptive  regimen.  If  the  patient  has  not 
adhered  to  the  prescribed  schedule  the  possibility  of  pregnancy 
should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives 
has  been  identified  in  the  milk  of  mothers  receiving  these  drugs. 
The  long-range  effect  to  the  nursing  infant  cannot  be  determined 
at  this  time. 

Precautions— The  pretreatment  and  periodic  physical  examina- 
tions should  include  special  reference  to  the  breasts  and  pelvic 
organs,  including  a Papanicolaou  smear  since  estrogens  have  been 
known  to  produce  tumors,  some  of  them  malignant,  in  five  species 
of  subprimate  animals.  Endocrine  and  possibly  liver  function  tests 
may  be  affected  by  treatment  with  Ovulen  or  Demulen.  Therefore, 
if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen, 
it  is  recommended  that  they  be  repeated  after  the  drug  has  been 
withdrawn  for  two  months.  Under  the  influence  of  progestogen- 
estrogen  preparations  preexisting  uterine  fibromyomas  may  in- 
crease in  size.  Because  these  agents  may  cause  some  degree  of 


fluid  retention,  conditions  which  might  be  influenced  by  this  factor 
such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction 
require  careful  observation.  In  breakthrough  bleeding,  and  in  al 
cases  of  irregular  bleeding  per  vaginam,  nonfunctional  causes 
should  be  borne  in  mind.  In  undiagnosed  bleeding  per  vaginarr 
adequate  diagnostic  measures  are  indicated.  Patients  with  a his 
tory  of  psychic  depression  should  be  carefully  observed  and  ths 
drug  discontinued  if  the  depression  recurs  to  a serious  degree.  An) 
possible  influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pitu 
itary,  ovarian,  adrenal,  hepatic  or  uterine  function  awaits  furthei 
study.  A decrease  in  glucose  tolerance  has  been  observed  in  a sig 
nificant  percentage  of  patients  on  oral  contraceptives.  The  mech 
anism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  patient: 
should  be  carefully  observed  while  receiving  Ovulen  or  Demuler 
therapy.  The  age  of  the  patient  constitutes  no  absolute  limiting  fac 
tor,  although  treatment  with  Ovulen  or  Demulen  may  mask  the 
onset  of  the  climacteric.  The  pathologist  should  be  advised  o 
Ovulen  or  Demulen  therapy  when  relevant  specimens  are  submit 
ted.  Susceptible  women  may  experience  an  increase  in  blood  pres 
sure  following  administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contracep 
tives— A statistically  significant  association  has  been  demonstrate: 
between  use  of  oral  contraceptives  and  the  following  serious  ad 
verse  reactions:  thrombophlebitis,  pulmonary  embolism  and  cere 
bral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  sue! 
a relationship  has  been  neither  confirmed  nor  refuted  for  the  fol 
lowing  serious  adverse  reactions:  neuro-ocular  lesions,  e.g.,  retina 
thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patient: 
receiving  oral  contraceptives:  nausea,  vomiting,  gastrointestina 
symptoms  (such  as  abdominal  cramps  and  bloating),  breakthrougl 
bleeding,  spotting,  change  in  menstrual  flow,  amenorrhea  during 
and  after  treatment,  edema,  chloasma  or  melasma,  breast  change: 
(tenderness,  enlargement  and  secretion),  change  in  weight  (in 
crease  or  decrease),  changes  in  cervical  erosion  and  cervical  secre 
tions,  suppression  of  lactation  when  given  immediately  post  partum 
cholestatic  jaundice,  migraine,  rash  (allergic),  rise  in  blood  pres 
sure  in  susceptible  individuals  and  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  ir 
users  of  oral  contraceptives,  an  association  has  been  neither  con 
firmed  nor  refuted:  anovulation  post  treatment,  premenstrual-likc 
syndrome,  changes  in  libido,  changes  in  appetite,  cystitis-like  syn 
drome,  headache,  nervousness,  dizziness,  fatigue,  backache,  hir 
sutism,  loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum 
hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  ora 
contraceptives:  hepatic  function:  increased  sulfobromophthalein  re 
tention  and  other  tests;  coagulation  tests:  increase  in  prothrombin 
Factors  VII,  VIII,  IX  and  X;  thyroid  function:  increase  in  PBI  anc 
butanol  extractable  protein  bound  iodine,  and  decrease  in  T3  up 
take  values;  metyrapone  test  and  pregnanediol  determination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Con 
traception  and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract 
13: 267-279  (May)  1967.  2.  Inman,  W.  H.  W.,  and  Vessey,  M.  P.:  In 
vestigation  of  Deaths  from  Pulmonary,  Coronary,  and  Cerebra 
Thrombosis  and  Embolism  in  Women  of  Child-Bearing  Age,  Brit 
Med.  J.  2:193-199  (April  27)  1968.  3.  Vessey,  M.  P.,  and  Doll,  R. 
Investigation  of  Relation  Between  Use  of  Oral  Contraceptives  anc 
Thromboembolic  Disease.  A Further  Report,  Brit.  Med.  J.  2:651-65) 
(June  14)  1969.  4.  Sartwell.  P.  E.;  Masi,  A.  T.;  Arthes,  F.  G.;  Greene 
G.  R.,  and  Smith,  H.  E.:  Thromboembolism  and  Oral  Contracep 
tives:  An  Epidemiologic  Case-Control  Study,  Amer.  J.  Epidem 
90:365-380  (Nov.)  1969. 
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Enovid-E®  Now  available  in  the  21-pill  schedule  in 
refillable  Compack®  and  three-cycle  Triopak™ 

Each  tablet  contains:  norethynodrel  2.5  mg./mestranol  0.1  mg. 

Actions— Enovid-E  acts  to  prevent  ovulation  by  inhibiting  the  out 
put  of  gonadotropins  from  the  pituitary  gland.  Enovid-E  depresses 
the  output  of  both  the  follicle-stimulating  hormone  (FSH)  and  the 
luteinizing  hormone  (LH). 

Indication— Enovid-E  is  indicated  for  oral  contraception. 

The  Special  Note,  Contraindications,  Warnings,  Precautions  anc 
Adverse  Reactions  listed  above  for  Ovulen  and  Demulen  are  appli 
cable  to  Enovid-E  and  should  be  observed  when  prescribing  Enovid-E. 
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brand  of  norethynodrel  with  mestranol 
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Introducing  the  first  annual  medal 
to  commemorate  the  healing  arts . . . 


MEDICINE  1974  a limited  edition 


medal  size 
is  3 inches  in 


diameter 


Original  design  by  English 
sculptor  Michael  Hibbit. 

A unique  opportunity  to 
begin  a collection  of  annual 
medals  commemorating 
the  healing  arts.  Strictly 
limited  edition  . . . offered 
throughout  the  world,  yet 
only  1 ,500  in  solid  sterling 
silver  and  just  150  24K 
gold  electroplate  over  1 4K 
gold  filled  medals  will  be 
minted.  Each  medal  will  * 


be  individually  edge 
numbered  and  hallmarked. 

Handsome  easel  case 
allows  display  of  this  rare 
collector’s  item.  Medal 
makes  an  ideal  presentation 
to  your  medical  society, 
physician  guest  speaker, 
or  a “thank  you"  to  an 
associate. 

Orders  postmarked  on  or 
before  December  1 , 1 973 
will  be  delivered  in  time  for 


holiday  giving.  Limited  to 
one  medal  per  subscriber. 
Silver  medal  is  $90.00. 

Gold  medal  is  $380.00. 
Remittance  must 
accompany  order.  Illinois 
residents  add  5%  sales  tax. 
Prices  are  guaranteed  until 
January  1 , 1 974  even  if  the 
price  of  silver  and  gold 
increases. 
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Urinary  tract  infection  in  children 


It  is  estimated  that  10  percent  of  all  newborns  harbor  a genitourinary  anomaly.  It  is  impera- 
tive that  those  anomalies  of  pathological  significance  be  diagnosed  early  in  life  and  cor- 
rected. Urinary  tract  infection  should  not  be  dismissed  without  complete  evaluation 
including  routine  urinalysis,  urine  culture,  IVP,  voiding  cystourethrogram,  and  when  in- 
dicated, cystourethroscopy. 


EDGAR  J.  SANFORD,  M.D. 
THOMAS  J.  ROHNER,  JR.,  M.D. 

Hershey 


CHRONIC  disease  in  any  organ 
system  presents  the  physician 
with  his  most  frustrating  challenge. 
Clearly,  prevention  of  the  disease 
process  offers  the  greatest  opportunity 
for  control.  In  perhaps  no  other  organ 
system  is  chronic  disease  more  preven- 
table than  in  the  urinary  tract.  Modern 
advances  in  diagnostic  techniques,  sur- 
gical techniques,  chemotherapy,  and 
most  importantly  the  awareness  of  the 
prevalence  of  urinary  tract  disease  by 
the  family  physician,  pediatrician,  in- 
ternist, and  urologist  have  made 
prevention,  control,  and  cure  of 
urinary  tract  disease  one  of  the  most 
satisfying  aspects  of  clinical  medicine. 

Urinary  tract  infection  in  the  child 
is  the  most  frequent  herald  of  un- 
derlying structural  or  functional 
urinary  tract  abnormalities  which  can 
lead  to  progressive  renal  disease  in 
later  life.  The  incidence  of  urinary 
tract  infection  in  children  in  general 
practice  has  been  estimated  as  5.8  per 
thousand  individuals  at  risk  in  the 
birth  to  four  years  age  range  and  2.1 
per  thousand  at  risk  in  the  five  to  nine 
years  age  range.  Of  those  presenting 
with  urinary  tract  infection  it  has  been 
found  that  50  percent1  will  harbor 
functional  and  structural  abnormality. 

The  spectrum  of  symptoms  which 
the  child  may  present  with  is  legion.  In 
the  infant,  these  include  failure  to 


thrive,  intractable  diaper  rash,  recur- 
rent unexplained  fevers,  abdominal 
pain,  and  foul-smelling  urine.  The 
older  child  may  describe  painful  urina- 
tion, frequency,  daytime  dribbling, 
and  abdominal  or  flank  pain.  Enuresis 
is  not  uncommonly  the  presenting 
complaint.  More  frequently,  difficulty 
in  controlling  the  urine  occurring  after 
the  child  had  been  previously  toilet- 
trained  will  bring  urinary  tract  disease 
to  the  attention  of  the  parent  or 
physician.  Unfortunately,  chronic 
urinary  tract  infection  may  be  totally 
asymptomatic — to  be  discovered  only 
by  routine  urinalysis. 

Physical  examination  may  reveal  an 
abdominal  mass  representing  a dis- 
tended bladder  or  hydronephrosis.  Ex- 
amination of  the  genitalia  may  offer 
clues,  i.e.  a higher  incidence  of  upper 
urinary  tract  anomalies  are  found  in 
patients  with  hypospadias  and  undes- 
cended testes.  Routine  urinalysis 
including  microscopic  examination  of 
the  spun  sediment  is  an  essential  part 
of  any  complete  examination  in  the  pe- 
diatric age  group.  The  finding  of  more 
than  5 WBC/HPF  can  be  considered 
pyuria  and  suggests  the  presence  of  in- 
fection or  a poorly  draining  urinary 
tract.  The  finding  of  pyuria,  bac- 
teriuria,  and  unexplained  urinary  tract 
symptoms  should  be  followed  by  a 
routine  urine  culture  and  colony 


count.  Urine  culture  and  colony 
counts  are  not  necessary  as  part  of  a 
routine  examination  in  the  absence  of 
pyuria  or  microscopic  bacteriuria. 

In  the  infant,  specimens  can  be  ob- 
tained through  the  use  of  a commer- 
cially available  disposable  bag  which 
can  easily  be  applied  over  the 
genitalia.*  Clean  voided  specimens  in 
the  older  child  are  adequate.  Supra- 
pubic needle  aspiration  may  also  be 
used.  In  voided  specimens,  bacterial 
colony  counts  of  greater  than  100,000 
col/ml  must  be  considered  as  evidence 
of  infection.  Pure  cultures  of  common 
urinary  tract  pathogens  such  as  E.  coli. 
Proteus,  or  Klebsiella  should  be  con- 
sidered highly  suspicious  of  infection 
even  in  colony  counts  of  less  than 
100,000  col/ml.  Treatment  may  be  ini- 
tially instituted  with  sulfonamides,  ni- 
trofurantoin, or  ampicillin  while 
awaiting  the  results  of  colony  count 
and  sensitivity  testing.  Tetracyclines 
are  not  recommended  in  the  pediatric 
age  group  because  of  dental  staining 
associated  with  their  usage.  A ten  day 
course  of  antibiotic  is  usually  suf- 
ficient in  an  initial  uncomplicated  in- 
fection. When  the  symptoms  of  infec- 
tion subside  and  the  microscopic 

* Bardic  TINK-COL,  Pediatric  Urine 
Collector,  Male  or  Female,  (C.R.  Bard, 
Inc.,  Murray  Hill,  N.  J.  07974) 
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TABLE  I 

I.  Kidney  - Ureteropelvic  Junction  Obstruction 

A.  bands  and  vessels 

B.  intrinsic  stricture 

C.  neuromuscular  deficit 

D.  high  insertion  of  the  ureter  in  the  renal  pelvis 

II.  Ureteric  and  Bladder  Abnormalities 

A.  reflux  - congenital  and  acquired 

B.  congenital  strictures 

C.  congenital  unobstructed  megaloureter 

D.  ureterocele 

E.  ectopic  ureters 

F.  congenital  diverticula 

III.  Neurogenic  Bladder 

A.  trauma 

B.  myelodysplasia 

C.  tumor 

IV.  Urethral  Abnormalities 

A.  males 

1.  posterior  urethral  valves 

2.  anterior  urethral  valves 

3.  congenital  stricture  and  diverticula 

4.  meatal  stenosis 

5.  urethral  duplication 

B.  females 

1.  distal  urethral  stenosis 

2.  external  meatal  stenosis 
V.  Miscellaneous 

A.  stones 

B.  tumors 

C.  major  developmental  anomalies  such  as  imper- 
forate anus  or  caudal  regression  syndrome. 


urinalysis  becomes  normal,  the  ques- 
tion of  further  urologic  evaluation 
arises. 

We  feel  that  all  children  with  their 
first  documented  urinary  tract  infec- 
tion should  be  evaluated  with  at  least 
voiding  cystourethrography  and  in- 
travenous urography.  Table  I lists 
some  of  the  more  common  anatomical 
or  functional  abnormalities  in  the  pe- 
diatric age  group  which  may  present 
with  urinary  tract  infection.  As  stated 
above,  50  percent  of  those  children 
with  urinary  tract  infection  will  harbor 
an  anatomic  or  functional  ab- 

normality. The  incidence  of  structural 
abnormalities  is  closer  to  100  percent 
in  male  infants.  Infection  in  the  first 
year  of  life  is  one  and  a half  times 
more  common  in  males.2  Thereafter, 
female  preponderance  occurs  in  a ratio 
of  approximately  2:1.  Failure  to  dem- 
onstrate any  predisposing  factor 

toward  infection  in  half  of  these 
children  may  only  reflect  the  present 
state  of  our  understanding  of  the 
mechanisms  underlying  urinary  tract 
infections.  Recurrent  infections  in 
those  children  without  demonstrable 
structural  abnormalities  frequently  will 
merit  repeat  radiographic  studies  and 
cystourethroscopy. 


Case  I 

T.R.,  an  otherwise  healthy  three- 
year-old  white  female,  initially  pre- 
sented to  her  physician  on  January  2, 
1972,  with  lower  abdominal  pain  and 
fever.  She  had  been  toilet-trained  at  the 
age  of  two  but  had  had  intermittent 
wetting  since  that  time.  Periodic  fevers 
continued  until  January  27,  1 972,  when 
her  mother  noted  increased  urinary 
frequency.  At  this  time  a microscopic 
urinalysis  was  performed  which 
revealed  pyuria.  Treatment  with  am- 
picill in  was  effective  in  controlling  her 
symptoms.  On  March  30,  1972,  an  in- 
travenous pyelogram  was  performed 
which  was  normal  (Fig.  1).  A voiding 
cystourethrogram  was  done  which 
revealed  left  vesicoureteral  reflux  (Fig. 
2).  In  April,  cystourethroscopy  re- 
vealed a left  ureterocele.  Since  that  time 
she  has  had  recurrent  urinary  tract  in- 
fections necessitating  intermittent 
courses  of  antibiotics.  Initially  a con- 
servative approach  was  embarked  upon 
because  of  her  essentially  normal  upper 
urinary  tracts.  However,  because  of  her 
relapsing  infections,  reevaluation  and 
probable  surgical  correction  will  be  in- 
dicated in  the  future.  This  child  demon- 
strates two  important  points,  the  first 
being  the  importance  of  a microscopic 


Fig.  1 . Case  No.  1.  Normal  IVP. 


Fig.  2.  Voiding  cystourethrogram 
reveals  left  vesicoureteral  reflux. 


Fig.  3.  An  intravenous  urogram  reveals 
massive  bilateral  hydroure- 
teronephrosis  and  markedly  de- 
creased function. 
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Fig.  4.  Case  No.  2.  A voiding  cys- 
tourethrogram  reveals  massive  bilat- 
eral vesicorenal  reflux. 


Fig.  6.  Case  No.  3.  A voiding  cys- 
tourethrogram  reveals  vesicorenal 
reflux  into  the  lower  pole  segment  of  a 
complete  duplication. 


Fig.  8.  Case  No.  4.  An  intravenous 
urogram  reveals  no  function  on  the  left 
and  massive  hydroureteronephrosis 
on  the  right. 


‘ .It  is  imperative  that  genitourinary  anomalies  be 
diagnosed  early  in  life. . .’ 


Fig.  5.  An  intravenous  urogram  which 
reveals  a normal  collecting  system  on 
the  right.  There  is  a complete  duplica- 
tion on  the  left  with  changes  of  chronic 
pyelonephritis  in  the  lower  pole  seg- 
ment. 


Fig.  7.  A postoperative  cystogram 
reveals  no  reflux. 


Fig.  9.  A voiding  cystourethrogram 
reveals  a massively  dilated  bladder. 
The  prostatic  urethra  is  dilated  sec- 
ondary to  urethral  obstruction  due  to 
posterior  urethral  valves. 
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urinalysis  in  all  children  with 
unexplained  fever  and  the  second  being 
the  incomplete  information  provided 
by  intravenous  pyelogram  alone  in 
evaluating  the  urinary  tract. 

Case  II 

A.W.A.,  a six-year-old  boy,  was  born 
with  a lumbar  meningomyelocele 
which  was  closed  at  the  age  of  two 
weeks.  Several  shunt  procedures  have 
been  necessary  for  correction  of 
hydrocephalus.  At  the  age  of  five, 
hematuria  and  pyuria  were  first  noted. 
The  patient  was  then  referred  to  the 
State  Hospital  for  Crippled  Children, 
Elizabethtown,  Pennsylvania,  where  an 
intravenous  pyelogram  was  performed. 
This  revealed  massive  bilateral  hy- 
droureteronephrosis.  (Fig.  3).  His 
blood  urea  nitrogen  at  this  time  was  30 
mg  percent.  A cystogram  revealed  mas- 
sive vesicorenal  reflux  bilaterally  (Fig. 
4).  Immediate  diversion  was  then  em- 
barked upon  in  September  of  1971  in 
the  form  of  bilateral  cutaneous  ure- 
terostomies. His  renal  function  has 
subsequently  been  stable.  This  patient 
is  a rather  striking  example  of  the  ef- 
fects of  neurogenic  bladder  disease 
upon  the  upper  urinary  tracts.  Earlier 
urinary  diversion  in  this  patient  would 
have  preserved  his  upper  urinary  tracts. 
Frequent  urinalyses  and  regular 
uroradiologic  studies  are  imperative  in 
any  child  with  neurologic  deficit  or 
disease. 

Case  III 

K.P.,  a female  child,  was  first  noted 
to  have  a urinary  tract  infection  at  the 
age  of  six  weeks  as  manifested  by  fever 
and  microscopic  pyuria.  An  in- 


travenous pyelogram  (IVP)  at  that  time 
was  felt  to  be  normal.  Further  evalua- 
tion revealed  a significant  urethral 
stricture  which  was  treated  with  dila- 
tion. Recurrent  urinary  tract  infection 
persisted,  however.  Reevaluation  at 
age  fifteen  months  included  an  IVP 
which  showed  a complete  duplication 
of  the  left  kidney  and  ureter  with 
pyelonephritic  changes  of  the  lower 
pole  calyces.  (Fig.  5).  A voiding  cys- 
togram disclosed  massive  vesicorenal 
reflux  to  the  lower  left  renal  segment. 
(Fig.  6).  Cystourethroscopy  at  this  time 
revealed  a gaping  lower  pole  ureteral 
orifice.  At  the  age  of  two  years  the  pa- 
tient underwent  left  ureteroneocystos- 
tomy  with  reimplantation  of  the 
duplicated  distal  ureters.  She  sub- 
sequently has  done  well  and  an  IVP  ob- 
tained seven  months  following  the 
procedure  was  unremarkable.  A 
voiding  cystogram  revealed  no  reflux 
(Fig.  7).  In  this  patient,  urologic  evalua- 
tion at  a young  age  and  correction  of 
the  anatomic  abnormality  has  pre- 
vented further  urinary  tract  infection. 

Case  IV 

S.K.,  an  eight-year-old  male,  had 
been  a persistent  bedwetter  throughout 
life  with  frequent  daytime  dribbling. 
Unexplained  febrile  illnesses  had  oc- 
curred during  his  infancy.  Despite  these 
symptoms  the  child  had  grown  and  de- 
veloped normally.  Radiologic  evalua- 
tion of  the  urinary  tract  had  never  been 
done. 

Because  of  persistent  wetness,  medi- 
cal consultation  was  again  sought. 
Catheterization  revealed  a urinary  re- 
sidual of  1,000  cc.  Urinalysis  revealed 
pyuria.  An  intravenous  urogram 


Dr.  Sanford  is  assistant  professor  of 
surgery  in  the  division  of  urology  at 
the  Milton  S.  Hershey  Medical 
Center,  Pennsylvania  State  Univer- 
sity. He  is  consultant  in  urology  at 
the  V A Hospital,  Lebanon,  and  at 
the  State  Hospital  for  Crippled 
Children,  Elizabethtown.  Dr. 
Rohner  is  associate  professor  of  sur- 
gery and  chief  of  the  division  of 
urology  at  Hershey  Medical  Center. 


revealed  a nonfunctioning  left  kidney 
and  marked  hydroureteronephrosis  on 
the  right  (Fig.  8).  Voiding  cys- 
tourethroscopy revealed  obstruction  in 
the  area  of  the  membranous  urethra, 
consistent  with  posterior  urethral 
valves  (Fig.  9).  Reflux  was  not  present. 
Drainage  has  subsequently  been  ac- 
complished. This  child  exemplifies  the 
degree  of  renal  damage  that  may  occur 
with  only  symptoms  of  bedwetting  and 
occasional  daytime  dribbling.  A rou- 
tine microscopic  urinalysis  and  IVP 
several  years  earlier  would  have  alerted 
the  physician  to  the  subsequent  disas- 
trous near  loss  of  functioning  renal 
tissue. 

In  summary,  it  is  estimated  that.  10 
percent  of  all  newborns  harbor  a geni- 
tourinary anomaly.  It  is  imperative  that 
those  anomalies  of  pathological  signifi- 
cance be  diagnosed  early  in  life  and  cor- 
rected. Urinary  tract  infection  should 
not  be  dismissed  without  complete  eval- 
uation including  routine  urinalysis, 
urine  culture,  IVP,  voiding  cys- 
tourethrogram,  and  when  indicated, 
cystourethroscopy.  □ 
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Enigma  and  dilemma  of  the  pulmonary  nodule 


ARNOLD  H.  LEVINE,  M.D. 
M.  JOYCE  PAIS,  M.D. 
Philadelphia 


The  solitary  nodule  making  its  appearance  in  a patient  with  a known  primary  neoplasm 
elsewhere  remains  a dilemma,  the  ultimate  disposition  depending  upon  the  multiple  con- 
siderations peculiar  to  the  case  and  the  physician’s  philosophical  outlook. 


PULMONARY  nodules  or  coin 
lesions  may  be  classified  as  any 
solitary  circumscribed  mass  of  6 cm  or 
less.  They  must  be  situated  within  the 
substance  of  the  lung  and  may  or  may 
not  show  cavitation.  The  demon- 
stration of  a pulmonary  nodule  on  the 
routine  radiograph  of  the  chest 
becomes  a challenge  to  both  the  diag- 
nostic acumen  of  the  radiologist  and 
the  medical  judgement  of  the  referring 
practitioner.  Solving  the  enigma  of  the 
nature  of  the  nodule  rests  upon  the 
presen'ce  or  absence  of  certain 
radiographic  features.  The  utilization 
of  supplementary  radiographic  tech- 
niques such  as  tomography  and 
oblique  projections  may  enhance  the 


Figure  1.  Soft  Tissue  Tumor — (a)  The 
mass  in  the  right  lower  lung  field  could 
easily  represent  a coin  lesion,  (b)  Me- 
tallic marker  was  placed  on  the  nipple 


common  “false-positives,”  when  con- 
sidered in  the  differential  diagnosis, 
are  easily  unmasked.  In  an  active 
radiology  department,  the  most 
frequently  encountered  “imposters” 
are: 

1)  Cutaneous  protuberances,  nipple 
shadows,  sebaceous  cysts,  or  other  skin 
tumors.  Placement  of  a lead  marker 
over  the  suspected  area  should  result 
in  the  superimposition  of  the  metal- 
lic density  on  the  nodular  density 
when  the  chest  radiograph  is  repeated 
(Fig.  1). 

2)  Hair  braids  overlying  upper  back 
may  present  as  a poorly  defined  apical 
infiltrate.  Repeat  examination  of  the 
chest  following  a modification  of  the 


indicating  that  the  lesion  was  as- 
sociated with  the  nipple.  Inspection 
demonstrated  a soft  tissue  tumor 
overlying  the  nipple  on  that  side. 


visualization  of  these  characteristics. 
The  ultimate  radiological  impression, 
coupled  with  the  clinical  and  laborato- 
ry data,  guide  the  physician  in  the 
dilemma  of  choosing  for  his  patient  ei- 
ther a periodic  radiographic  sur- 
veillance (with  or  without  medication) 
or  thoracotomy  and  resection. 

Unravelling  the  Enigma 

The  initial  effort  should  be  directed 
at  establishing  that  the  perceived  den- 
sity is  in  fact  situated  within  the  lung 
substance.  Every  attempt  to  exclude 
the  possibility  of  an  extrapulmonary 
density  mimicking  a pulmonary  nod- 
ule should  be  made.  The  most 
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Figure  2.  Fractured  Rib — The  dense 
callus  formation  associated  with  this 
rib  fracture  appeared  as  a solitary 
nodule. 


Figure  3.  Subpleural  Abscess — (a) 
One  margin  of  this  density  is  poorly 
defined  suggesting  that  it  is  abutting  a 
pleural  surface,  (b)  Oblique  view  dem- 
onstrated a pleural  mass  which  was  a 
pleural  abscess. 

coiffure  results  in  immediate  resolu- 
tion of  the  lesion. 

3)  Healing  fractures  during  the 
stage  of  callous-formation  or  intrinsic 
expansile  lesions  of  the  ribs.  The  rela- 
tionship of  the  nodule  to  the  rib 
becomes  evident  when  oblique  projec- 
tions are  performed  (Fig.  2). 

4)  Pleural  masses,  such  as  abscesses 


Figure  4.  “Pseudotumors” — A locu- 
lated  effusion  or  “pseudotumor" 
should  be  suspected  when  any  solitary 
lesion  is  associated  with  a fissure. 

or  organized  hematomata  (Fig.  3)  or 
loculated  interlobular  effusions  (pseu- 
dotumors) (Fig.  4)  may  be  suspected 
by  their  characteristic  configuration 
and  diagnosed  by  appropriate  addi- 
tional projections. 

5)  Technical  artifacts  which  fail  to 
be  duplicated  on  repeat  examination. 

Whenever  possible,  the  duration  of 
the  lesion  should  be  established  by  ob- 
taining previous  studies  of  the  chest 
for  comparison  with  the  current  exam- 
ination. If  the  nodule  has  been  present 
and  unchanged  in  size  for  over  two 
years  it  is  safe  to  follow  the  patient 
with  periodic  chest  x-rays.  Very  rarely 
a slow  growing  alveolar  cell  carcinoma 
may  be  encountered  (Fig.  5).  Some  in- 
vestigators have  referred  to  the 
"doubling  time”  of  a tumor’s  growth  as 
a criterion  of  malignancy,  timing  the 
duration  required  for  the  tumor  to 
double  its  volume.  Thus  the  tumor 
which  shows  a two-fold  enlargement  on 
the  radiograph  has  in  fact  increased  in 
volume  eight-fold.  Any  rapidly  growing 
lesion  such  as  an  inflammatory  process 
would  double  in  less  than  three  months 
whereas  a malignant  lesion  would  be 
seen  to  double  in  a period  greater  than 
three  months  to  approximately  one 
year.  If  a prior  film  is  available  for  com- 
parison and  the  mass  has  appeared 
during  the  interim,  the  diagnosis  of 
bronchogenic  carcinoma  must  be 
strongly  entertained.  This  supposition 
is  also  made  if  the  lesion  was  present  on 
prior  study  and  has  shown  evidence  of 
interval  growth. 

The  most  pertinent  feature  in  ana- 
lyzing the  nature  of  the  nodule  is  the 


m 


z _ c C ! 


Figure  5.  Alveolar  Cell  Carcinoma — 
(a)  circumscribed  density  which  first 
observed  on  3/5/63.  (b)  review  of  a 
previous  film  taken  on  3/14162  failed  to 
demonstrate  any  significant  growth  in 
the  size  of  the  tumor.  Surgery  was  not 
contemplated  because  of  poor  cardiac 
status,  (c)  subsequent  follow-up  dem- 
onstrated significant  increase  in  size 
of  the  tumor  which  was  alveolar  cell 
carcinoma. 


Figure  6.  Histoplasmoma — Classical 
calcification. 
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Figure  7.  Hamartoma — Classical  cal- 
cification. 

presence  and  appearance  of  calcium 
within  the  mass.  If  calcium  is  not  evi- 
dent within  the  mass  on  routine  chest 
roentgenograms,  planigrams  may  suc- 
ceed in  demonstrating  small  or  low 
density  deposits  of  calcium.  The  dem- 
onstration of  calcium  within  the  nod- 
ule greatly  favors  the  diagnosis  of  a be- 
nign lesion.  From  the  character  of  the 
calcification,  one  can  deduce  the  na- 
ture of  the  process.  Laminated  or 
“bull's  eye”  patterns  are  always  as- 
sociated with  granulomas  (Fig.  6).  Cal- 
cification manifested  either  as  a cen- 
tral nidus  or  as  scattered  punctate  de- 
posits are  either  granulomas  or  hamar- 
tomas. The  pathognomonic  “popcorn 
ball"  calcification,  so  characteristic  of 
hamartomas,  is  rarely  seen.  A two  year 
study  by  the  Mayo  Clinic  performed  in 
1961  and  1962  demonstrated  this  type 
of  calcific  deposit  in  only  one  out  of 
eighteen  excised  hamartomas  (Fig.  7). 
Rarely,  a bronchogenic  carcinoma 
may  develop  at  the  site  of  a calcified 
inflammatory  scar  or  Ghon  complex, 
but  documentation  of  the  pre-existence 
of  the  calcification  on  previous  studies 
will  place  this  observation  in  proper 
perspective. 

Other  features  of  the  nodule,  al- 
though contributory  to  the  diagnostic 
impression,  prove  to  be  less  reliable. 
The  size  of  the  mass,  the  sharpness  of 
its  contour  and  the  uniformity  of  the 
density  offer  too  many  exceptions  to 
be  applicable  to  the  specific  patient. 
Tomography,  which  is  primarily 
directed  at  the  quest  for  calcification, 
may  also  contribute  additional,  al- 
though less  valid,  clues  as  to  the  nature 
of  the  lesion.  The  sharpness  and  regu- 
larity of  the  margin,  as  well  as  the 
uniformity  of  the  density,  plead  in 
favor  of  a benign  process.  Irregular  in- 
filtrative extensions  radiating  from  the 
margins,  a lobulated  or  umbilicated 


Figure  8.  Bronchogenic  carcinoma — 
Umbilication  in  a circumscribed  lesion 
is  diagnostic  of  a bronchogenic  car- 
cinoma. 

configuration,  a hazy  outline  or  a het- 
erogeneous density  tilts  the  probability 
towards  malignancy  (Fig.  8).  However, 
too  many  exceptions  are  encountered 
to  utilize  this  information  with  any 
consistent  degree  of  accuracy.  In  a 
similar  manner,  the  size  of  the  lesion 
may  point  to  a statistical  probability 
without  making  a firm  commitment 
as  to  a benign  or  malignant  nature  of 
the  nodule  and  it  may  often  be  mis- 
leading. The  1961  and  1962  Mayo 
Clinic  statistics  showed  that  60  percent 
of  the  benign  nodules  resected  were 
less  than  2.0  cm,  while  only  10  percent 
of  the  bronchogenic  carcinomas 
measured  that  small.  In  a given  case, 
the  application  of  this  criterion 
becomes  very  limited,  since  the  same 
series  shows  that  the  largest  granuloma 
measured  5.0  cms  and  the  smallest 
bronchogenic  carcinoma  measured  0.8 
cm. 

To  a certain  degree,  the  location  of 
upper  lobe  nodules  color  the  radiolo- 
gist’s opinion.  A density  situated  in  the 


anterior  segment  of  the  upper  lobe 
enhances  the  possibility  of  malignancy, 
whereas  its  localization  within  the  pos- 
terior segment  of  the  right  upper  lobe 
or  the  apical-posterior  segment  of  the 
left  upper  lobe  is  suggestive  of 
tuberculosis.  However,  many  a radio- 
logist recalls  that  "deceptive”  coin 
lesion  located  in  the  posterior  segment 
of  the  left  upper  lobe  which  was 
complacently  interpreted  as  a tubercu- 
loma. The  subsequent  post-operative 
pathology  report  of  a bronchogenic 
carcinoma  reminds  him  of  the  fallibili- 
ty of  this  sign. 

Some  pulmonary  pathological  en- 
tities manifest  specific  radiographic 
features  which  are  either  pathogno- 
monic or  suggestive  of  their  nature. 
The  congenital  pulmonary  ar- 
teriovenous malformation  casts  a 
rather  classical  radiographic  image 
when  the  feeding  artery  and  the 
draining  vein  are  evident.  While  two- 
thirds  of  these  malformations  are  soli- 
tary, arteriography  should  be  per- 
formed prior  to  surgery  in  order  to 
exclude  the  possibility  of  multiple 
lesions  (Fig.  9).  The  clinical  evaluation 
may  be  helpful  since  40  percent  to  60 
percent  of  these  patients  have  ar- 
teriovenous fistulas  involving  other 
organs,  including  the  skin  and  mucous 
membranes  (Rendu-Osler-Weber  Syn- 
drome). 

Another  lesion  with  a rather  charac- 
teristic radiographic  appearance  is  the 
“fungus  ball”  or  mycetoma.  This 
process  consists  of  an  aggregate  of  in- 


Figure  9.  Arteriovenous  Malfor- 
mation— (a)  A solitary  nodule  with  a 
draining  vessel  is  suggestive  of  an  ar- 
teriovenous malformation. 

(b)  Arteriography  demonstrated  mul- 
tiple arteriovenous  malformations. 
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Figure  10.  Fungus  Ball — There  is  a 
fine  crescent  of  air  above  the  myce- 
toma. 


Figure  11.  Lung  Abscess — While  this 
cavitating  lesion  proved  to  be  a lung 
abscess,  bronchogenic  carcinoma  or 
metastatic  squamous  cell  carcinoma 
could  present  with  similar  findings. 

tertwined  hyphae  of  aspergillus  which 
exists  as  a pure  saprophyte  within  a 
pulmonary  cavity.  The  cavity  may  be 
of  any  origin  such  as  bronchiectasia, 
tuberculosis,  or  a cavitating  broncho- 
genic carcinoma.  The  classical  feature 
of  a crescent  of  air  separating  a mobile 
intracavitary  mass  is  diagnostic  of  this 
entity,  although  necrotic  tissue  within 
an  excavating  bronchogenic  car- 
cinoma may  yield  a similar  roentgen 
impression  (Fig.  10). 

Other  benign  lesions  of  the  lung, 
such  as  lung  abscess  (Fig.  11)  and 
bronchogenic  cysts  may  resemble  a 
bronchogenic  carcinoma  to  such  a 
degree  that  no  valid  criteria  can  be 
proposed. 

The  patient's  age,  sex,  occupation, 
and  geographic  origin  should  alert  the 
diagnostician  to  other  etiological  pos- 
sibilities. The  tuberculoma  shown  in 
Fig.  12  could  not  be  differentiated 
radiographically  from  a bronchogenic 
carcinoma.  The  youthful  age  of  the  pa- 
tient (twenty  years),  a history  of 


Figure  12.  Tuberculoma — Plan ig ram 
of  a tuberculoma.  No  calcifications  are 
visualized. 


Figure  13.  Solitary  Metastasis — The 
primary  tumor  was  a melanosarcoma 
of  the  eye. 


Dr.  Levine  and  Dr.  Pais  are  both 
associated  with  the  department  of 
radiology  at  Hahnemann  Medical 
College  and  Hospital.  Dr.  Levine  is 
senior  clinical  instructor  and  is  en- 
gaged in  the  private  practice  of 
radiology.  Dr.  Pais  is  assistant 
professor  and  is  in  charge  of  student 
teaching. 


diabetes,  his  Puerto  Rican  origin,  and 
conversion  of  his  purified  protein 
derivative  skin  test  offered  the  clini- 
cian the  vital  clues  which  led  him  to 
incriminate  an  inflammatory  etiology 
and  institute  medical  therapy.  The  his- 
tory of  a primary  neoplasm  in  another 
organ  favors  the  possibility  of  the  nod- 
ule being  metastatic  in  origin  (Fig.  13). 
Planigrams  taken  at  various  levels 
throughout  both  lung  fields  may 
succeed  in  demonstrating  additional 
nodular  densities,  substantiating  the 
impression  of  pulmonary  metastasis. 

In  Table  I,  the  most  frequently  en- 
countered nodular  pulmonary  lesions 
are  presented,  along  with  some  of  their 
distinguishing  characteristics. 

Resolving  the  Dilemma 

On  the  basis  of  the  above  discussion 
the  referring  physician  is  provided 
with  a clear  choice  of  management.  In 
essence  the  radiographic  character- 
istics of  the  nodule  and  its  documented 
stability  in  size  deliver  the  clinician 
from  the  horns  of  a dilemma. 

Those  nodules  containing  calcium 
are  followed  by  a yearly  chest 
radiograph.  If  a change  in  size  or  con- 
figuration is  detected,  thoracotomy 
and  resection  are  indicated.  In  nodules 
not  containing  calcium,  thoracotomy 
is  indicated.  The  stable  lesion  is 
followed  by  yearly  roentgenograms 
and  excised  if  any  growth  is  exhibited. 

Nodules  detected  without  any 
previous  films  for  comparison,  without 
calcium,  and  without  a known  primary 
malignancy  elsewhere  should  be  sub- 
jected to  thoracotomy  and  excision. 

The  surgical  approach  to  the  pulmo- 
nary nodule  is  justifiable  in  view  of  the 
low  surgical  mortality  resulting  from 
thoracotomy  (less  than  1.5  percent) 
and  the  high  incidence  of  malignancy 
in  solitary  pulmonary  nodules  (25  per- 
cent to  40  percent). 

The  solitary  nodule  making  its  ap- 
pearance in  a patient  with  a known 
primary  neoplasm  elsewhere  remains  a 
dilemma,  the  ultimate  disposition 
depending  upon  the  multiple  consider- 
ations peculiar  to  the  case  and  the 
physician’s  philosophical  outlook.  □ 
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case  report 


Treatment  of  hyperthyroidism  in  pregnancy 

GEORGE  L.  JACKSON,  M.D. 

Harrisburg 

This  is  the  first  published  report  describing  the  treatment  of 
hyperthyroidism  in  the  last  trimester  of  pregnancy  with  propranolol 
exclusively.  The  mother,  who  had  previously  been  successfully  treated  with 
goitrogens,  was  maintained  in  a euthyroid  state.  Pregnancy  and  delivery 
was  otherwise  uncomplicated.  The  newborn  was  a normal  full-term  female 
infant. 


TREATMENT  of  hyperthyroi- 
dism in  pregnancy  is  controver- 
sial. Advocates  of  both  surgical  and 
goitrogen  therapy  abound.  It  is  rarely 
necessary  to  initiate  therapy  at  a time 
in  pregnancy  when  both  modalities  are 
contraindicated.  This  case  report  de- 
tails the  course  of  such  a pregnancy 
treated  with  propranolol  alone. 

Case  Report 

S.  D.  is  a twenty-three-year-old  female 
who  was  first  seen  in  the  section  of 
nuclear  medicine  on  December  10, 
1970,  eleven  weeks  after  the  delivery 
of  her  first  child.  She  reported  thryoid 
enlargement  of  approximately  three 
years  duration.  Her  thyroid  had  been 
studied  prior  to  pregnancy,  but  results 
of  those  studies  were  not  available. 
The  patient  had  been  instructed  to  take 
thyroid  replacement.  During  her  preg- 
nancy, however,  she  was  advised  by 
her  obstetrician  to  discontinue  thyroid 
medication  because  tachycardia  had 
developed.  By  the  twenty-second  week 
of  pregnancy,  the  thyroid  enlargement 
was  no  longer  apparent. 

An  uncomplicated  delivery  with  the 
birth  of  a full-term  female  infant  oc- 
curred on  September  23,  1970.  Within 
one  month  noticeable  thyroid  enlarge- 
ment had  recurred.  On  November  14, 
1970,  she  started  birth  control  medica- 
tion. Two  days  later  a protein-bound 
iodine  was  obtained  and  was  reported 
to  be  elevated  to  15  meg  percent.  She 
reported  tachycardia,  easy  fatigue,  ex- 
cessive sweating,  and  heat  intolerance, 
but  no  significant  weight  change. 


On  examination  the  patient’s  resting 
pulse  was  116.  With  exercise  it 
increased  to  160/minute.  The  thyroid 
was  diffusely  enlarged  with  an  es- 
timated weight  of  70  grams.  No  bruit 
was  audible.  There  were  no  tremors. 
The  skin  was  warm  and  moist. 

An  iodine  uptake  was  reported  as  22 
percent  at  six  hours  and  26  percent  at 
twenty-four  hours.  This  early  uptake 
was  elevated.  The  thyroid  scan  revealed 
a symmetrical  gland  measuring  51/2-6  x 
2Vi  -3  cm.  A T4  by  column  chroma- 
tography was  obtained  from  the  bio- 
science laboratory  on  December  15, 
1970,  and  was  reported  to  be  12.8  meg 
percent  (normal  2.9  to  6.4  meg  percent 
as  iodine). 

While  awaiting  the  results  of  the  T4, 
therapy  with  propranolol  (10  mg  qid) 
was  instituted.  With  confirmation  of 
the  diagnosis,  the  patient  was  in- 
structed to  begin  propylthiouracil 
(PTU:  100  mg  q4h  while  awake;  500 
mg  daily).  Propranolol  was  discontin- 
ued after  four  weeks.  Tri- 
iodothyronine (LT3:  37.5  meg  daily) 
was  instituted  six  weeks  after  begin- 
ning goitrogen  therapy. 

The  patient  remained  on  500  mg 
PTU  and  37.5  meg  LT3  daily  for  13 

Dr.  Jackson  is  head  of  the  section 
of  nuclear  medicine  at  Harrisburg 
Hospital.  He  is  also  clinical  as- 
sociate professor  of  medicine  at  the 
Milton  S.  Hershey  Medical  Center 
of  Pennsylvania  State  University. 


months.  In  January  1972,  one  month 
after  stopping  PTU,  the  patient  was 
judged  to  be  euthyroid. 

The  patient  was  next  seen  on  Octo- 
ber 3,  1972,  in  the  twenty-fourth  week 
of  her  second  pregnancy.  She  reported 
that  her  heart  had  been  pounding  for 
several  weeks.  She  was  unable  to  “get 
her  breath”  and  was  sleeping  poorly. 
Thyroid  enlargement  was  still  present 
although  the  estimated  weight  of  the 
gland  was  40  grams.  A blood  sample 
for  free  serum  thyroxine  was  reported 
by  bioscience  laboratory  to  be  3.2  meg 
percent  (normal  range  1-2.3  meg  per- 
cent). At  the  same  time  the  thyroxine 
by  competitive  protein  binding  was  8.8 
meg  percent  (normal  range  3.0  to  7 
meg  percent  as  iodine). 

With  confirmation  of  the  diagnosis 
of  thyrotoxicosis,  therapy  with  pro- 
pranolol was  begun  on  October  20, 
1972.  She  continued  this  drug  continu- 
ously during  the  remaining  thirteen 
weeks  of  pregnancy.  The  dose  was  ini- 
tially increased  over  a period  of  four 
weeks  from  5 mg  q4h  to  60-80  mg 
daily.  The  symptoms  of  thyrotoxicosis 
were  controlled  and  it  was  rare  to  ob- 
serve increases  in  pulse  rate. 

On  January  21,  1973,  at  5:30  a.m. 
rupture  of  the  membranes  occurred 
and  at  6:30  a.m.  when  active  labor 
began  the  patient  took  20  mg  of 
propranolol.  She  regurgitated  clear  liq- 
uids but  could  not  identify  any  of  the 
medication  in  the  vomitus.  She  was  ad- 
mitted to  the  hospital  at  8:00  a.m.  with 
a pulse  rate  of  84.  Her  pulse  rate 
remained  essentially  constant  except 
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during  contractions  when  an  oc- 
casional irregularity  manifested  by 
dropped  beats  was  observed.  At  the 
time  of  delivery  her  pulse  rate  was 
75/minute. 

The  patient  remained  in  the  hospital 
for  five  days  after  delivery,  during 
which  time  she  took  between  20  and 
40  mg  of  propranolol  daily.  This  ad- 
ministration was  based  upon  the  pa- 
tient’s observations  of  her  pulse  rate 
and  symptoms.  At  discharge  on 
January  26,  1973,  a blood  sample  for 
free  serum  thyroxine  was  obtained  and 
was  reported  as  normal  at  2.1  meg  per- 
cent. 

Discussion 

This  previously  thyrotoxic  pregnant 
patient  presented  with  marked 
symptoms  of  thyrotoxicosis  late  in  the 
course  of  her  pregnancy.  The  report  of 
the  free  serum  thyroxine  level  was 
received  approximately  two  weeks 
later  at  a time  when  her  obstetrician 
felt  that  delivery  could  be  anticipated 
in  ten  weeks  (in  fact,  this  proved  to  be 
thirteen  weeks  before  delivery). 

Administration  of  goitrogens  in  the 
opinion  of  many  is  contra-indicated 


beyond  the  twenty-fourth  to  the 
twenty-eighth  week  of  pregnancy.  If 
goitrogens  had  been  administered  in 
preparation  for  surgical  intervention, 
control  of  the  disease  could  not  have 
been  expected  much  before  the  antici- 
pated date  of  delivery,  and  a goitrous 
newborn  might  have  resulted. 

Because  of  the  outstanding  results 
on  the  clinical  course  of  hyperthyroi- 
dism with  the  administration  of 
propranolol1  and  because  of  some 
limited  experience  with  propranolol 
therapy  during  pregnancy  in  five  pa- 
tients with  hypertrophic  obstructive 
cardiomyopathy2  without  adverse  ef- 
fects on  uterine  function,  and  after 
lengthy  discussion  with  the  patient  and 
her  husband,  it  was  concluded  that  this 
unapproved  indication  for  the  use  of 
propranolol  was  justified. 

Because  of  the  possible  influence 
(augmentation)  of  propranolol11.-4  on 
uterine  contraction,  the  obstetrician 
was  prepared  to  monitor  the  strength 
of  uterine  contractions  and  fetal  vital 
signs.  By  the  time  the  patient  arrived 
in  the  delivery  suite,  labor  was  pro- 
ceeding rapidly.  Indeed,  monitoring 
was  thought  to  be  impractical. 


Delivery  was  accomplished  within  two 
hours. 

The  advisability  of  breast  feeding 
was  discussed  with  the  patient.5  It  was 
planned  to  administer  propranolol 
after  each  feeding  period  as  indicated. 
In  view  of  the  patient's  decreased 
propranolol  requirements  post  partum 
this  would  have  been  feasible.  The  pa- 
tient decided  against  nursing,  however. 

The  normal  free  serum  thyroxine 
post  partum  may  indicate  a spontane- 
ous remission  of  thyrotoxicosis  coinci- 
dental with  propranolol  therapy.  □ 
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How  to  improve  health  care  through  education 


JANE  M.  ANDREWS 
University  Park 


Community  health  care  in  Central 
Pennsylvania  may  well  be  better  than 
ever,  thanks  largely  to  the  efforts  of 
the  Coordinating  Council  for  Con- 
tinuing Education  in  Health  Care 
Systems. 

This  organization,  despite  its 
tongue-twisting  title,  has  an  easily 
stated  goal:  better  health  care  through 
better-educated  health  care  personnel. 
It  is  achieving  that  goal  with  the  coop- 
eration and  support  of  The  Pennsyl- 
vania State  University,  which  has  put 
its  resources — in  the  form  of  both  per- 
sonnel and  facilities — at  the  council’s 
disposal. 


Council  Origins 

The  Coordinating  Council  for  Con- 
tinuing Education  in  Health  Care 
Systems  was  officially  established  on 
September  29,  1970,  when  several 
Central  Pennsylvania  hospitals  de- 
clared their  intention  to  participate 
with  the  university  in  a formal  organi- 
zation. The  ideas  that  led  to  its 

Jane  Andrews  is  a freelance  writer 
and  editor.  She  is  associated  with  the 
newsletter  published  by  the  Coor- 
dinating Council  for  Continuing  Ed- 
ucation in  Health  Care  Systems. 


founding,  however,  had  been  con- 
ceived some  time  previously. 

The  Pennsylvania  State  University 
has  for  many  years  provided  inservice 
instructional  opportunities  for  adults  of 
all  ages,  with  every  level  of  experience, 
through  its  extensive  curriculum  of 
continuing  education  programs. 
Through  the  years,  these  programs 
have  included  a variety  of  formal 
courses,  workshops,  and  conferences 
designed  specifically  for  health  care 
personnel  and  presented  on  an  intra- 
institutional  or  an  interest  group  basis. 

In  1965,  however,  to  evaluate  the  in- 
structional programs  developed  for 
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health  care  personnel,  the  university’s 
planning  studies  unit  of  continuing  edu- 
cation undertook  a survey  of  Pennsyl- 
vania hospitals.  The  study  pinpointed 
unsatisfied  training  needs  in  the  partici- 
pating institutions  and  recommended  a 
variety  of  methods  for  providing  more 
and  better  continuing  professional  edu- 
cation for  all  hospital  employees. 

The  result  was  a concerted  effort  by 
the  university  to  present  programs  that 
would  more  effectively  meet  the  needs 
of  health  care  systems  and,  through 
them,  the  needs  of  the  community.  Yet 
another  consequence  of  the  survey  was 
a heightened  awareness  on  the  part  of 
hospital  administrators  of  the  impor- 
tance of  continuing  education,  of  the 
need  for  constant  updating  of  health 
care  knowledge  and  skills,  and  of  the 
educational  resources  available  to  their 
institutions  through  the  university's  fa- 
cilities. 

For  Penn  State  itself,  identification 
by  the  survey  of  the  needs  of  health  care 
institutions  implied  a responsibility  to 
meet  those  needs — a responsibility 
which  couldn't  be  fulfilled  entirely  by 
stepped-up  programming  and  which,  in 
turn,  required  a realistic  recognition  of 
the  enormous  job  to  be  done.  There  are 
in  Pennsylvania  more  than  250  hospi- 
tals, a constantly  growing  number  of 
convalescent  homes,  and  a multitude  of 
both  rural  and  urban  health  care  and 
health  service  systems. 

The  question,  then,  was  how  could 
Penn  State  satisfy  the  need  for  con- 
tinuing education  in  health  care  when 
the  prospective  clientele  was  so  large, 
so  geographically  scattered,  so  dis- 
similiar  in  academic  background  and 
professional  function? 

The  answer  to  that  question  is  being 
provided,  at  least  in  part,  by  the  Coor- 
dinating Council  for  Continuing  Edu- 
cation in  Health  Care  Systems. 

Council  Goals 

Now  composed  of  sixteen  Central 
Pennsylvania  community  hospitals,  the 
coordinating  council,  according  to  its 
operational  guidelines,  was  “organized 
for  the  purpose  of  improving  and  ex- 
tending the  quantity  and  quality  of 
health  care  for  all  citizens  through  ef- 
ficient and  effective  continuing  educa- 
tion programs  and  services."  In  this 
role,  it  is  concerned  with  the  overall 
health  problems  of  the  communities  in 
which  its  members  are  located,  and  it 
has  assumed  responsibility  for  iden- 


tifying the  continuing  education  and 
training  needs  of  health  care  personnel 
working  at  and  through  community 
hospitals. 

In  addition,  as  an  agency  of  The 
Pennsylvania  State  University,  the 
council  also  functions  as  an  administra- 
tive and  educational  delivery  system — 
an  organization  through  which  aca- 
demic expertise  from  all  parts  of  the 
university  structure  can  be  channeled 
into  continuing  education  programs  for 
personnel  in  health  and  health-related 
fields,  as  well  as  into  community- 
oriented  instructional  projects. 

Council  Programs 

Although  the  coordinating  council 
has  been  operational  for  little  more 
than  two  years,  its  effectiveness  in  ful- 
filling the  functions  for  which  it  was  es- 
tablished is  already  apparent.  More 
than  2,500  employees  of  the  original 
twelve  member  institutions  partici- 
pated in  courses  and  workshops  con- 
ducted by  the  council  during  academic 
year  1971-72,  and  the  response  to  pro- 
grams developed  for  1972-73  was  ex- 
cellent. 

Educational  programs  presented  by 
the  coordinating  council  are  developed 
primarily  by  Penn  State  faculty 
members  representing,  as  do  the 
courses  themselves,  a variety  of  dis- 
ciplines. Subjects  for  study  are 
approved  by  the  council's  board  of 
directors,  at  the  suggestion  of  one  of  the 
organization's  three  advisory  com- 
mittees whose  sole  function  is  “to  make 
recommendations  for  essential  and  ap- 
propriate continuing  education  services 
and  programs"  for  direct  health  care 
professional  personnel,  for  manage- 
ment personnel,  and  for  allied  health 
care  services. 

Since  September  1972,  represent- 
atives from  member  hospitals  have  as- 
sumed an  active  role  in  determining 
course  content  and  format,  as  well  as 
subject  matter,  and  they  are  working 
closely  with  the  Penn  State  personnel 
responsible  for  planning  and  con- 
ducting various  council-sponsored  pro- 
grams. This  cooperation  may  be  ex- 
pected to  increase  the  relevancy  and 
immediacy  and,  thus,  the  potential  im- 
pact of  the  instruction  offered. 

Although  the  council  occasionally 
sponsors  workshops  which  require  par- 
ticipants to  meet  with  instructors  in 
person,  most  presentations  rely  exten- 


sively on  educational  media — 
television,  conference  telephones, 
and/or  a variety  of  audio-visual  tech- 
niques. To  encourage  and  facilitate  use 
of  such  media,  a technical  consulting 
service,  developed  and  operated  by  the 
council  in  cooperation  with  Penn 
State's  College  of  Engineering,  is  avail- 
able to  assist  member  hospitals  in 
purchasing,  installing,  and  operating 
media  systems  compatible  with  individ- 
ual and  group  learning  requirements. 

A brief  review  of  the  programs  devel- 
oped by  and  for  the  council  provides  a 
glimpse  of  the  enormous  need  for  and 
interest  in  continuing  education  and  in- 
service  training  among  health  care  per- 
sonnel. It  shows,  too,  the  potential  for 
satisfying  that  need  which  exists  when 
the  diverse  resources  of  a large  univer- 
sity are  channeled,  through  an  organi- 
zation like  the  coordinating  council,  to 
serve  a specific  population. 

Television-Group  Discussion  Programs 

WPSX-TV,  the  Penn  State  owned 
and  operated  public  television  station, 
has  made  it  possible  for  the  coor- 
dinating council  to  present  a number  of 
television-group  discussion  courses 
which  effectively  combine  lectures 
filmed  by  experts  with  locally  oriented 
situation  discussions.  The  format  for 
these  programs  generally  involves  in- 
hospital  group  viewing  of  a WPSX-TV 
broadcast,  followed  by  group  discus- 
sion of  the  topic  as  it  was  presented  and 
as  it  relates  to  course  participants  and 
the  hospitals  by  which  they  are 
employed.  Discussion  leaders  are 
usually  staff  members  from  the  hospital 
who  have  been  trained  for  the  purpose 
during  orientation  workshops  held  at 
University  Park  prior  to  the  broadcast. 

Courses  presented  in  this  manner  by 
the  coordinating  council  have  included 
“Nursing  Perspectives,”  a series  of 
eight  programs  designed  to  acquaint 
nurses  with  new  developments  in  their 
profession,  and  “Until  I Die,"  a lecture 
by  Dr.  Elisabeth  Kubler-Ross,  author 
of  “On  Death  and  Dying,"  directed  to 
health  care  personnel  who  work  with 
terminally  ill  patients. 

Other  TV-group  discussion  pro- 
grams have  been  aimed  at  managerial 
and  supervisory  personnel.  “The  Art 
and  Science  of  Professional  Super- 
vision" was  an  eight-week  survey  of 
the  manager’s  role;  “Developing  Com- 
munication Skills”  consisted  of  six 
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programs  devoted  to  methods  of 
improving  person-to-person  com- 
munication; and  “Performance  Re- 
views That  Build  Commitment”  was  a 
six-part  series  designed  for  middle- 
management  personnel  responsible  for 
periodic  evaluations  of  subordinates. 

One  council-sponsored  program, 
“Human  Understanding  in  a Health 
Care  System,”  combined  televised  and 
live  instruction.  The  first  and  third  ses- 
sions of  the  course  each  consisted  of 
day-long  workshops  conducted  by 
Penn  State  faculty  members;  the  sec- 
ond segment  was  a television-group 
discussion. 

In  addition  to  these  broadcasts 
which,  though  presented  primarily  for 
the  benefit  of  health  care  personnel, 
are  also  available  to  the  television- 
viewing public,  council  members  have 
sponsored  two  television  series  specifi- 
cally as  public  service  broadcasts. 

The  first,  “The  Turned-On  Crisis,” 
was  an  eight-part  series  on  drug  abuse 
aired  in  February  1971  by  WPSX-TV. 
The  following  March,  personnel  from 
member  hospitals  and  from  Penn  State 
organized  town  meetings  in  nine  loca- 
tions to  provide  an  opportunity  for  cit- 
izens to  discuss  the  broadcasts  and 
drug  problems  as  related  to  their  own 
communities. 

The  second  public  service  television 
program  sponsored  by  the  coor- 
dinating council  was  broadcast  in 
December  1971.  “A  Matter  of  Heart,” 
a two-part  examination  of  coronary  ar- 
tery disease,  discussed,  in  layman's 
terms,  how  the  heart  works,  what 
happens  to  a heart  attack  victim  when 
he  is  admitted  to  a hospital,  rehabili- 
tation of  heart  attack  victims,  and 
heart  attack  prevention. 

Workshops 

Although  live  workshops  are  proba- 
bly the  most  highly  publicized  method 
of  providing  continuing  education, 
they  have  proved  neither  practical  nor 
popular  with  members  of  the  coor- 
dinating council,  perhaps  because 
winter  driving  conditions  in  Central 
Pennsylvania  are  frequently  hazard- 
ous. Nevertheless,  the  council  has 
sponsored  a limited  number  of  live 
programs. 

“Effective  Writing  for  Hospital  Per- 
sonnel" consisted  of  two  day-long  ses- 
sions devoted  to  review  of  composi- 
tional techniques  and  grammatical 


guidelines  useful  in  business  writing. 
“Hospital  Safety”  was  a one-day  pro- 
gram which  examined  the  ramifica- 
tions for  hospitals  of  the  Occupational 
Safety  and  Health  Act  of  1970  and  the 
Report  of  the  Joint  Commission  on 
Hospital  Accreditation. 

Live  workshops  are  also  held  peri- 
odically at  University  Park  to  orient 
discussion  leaders  who  will  work  with 
personnel  enrolled  in  television-group 
discussion  courses,  and  a number  of 
council  programs  have  been  developed 
specifically  for  in-hospital  presentation 
by  staff  members  trained  for  the  job 
during  intensive  one-day  workshops. 
For  example,  nutritionists  from 
member  hospitals  attended  a workshop 
at  University  Park  before  they 
presented  a series  of  lectures  on  “The 
Basic  Role  of  Nutrition,”  a council 
short-course  for  nurses'  aides,  or- 
derlies, and  dietary  personnel.  Another 
such  workshop  was  scheduled  for  hos- 
pital representatives  who  served  as  in- 
structors for  a course  on  “Hospital 
Teaching  Fundamentals.” 

Telephone  Lectures 

Probably  the  most  useful  education- 
al tool  employed  by  the  coordinating 
council  is  the  conference  telephone. 
With  the  use  of  loudspeaker  confer- 
ence telephones  equipped  for  two-way 
communication,  educators  at  Universi- 
ty Park  lecture  to  course  participants 
at  ail  sixteen  member  hospitals  simulta- 
neously, and  question  and  answer  ses- 
sions and  discussions  are  conducted 
with  relative  ease.  Since  this  method  of 
presenting  educational  programs  was 
tried  experimentally  by  the  council  in 
Spring  1972,  its  comparatively  low 
cost  and  high  versatility  have  made  the 
conference  telephone  the  organiza- 
tion’s primary  medium  of  instruction. 

Telephone  lectures  and  discussion 
comprised  three  parts  of  a four-phase 
program,  “Human  Relations  in  a 
Health  Care  System,”  presented 
recently  for  supervisory  personnel,  and 
workshops  on  "Basic  Methods  of  In- 
fection Control”  for  dietary  personnel, 
ancillary  patient  care  personnel,  and 
laundry  personnel  were  conducted  en- 
tirely by  telephone. 

Seminars  dealing  with  "Drug  Action 
on  Normal  Mental  Processes”  and  “A 
New  Look  at  Performance  Evalua- 
tion” were  also  presented  via  the  tele- 
phone network. 


In  addition  to  its  value  as  an  educa- 
tional tool,  the  council’s  conference 
telephone  network  has  also  proved 
useful  for  business  purposes.  It  has 
been  used  for  board  of  directors  meet- 
ings, committee  planning  sessions, 
and,  most  recently,  conferences  be- 
tween hospital  representatives  and 
Penn  State  educators  who  are  palnning 
programs  for  council  sponsorship. 

A Cooperative  Effort 

This,  then,  is  the  Coordinating 
Council  for  Continuing  Education  in 
Health  Care  Systems,  a cooperative 
educational  effort  organized  by  Al- 
toona Hospital;  Centre  Community 
Hospital,  State  College;  Charles  Cole 
Memorial  Hospital,  Coudersport; 
Clearfield  Hospital;  Divine  Providence 
Hospital,  Williamsport;  Indiana  Hos- 
pital; Lewistown  Hospital;  Mercy  Hos- 
pital, Altoona;  Mercy  Hospital  of 
Johnstown;  Miners  Hospital  of 
Northern  Cambria,  Spangler;  Port 
Allegany  Community  Hospital;  and 
Williamsport  Hospital. 

In  1973,  Bloomsburg  Hospital; 
Geisinger  Medical  Center,  Danville; 
Evangelical  Community  Hospital, 
Lewisburg;  and  Elk  County  General 
Hospital,  Ridgway,  also  joined  the 
council  and  began  full  participation  in 
its  activities. 

Although  it  was  developed  with  the 
assistance  of  the  Office  of  Vice  Presi- 
dent for  Continuing  Education  at  Penn 
State,  and  it  relies  on  a university-ap- 
pointed coordinator  to  serve  as  a liai- 
son representative  between  its 
members  and  the  colleges  and  depart- 
ments of  the  university  which  design 
its  educational  programs,  the  council’s 
direction  is  determined  by  the  educa- 
tional needs  of  its  members  and  their 
employees. 

Its  board  of  directors,  its  officers,  its 
advisory  committees  are  all  elected  or 
appointed  by  its  members;  the  Penn 
State-appointed  coordinator  has  one 
vote  on  its  ten-member  board. 

But  the  organizational  structure  of 
the  coordinating  council  is  of  far  less 
importance  than  the  services  it  is 
providing.  Through  its  efforts,  the  goal 
of  better  health  care  through  better- 
educated  health  care  personnel  is  being 
realized.  As  a pilot  project,  it  is  a suc- 
cess. It  has  demonstrated  another 
means  by  which  Penn  State  can  serve 
the  health-related  needs  of  the  commu- 
nity. 
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obituaries 


• Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 


• Charles  D.  Bierer,  Bedford,  Vir- 
ginia; University  of  Pittsburgh  School 
of  Medicine,  1912;  age  85;  died  June 
9,  1973.  He  was  a past  president  of  the 
Fayette  County  Medical  Society  and 
had  been  a member  of  the  staff  of 
Uniontown  Hospital.  He  is  survived 
by  a son. 

• William  S.  Butler,  Wellsboro; 
Georgetown  University  School  of 
Medicine,  1936;  age  62;  died  Sep- 
tember 19,  1973.  He  was  a past  presi- 
dent of  the  Tioga  County  Medical  So- 
ciety and  had  been  a member  of  the 
staff  of  Soldiers  and  Sailors  Memorial 
Hospital.  He  is  survived  by  his  wife, 
Anne  K.  Butler,  M.D.,  Wellsboro;  a 
daughter;  and  three  sons. 

• George  Cordonna,  Norristown; 
Jefferson  Medical  College,  1919;  age 
79;  died  October  2,  1973.  He  was  chief 
cardiologist  at  Montgomery  Hospital. 
He  is  survived  by  his  wife. 

• David  D.  Detar,  Pottstown;  Jef- 
ferson Medical  College,  1933;  age  75; 
died  September  12,  1973.  Prior  to  his 
retirement,  he  had  been  plant 
physician  at  the  Firestone  Tire  and 
Rubber  Co.,  Pottstown.  His  wife,  a 
daughter,  a son,  and  a sister  survive 
him. 

• John  K.  Durkin,  Havertown; 
University  of  Pennsylvania  School  of 
Medicine,  1932;  age  72;  died  Sep- 
tember 21,  1973.  He  had  been  on  the 
staff  at  Bryn  Mawr  Hospital  for  thirty 
years  and  on  the  staff  of  the  Veterans 
Administration  Hospital  in  Coatesville 
at  the  time  of  his  retirement.  He  is  sur- 
vived by  his  wife  and  two  brothers. 

• Marie  A.  Fischer,  Pittsburgh; 
University  of  Pittsburgh  School  of 
Medicine,  1958;  age  54;  died  Sep- 
tember 15,  1973.  She  is  survived  by  a 
brother  and  a sister. 

• Donald  L.  Hutchinson,  Pitts- 
burgh; Columbia  University  College  of 
Physicians  and  Surgeons,  1949;  age 
49;  died  September  17,  1973.  He  was 
certified  by  the  American  Board  of 
Obstetrics  and  Gynecology  and  was  a 
fellow  of  the  Society  for  Gynecologic 
Investigation.  He  is  survived  by  his 
wife  and  three  sons. 

• Dominic  S.  Motsay,  Sayre;  Jef- 
ferson Medical  College,  1938;  age  61; 


died  September  28,  1973.  He  had  been 
chief  of  pediatrics  at  the  Guthrie 
Clinic  and  the  Robert  Packer  Hospital 
from  1953  to  1971  and  was  medical 
director  of  the  Guthrie  Clinic  at  the 
time  of  his  death.  He  was  certified  by 
the  American  Board  of  Pediatrics  and 
was  a fellow  of  the  American  Acade- 
my of  Pediatrics  and  the  American  As- 
sociation of  Medical  Clinics.  Survivors 
include  his  wife,  two  daughters,  three 
sons,  two  sisters,  and  ten  brothers. 

• McClain  Post,  Daytona,  Florida; 
University  of  Pennsylvania  School  of 
Medicine;  age  70;  died  August  14, 
1973.  He  had  served  on  the  staff  at 
H.  C.  Frick  Community  Hospital,  Mt. 
Pleasant,  for  thirty-five  years.  His 
wife,  two  sons,  and  a sister  survive 
him. 

• Clarence  G.  Rayburn,  Washing- 
ton; Louisiana  State  University  School 
of  Medicine,  1949;  age  53;  died 
August  17,  1973.  He  is  survived  by  his 
parents,  his  wife,  a daughter,  two  sons, 
and  two  brothers. 

• Russell  C.  Seipel,  Ardmore;  Uni- 
versity of  Pennsylvania  School  of 
Medicine,  1917;  age  80;  died  Sep- 
tember 14,  1973.  He  is  survived  by  his 
wife  and  a son. 

• Jerome  B.  Smith,  Chester;  Hah- 
nemann Medical  College,  1952;  age 
47;  died  August  23,  1973.  He  was 
chief  of  obstetrics  and  gynecology  at 
Taylor  Hospital.  Ridley  Park,  and  was 
a clinical  associate  professor  at  Hah- 
nemann. Dr.  Smith  was  a diplomate  of 
the  American  Board  of  Obstetrics  and 
Gynecology  and  a fellow  of  the  Ameri- 
can College  of  Obstetrics  and  Gynecol- 
ogy and  the  American  College  of  Sur- 
geons. He  is  survived  by  his  wife,  three 
daughters,  a son,  two  sisters,  and  his 
mother. 

• Charles  I.  Stiteler,  Chester;  Uni- 

versity of  Pennsylvania  School  of 
Medicine,  1903;  age  96;  died  Sep- 
tember 24,  1973.  He  was  an 

ophthalmologist  at  the  former  Chester 
Hospital  and  served  as  clinical  assist- 
ant at  Wills  Eye  Hospital  and  at  the 
eye  clinic  at  Presbyterian  Hospital, 
Philadelphia.  He  had  served  as  a 
member  of  the  Pennsylvania  Medical 
Society’s  House  of  Delegates  for 


thirty-seven  years  and  was  a past  presi- 
dent of  the  Delaware  County  Medical 
Society.  Dr.  Stiteler  was  a fellow  of  the 
Academy  of  Ophthalmology  and 
Otolaryngology.  He  is  survived  by  a 
daughter. 

• Ruth  H.  Weaver,  Medford,  New 
Jersey;  Women's  Medical  College 
(Medical  College  of  Pennsylvania) 
1917;  age  81;  died  August  30,  1973. 
She  had  been  director  of  medical  serv- 
ices for  the  Philadelphia  Board  of  Edu- 
cation until  her  retirement.  There  is  no 
information  concerning  survivors. 

• Adam  F.  Weiss,  Detroit,  Michi- 
gan; Hahnemann  Medical  College, 
1929;  age  80;  died  August  19,  1973. 
He  was  a past  president  of  the  Tioga 
County  Medical  Society.  Survivors 
include  his  wife,  two  daughters,  three 
sons,  and  a sister. 

• Marston  T.  Woodruff,  Philadel- 
phia; Jefferson  Medical  College.  1930; 
age  68;  died  September  8,  1973.  He 
was  former  head  of  the  radiology 
department  at  Frankford  Hospital.  He 
was  past  president  of  the  Philadelphia 
Roentgen-Ray  Society.  He  was  a 
fellow  of  the  American  College  of 
Physicians,  the  American  College  of 
Radiology,  and  the  Radiological  Soci- 
ety of  North  America.  Survivors 
include  his  wife,  a daughter,  and  two 
sons. 

Hyman  L.  Fittingoff,  Meadow- 
brook;  University  of  Pennsylvania 
School  of  Medicine,  1934;  age  65; 
died  August  27,  1973.  He  is  survived 
by  his  wife  and  a son. 

Eugene  M.  Hartnett,  Upper  Darby; 
Georgetown  University  Medical  Col- 
lege, 1939;  age  60;  died  September  1 I, 
1973.  He  was  chief  of  pediatrics  at 
Mercy  Catholic  Medical  Center.  His 
wife,  two  daughters,  a son,  a brother, 
and  three  sisters  survive  him. 

Frank  J.  Jodzis,  Philadelphia;  Jef- 
ferson Medical  College,  1925;  age  71; 
died  June  2,  1973.  Information 

regarding  survivors  is  not  available. 

Thomas  G.  Tamburo,  Pittsburgh; 
University  of  Texas  School  of  Medi- 
cine, 1920;  age  80;  died  June  18, 
1973.  He  is  survived  by  his  wife. 
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Proceedings 
124th  Annual  Session 
of  the 

House  of  Delegates 

Philadelphia,  October  18-20,  1973 

(Secretary’s  Note:  Favorable  action  by  the  House  of  Dele- 
gates on  the  recommendations  of  the  reference  committees 
can  be  assumed  unless  reported  otherwise.) 


The  Opening  Session  of  the  House,  October  18,  1973 

The  Speaker  called  the  opening  session  of  the  1973  House 
to  order  at  1:05  p.m.,  Thursday,  October  18,  1973,  in  the 
Commonwealth  Ballroom  of  the  Marriott  Motor  Hotel, 
Philadelphia.  After  hearing  a report  from  the  chairman  of  the 
Committee  on  Credentials,  (C.  William  Weisser,  M.D., 
Allegheny  County)  that  a quorum  was  present  John  B. 
Lovette,  M.D.,  vice  speaker,  called  upon  the  Reverend 
Anthony  Vasquez,  Pastor,  St.  John's  Baptist  Church,  Thir- 
teenth and  Tasker  Streets,  Philadelphia,  to  offer  the  invoca- 
tion. 

Committee  on  Rules 

Henry  H.  Fetterman,  M.D.,  chairman  of  the  Committee 
on  Rules  (Lehigh  County)  presented  the  following  written 
report: 

"Mr.  Speaker  and  Members  of  the  House  of  Delegates: 

The  Committee  on  Rules  met  and  unanimously  approved 
the  adoption  of  the  Standing  Rules  of  the  House  of  Delegates 
to  the  Pennsylvania  Medical  Society  as  published  on  page  4 
of  the  1973  Official  Reports  Book  to  the  House  of  Delegates 
of  the  Pennsylvania  Medical  Society  with  the  exception  of 
Standing  Rule  No.  2 that  the  necessary  number  of  copies 
submitted  to  the  secretary  of  the  Society  be  changed  from 
eight  copies  to  two  copies. 

I recommend  that  we  adopt  the  Standing  Rules  as  printed 
with  this  one  recommended  change. 

Your  committee  has  considered  the  matter  of  the  ‘Bullet 
Ballot’  as  referred  to  it  by  the  Speaker  in  his  letter  of  Octo- 
ber 1 1,  1973.  In  that  letter,  the  speaker  asked  the  committee 
to  consider  the  matter  and  to  prepare  a report  so  that  the 
concern  of  the  Allegheny  County  Medical  Society  delega- 
tion about  the  ‘Bullet  Ballot’  might  be  weighed  by  the 
House. 

A ‘Bullet  Ballot'  can  occur  when  there  are  several 
nominees  for  equal  offices  voted  for  in  a group.  A good  ex- 
ample in  this  instance,  is  the  contest  for  alternate  delegates 
to  the  AM  A.  This  year  there  are  five  slots  open. 

A ‘Bullet  Ballot’  would  occur  if  a delegate  were  tp  mark 
his  ballot  for  any  number  less  than  five.  When  enough  peo- 
ple vote  for  less  than  five  it  tends  to  build  up  votes  for  a few 
or  one  person  and  to  take  votes  away  from  the  others,  thus 
the  term  ‘Bullet  Ballot.' 

Unless  there  is  a ruling  by  the  House  to  the  contrary,  the 


House  is  now  governed  by  Sturgis  Standard  Code  of  Parlia- 
mentary Procedure.  Chapter  18  of  Sturgis,  ‘Nominations 
and  Election,'  page  155,  Determining  Legality  of  Ballots' 
states: 

...‘5.  If  several  nominees  for  equal  offices  are  voted  for 
in  a group,  a ballot  containing  fewer  votes  than  the 
number  of  positions  to  be  filled  is  valid.  But  a ballot 
containing  votes  for  more  than  the  number  of  positions 
to  be  filled  is  illegal  for  all  the  positions.’ 

To  summarize,  then,  under  Sturgis,  the  Bullet  Ballot'  is 
permitted. 

A look  into  the  records  shows  that  the  House  of  Dele- 
gates, at  various  times  through  the  years,  has  either 
outlawed  or  accepted  the  ‘Bullet  Ballot.’ 

Your  committee  has  checked  with  the  AMA  and  recon- 
firmed that  the  AMA  House  is  governed  by  Sturgis. 

Although  the  Bullet  Ballot’  does  permit  the  building  up 
of  votes  for  a particular  candidate  or  candidates,  we  believe 
the  restrictions  imposed  by  requiring  a ‘full  ballot’  are  even 
less  desirable.  To  require  each  delegate  to  vote  for  all  posi- 
tions is  to  place  artificial  restraints  on  his  freedom  of 
choice.  It  may  be,  for  example,  that  he  has  personal  knowl- 
edge of  only  a few  of  the  candidates  and  does  not  wish  to 
vote  for  an  unknown.  It  is  also  possible  that  there  are  cer- 
tain candidates  for  whom  he  chooses  not  to  vote.  In  any 
event,  to  force  him  to  vote  for  a complete  slate  seems  arbi- 
trary. 

Probably  the  most  serious  question  to  be  considered  with 
regard  to  the  Bullet  Ballot’  is  whether  it  ultimately  results 
in  a different  outcome  of  an  election,  or  whether  it  merely 
insures  election  of  a candidate  who  would  have  been  elected 
anyway.  Since  the  question  really  relates  to  the  election  of 
the  Pennsylvania  Delegation,  and  further,  since  the  election 
of  AMA  delegates  and  alternates  must  be  by  plurality,  it 
becomes  difficult  to  judge  the  net  impact  of  the  Bullet 
Ballot.’  We  do  know,  from  checking  with  the  State  Bureau  of 
Elections,  that  the  Bullet  Ballot’  is  legal  in  municipal  and 
state  elections  in  Pennsylvania.  It  is  known  to  politicians  as 
plunking  the  vote!’ 

In  addition,  under  Sturgis  Standard  Code,  write-ins  are 
permitted.  In  Chapter  18  of  Sturgis,  Nominations  and  Elec- 
tions, Page  149,  ‘Voting  for  Candidates  Not  Nominated,’ 
we  find: 

‘A  member  need  not  be  nominated  for  an  office,  ei- 
ther from  the  floor  or  by  a committee,  to  be  elected  to 
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that  office  when  the  vote  is  taken  by  ballot  or  by  roll 
call.  Members  may  vote  for  anyone  who  is  eligible, 
regardless  of  whether  he  has  been  nominated,  by  writ- 
ing in  the  name  of  their  choice  on  the  ballot  or  voting 
for  him  on  roll  call.  Any  member  receiving  the  neces- 
sary vote  is  elected,  unless  he  declines  to  accept  the  of- 
fice.’ 

We,  therefore,  recommend  to  the  House  that  it  continue 
to  follow  ‘Sturgis  Standard  Code  of  Parliamentary 
Procedure’  and  to  specifically  permit  the  ‘Bullet  Ballot.’  ” 

Motion:  It  was  moved  and  seconded  that  the  Report 
of  the  Rules  Committee  (above)  be  referred  back  to  the 
Reference  Committee  on  Rules;  and  that  an  open 
hearing  be  held.  Motion  carried. 

The  Speaker  announced  that  the  matter  of  a ‘bullet  ballot' 
was  referred  back  to  the  Rules  Committee,  which  would  hold 
an  open  hearing  in  Rooms  Brandywine  F and  G Friday 
morning  at  1 1 :30  a.m. 

It  was  noted  that  the  recommendation  of  the  Rules  Com- 
mittee that  only  two  copies  of  resolutions  need  be  submitted 
to  the  secretary  instead  of  eight,  was  approved  by  the  House. 

Necrology  Report 

The  House  stood  in  tribute  following  the  Necrology 
Report  presented  by  David  S.  Masland,  M.D..  Cumberland 
County,  chairman  of  the  Board  of  Trustees: 

"At  this  time  it  is  customary  to  ask  you  to  give  a moment's 
thought  to  our  members  who  may  have  been  with  us  here  a 
year  ago,  but,  in  the  past  months,  have  responded  to  their  last 
roll  call.  Their  names  have  been  memorialized  in  County 
Medical  Society  Bulletins  and  in  Pennsylvania  Medicine,  the 
journal  of  the  Pennsylvania  Medical  Society. 

From  September  1,  1972,  to  August  31,  1973,  we  have 
lost  by  death  217  members:  thirteen  not  over  fifty  years  of 
age;  103  between  fifty-one  and  seventy;  and  101  in  the 
group  aged  seventy-one  to  over  ninety.  Of  these  217 
members,  114  were  associates,  most  of  whom  were  sixty- 
five  years  of  age  or  over.  The  Necrology  Report  at  the  last 
annual  session  reported  the  loss  of  248  members. 

May  we  rise  for  this  moment  in  silence  and  respect  to 
those  members  who  have  passed  to  their  eternal  reward 
during  the  past  year.” 

PaMPAC  Presentation 

William  B.  West,  M.D.,  chairman  of  the  PaMPAC  board 
of  directors,  presented  an  informational  report  to  the 
House.  Dr.  West’s  remarks  are  attached  as  Appendix  A. 

Announcements 

William  Y.  Rial,  M.D.,  Delaware  County,  speaker,  in- 
troduced officers  of  the  Society,  members  of  the  Judicial 
Council,  and  members  of  the  Board  of  Trustees  and  Council- 
ors. 

Dr.  Rial  read  the  following  letter  into  the  record  from 
John  F.  Rineman,  executive  vice  president: 

“William  Y.  Rial,  M.D. 

Speaker,  House  of  Delegates 
Pennsylvania  Medical  Society 
Lemoyne,  Penna. 

Dear  Bill: 

Please  express  my  deep  disappointment  to  the  members  of 


the  House  of  Delegates  for  not  being  able  to  attend  this  An- 
nual Business  Session,  the  first  one  I've  missed  in  my  nine- 
teen years  with  the  Society. 

All  of  you  to  whom  I’ve  talked  have  advised  me  to  be  a 
model  patient  and  listen  to  my  doctor,  but  he  has  advised  me 
not  to  travel  to  the  meeting.  My  recuperation  seems  to  be 
progressing  according  to  schedule  although  I must  confess 
I’m  a bit  impatient  and  think  1 should  be  moving  faster. 

I want  you  to  know  I really  appreciate  the  many  messages 
which  I've  received  from  the  members  of  the  House  during 
my  illness  and  convalescence. 

I'm  looking  forward  to  learning  the  actions  taken  by  the 
House  but  shall  miss  the  business,  political,  and  social  activi- 
ties. Best  wishes  for  a successful  meeting. 

Sincerely. 

John  F.  Rineman 

Executive  Vice  President” 

It  was  noted  that  Russell  B.  Roth,  M.D.,  president,  Ameri- 
can Medical  Association,  was  serving  as  the  official  repre- 
sentative of  the  AMA  to  the  Annual  Session. 

Dr.  Roth  came  forward  and  provided  the  House  with  a 
brief,  poetic  commentary  on  the  medical-political  scene,  as 
follows: 

Twinkle,  twinkle,  politician; 

Fly  your  legislative  mission. 

Think  up  lovely  little  bills; 

To  cure  our  real  or  fancied  ills. 

Regulate  the  cost  of  meat; 

Let  the  Russians  buy  our  wheat. 

Never  mind  the  soaring  prices; 

We  are  used  to  fiscal  crises. 

Give  out  grants  or  pass  a pension; 

Just  to  show  your  good  intention. 

What  care  we  if  taxes  rocket; 

It  only  hurts  us  in  the  pocket. 

Subsidize  the  tobacco  crop; 

But  warn  all  smokers  they  should  stop. 

Blast  the  medical  malefactors; 

But  pay  the  local  chiropractors. 

Promise  folks  to  buy  their  pills; 

And  pay  up  all  their  doctor  bills. 

But  then  be  sure  the  doc  gets  piles; 

of  retrospective  claim  denials. 

Hit  us  doctors  of  the  nation; 

With  price  control  discrimination; 

But  just  remember,  chum;  our  PAC 

Will  help  decide  if  you  come  back. 

Approval  of  Proceedings 

The  Proceedings  of  the  1 23rd  Annual  Meeting  of  the  Soci- 
ety in  Lancaster,  October  24-26,  1972,  found  on  pages  61 
through  130  of  the  December  1972  issue  of  Pennsylvania 
Medicine,  were  approved. 

The  Proceedings  of  the  Special  Meeting  of  the  House  of 
Delegates  held  at  the  Host  Inn,  Harrisburg,  June  9-10, 
1973,  found  in  the  August  1973  issue  of  Pennsylvania  Medi- 
cine, pages  50-64,  were  approved. 

Address  of  the  President 

Robert  S.  Sanford,  M.D.,  Mansfield,  Tioga  County,  presi- 
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dent,  presented  a report  on  his  year  as  president.  Dr.  San- 
ford’s speech  was  referred  to  the  Reference  Committee  on 
Reports  of  Officers,  except  for  the  recommendation  dealing 
with  the  Speakers’  Bureau  which  was  referred  to  the  Refer- 
ence Committee  on  Public  Service  and  the  paragraph  dealing 
with  courses  in  medical  economics  and  office  management, 
which  was  referred  to  the  Reference  Committee  on  Educa- 
tion and  Science.  The  text  of  Dr.  Sanford's  address  appeared 
in  the  November  issue  of  Pennsylvania  Medicine. 

Report  of  the  AMA  Delegation 

As  required  by  the  Resolved  portion  of  Resolution  71-1: 
AMA  Delegation  Report  and  Plans,  the  House  received  a 
brief  report  from  the  chairman  of  the  PMS  Delegation,  Mal- 
colm W.  Miller,  M.D.,  Philadelphia. 

"As  you  know,  the  formal  report  of  the  Pennsylvania  Dele- 
gation to  the  American  Medical  Association  is  contained  in 
the  official  reports  book  on  page  83. 

It  should  be  noted  that  the  Pennsylvania  Medical  Society 
was  represented  by  a full  complement  of  delegates  at  the  Cin- 
cinnati meeting  in  November  1 972,  and  all  but  one  of  the  del- 
egates attended  the  meeting  in  New  York  in  June  1973. 

You  will  recall  the  Pennsylvania  Delegation  conducted  a 
special  hearing  in  conjunction  with  the  1972  House  of  Dele- 
gates to  hear  the  views  of  members  with  respect  to  the  mis- 
sion of  the  Delegation  to  the  AMA.  It  also  afforded  the  dele- 
gation a chance  to  share  with  the  members  on  an  informal 
basis  some  of  its  past  work  and  future  aspirations.  The  dele- 
gation will  again  hold  a hearing  Friday,  October  19,  begin- 
ning at  nine  a.m.  in  Brandywine  Salons  F and  G.  Every 
member  is  welcome  and  I personally  encourage  you  to  attend 
and  let  the  delegation  have  the  benefit  of  your  views. 

I’m  very  pleased  to  report  that  as  of  August  31,  1973, 
AMA  active  (dues  paid  and  dues  exempt)  membership  count 
exceeded  the  1972  count  by  149.  We  should  exceed  10.001 
by  the  end  of  the  year  with  no  problem,  which  will  enable  the 
Society  to  retain  eleven  AMA  delegates  for  1974.  A letter 
was  received  from  Dr.  Roth  commending  the  Pennsylvania 
Medical  Society  for  its  increased  membership  in  the  AMA. 

I would  be  remiss  if  I did  not  point  out  one  of  the 
highlights  of  the  1973  Annual  Meeting  of  the  AMA  in  New 
York  was  the  inauguration  of  our  own  Dr.  Russell  B.  Roth  as 
president  of  the  AMA.  An  equally  gratifying  development 
was  the  election  of  Dr.  William  Y.  Rial  of  Swarthmore  as 
vice  speaker  of  the  AMA  House  of  Delegates.  The  delega- 
tion, and  all  of  us,  I’m  sure,  are  tremendously  proud  that  the 
AMA  has  chosen  Pennsylvanians  to  fill  these  key  positions  of 
leadership.’’ 

Delegates  were  reminded  of  the  AMA  Delegation  hearing 
scheduled  for  Friday  morning  at  9:00  a.m.  in  Brandywine 
Rooms  F and  G. 

Distinguished  Guests 

The  following  distinguished  guests  were  presented  to  the 
House:  Manning  W.  Alden.  M.D.,  president  elect.  Medical 
and  Chirurgical  Faculty  of  Maryland;  Matthew  E.  Boylan, 
M.D.,  president,  Medical  Society  of  New  Jersey;  Mr. 
Carmen  DiCello,  president,  Pennsylvania  Pharmaceutical 
Association;  Jack  Leckie,  M.D.,  vice  president.  West  Vir- 
ginia State  Medical  Association;  Thomas  F.  McCarthy, 
M.D.,  president.  Medical  Society  of  the  State  of  New  York; 


Donnel  M.  McHenry,  D.D.S.,  president,  Pennsylvania 
Dental  Association;  Raymond  J.  Saloom,  D.O.,  president, 
Pennsylvania  Osteopathic  Medical  Association,  Mrs. 
Martha  Thomas,  president,  American  Association  of  Medi- 
cal Assistants,  Pennsylvania  Society;  William  J.  Vandervort, 
M.D.,  president.  Medical  Society  of  Delaware. 

The  written  remarks  of  Mr.  DiCello,  president  of  the 
Pennsylvania  Pharmaceutical  Association,  were  distributed 
in  the  House  and  referred  to  the  Reference  Committee  on 
Education  and  Science  for  information. 

\ 

Address  of  the  President  Elect 

Ralph  C.  Wilde,  M.D.,  president  elect,  Allegheny  County,  ' 1 
delivered  his  address,  which  was  referred  to  the  Reference  i 
Committee  on  Reports  of  Officers — with  the  exception  of  the  1 1 
recommendation  dealing  with  unified  membership,  which  j 
was  referred  to  the  Reference  Committee  on  Constitution 
and  Bylaws.  The  text  of  Dr.  Wilde's  address  appeared  in  the  1 
November  issue  of  Pennsylvania  Medicine. 

Report  from  the  Speaker 

Dr.  Rial  presented  the  following  report  to  the  House 
regarding  four  recommendations  referred  to  him  by  the  1972 
House. 

"At  the  conclusion  of  last  year’s  House  of  Delegates  Meet- 
ing in  Lancaster,  R.  William  Alexander,  M.D.,  delegate  from 
Berks  County,  made  four  recommendations,  which  were 
adopted  by  the  House  and  referred  to  the  Speaker  for 
implementation.  Those  recommendations  were: 

( 1 ) That  the  Chair  assign  designated  seats  or  seating  areas 
to  county  delegations. 

As  you  know,  this  recommendation  has  been  implementeo 
and  the  seating  chart  has  been  devised  along  councilor  dis- 
trict lines.  It  is  anticipated  that  each  year  those  councilor  dis 
tricts  which  now  find  themselves  at  the  very  front  of  the  room 
will  move  to  the  back  of  the  room;  and  that  everyone  wil 
move  up,  so  that  eventually  each  delegation  will  have  an  op- 
portunity to  enjoy  front-row  seating.  Unless  the  House 
wishes  to  do  otherwise,  I would  recommend  that  you  work 
with  this  seating  arrangement  for  the  remainder  of  this  ses- 
sion. There  will  be  an  opportunity  in  the  questionnaire  which 
we  will  provide  on  the  final  day  of  the  meeting  in  which  you 
can  indicate  some  feedback  as  to  whether  you  found  this  ar- 
rangement satisfactory  or  wish  to  have  it  changed. 

(2)  Another  recommendation  from  Dr.  Alexander  was 
that  the  microphones  of  the  House  be  numbered  sequentially. 

Again,  you  will  note  that  the  microphones  are  numbered 
and  1 would  agree  with  Dr.  Alexander  that  it  does  expedite 
the  work  of  the  House.  In  passing,  we  should  also  note  that 
this  recommendation  was  in  effect  for  the  special  meeting  of 
the  House  in  June. 

(3)  That  identifying  cards  be  provided  for  dignitaries  on 
the  platform.  The  implementation  of  this  is  self-evident. 

(4)  That  the  Credentials  Committee  accomplish  its  valida- 
tion of  credentials  through  a mail  preregistration  process, 
thus  avoiding  the  need  for  a member  of  the  Credentials  Com- 
mittee to  be  on  hand  in  order  for  a delegate  to  register. 

We  have  studied  this  matter  in  detail  with  both  staff  and 
Legal  Counsel,  and  have  also  been  in  consultation  with  the 
AMA.  It  has  been  our  recommendation  that  before  going  to  a 
mail  preregistration  we  instead  authorize  staff  to  handle  rou- 
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tine  registrations,  just  as  the  AM  A does.  The  Credentials 
Committee  itself  meets  at  an  appointed  time  prior  to  each 
session  of  the  House  to  go  over  any  problems.  It  is  my  im- 
pression that  under  this  system  the  registration  desk  has  been 
opened  at  the  convenience  of  the  delegates  and  that  no 
serious  delays  have  been  experienced.” 

Acceptance  of  Reports  and  Resolutions 

All  material  contained  in  the  1973  Official  Reports  Book 
was  accepted. 

The  following  announcement  was  made  with  regard  to 
the  Pennsylvania  Medical  Care  Foundation: 

“As  you  know,  according  to  the  bylaws  of  the  Medical 
Care  Foundation,  approved  by  this  House  of  Delegates  last 
year,  the  members  of  the  PMS  House  of  Delegates  are  also 
the  administrative  members  of  the  Pennsylvania  Medical 
Care  Foundation.  At  the  back  of  the  handbook  this  year, 
beginning  on  page  115,  you  will  find  the  1973  Annual 
Report  of  the  Board  of  Directors  of  the  Pennsylvania  Medi- 
cal Care  Foundation.  So  that  this  report  may  be  properly 
considered,  and  because  it  is  so  closely  related  to  Medical 
Service,  we  have  asked  the  Reference  Committee  on  Medi- 
cal Service  to  wear  two  hats  and  to  also  be  the  Reference 
Committee  of  the  Foundation  and  to  consider  the  Annual 
Report  of  the  Foundation’s  Board  of  Directors.  So,  at  this 
time,  unless  the  Chair  hears  objection  from  the  House,  we 
will  refer  the  Annual  Report  of  the  Board  of  Directors  of 
the  Pennsylvania  Medical  Care  Foundation  to  the  Refer- 
ence Committee  on  Medical  Service  sitting  as  the  Reference 
Committee  of  the  Foundation." 

The  Chair  called  upon  Matthew  Marshall,  Jr.,  M.D., 
Allegheny  County,  president.  Medical  Care  Foundation,  for 
a few  remarks  concerning  the  annual  report  of  the  Founda- 
tion. 

The  following  supplemental  reports  were  contained  in  the 
Official  Reports  Book  and  became  the  official  business  of 
the  House:  (1)  Supplemental  Report  A,  Board  of  Trustees 
and  Councilors  (referred  to  Reference  Committee  on 
Reports  of  Officers)  See  Appendix  B.  (2)  Supplemental 
Report  B.  Board  of  Trustees  and  Councilors  (referred  to 
Reference  Committee  on  Reports  of  Officers)  See  Appendix 
C.  (3)  Supplemental  Report  C,  Board  of  Trustees  and  Coun- 
cilors (Referred  to  Reference  Committee  on  Constitution 
and  Bylaws)  See  Appendix  D.  (4)  Supplemental  Report  of 
the  Committee  on  Medical  Benevolence  (Referred  to  Refer- 
ence Committee  on  Public  Service)  See  Appendix  E.  (5) 
Supplemental  Report,  Council  on  Public  Service  (Referred 
to  Reference  Committee  on  Public  Service)  See  Appendix 
F.  (6)  Supplemental  Report,  Council  on  Medical  Service 
(Referred  to  Reference  Committee  on  Medical  Service)  See 
Appendix  G. 

The  following  supplemental  reports  in  the  Delegates' 
Packets  were  received  as  the  business  of  the  House:  ( 1 ) Sup- 
plemental Report,  Council  on  Governmental  Relations 
(referred  to  Reference  Committee  on  Governmental  Rela- 
tions) See  Appendix  H.  (2)  Supplemental  Report  E,  Board 
of  Trustees  and  Councilors  (referred  to  Reference  Com- 
mittee on  Reports  of  Officers)  See  Appendix  I.  (3)  Annual 
Report  of  the  Educational  and  Scientific  Trust  (referred  to 
Reference  Committee  on  Education  and  Science)  Available 


upon  request.  (4)  Report  of  Pennsylvania  Blue  Shield 
Available  upon  Request. 

Additional  Supplemental  Materials  Received  As  the 
Business  of  the  House — (1)  Supplemental  Report  D.  Board 
of  Trustees  and  Councilors  (referred  to  Reference  Com- 
mittee on  Governmental  Relations)  Appendix  J.  (2)  Supple- 
mental Report  F,  Board  of  Trustees  and  Councilors 
(referred  as  indicated)  Appendix  K.  (3)  Budget  Calculations 
for  1974  (referred  to  Reference  Committee  on  Reports  of 
Officers)  Available  Upon  Request. 

Finance  Committee  Report 

George  A.  Rowland,  M.D.,  Columbia  County,  chairman. 
Finance  Committee,  presented  the  following  report  of  the 
Finance  Committee  of  the  Board  of  Trustees  and  Council- 
ors, which  was  referred  to  the  Reference  Committee  on 
Reports  of  Officers. 

"To  the  House  of  Delegates: 

A copy  of  the  proposed  budget  for  1974  as  approved  by 
the  Board  of  Trustees  has  been  distributed  for  your  infor- 
mation. In  addition  to  the  1974  figures,  it  contains  the  com- 
parative figures  of  the  budget  approved  for  1973,  as  well  as 
the  actual  expenditures  for  the  period  January  1 through 
August  31,  1973.  You  will  note  that  for  the  eight-month 
period,  the  Society  experienced  a surplus  of  $106,094. 
However,  were  it  not  for  the  reimbursement  from  the  feder- 
al government  for  management  services  for  the 
Susquehanna  Valley  Regional  Medical  Program,  this 
surplus  would  be  reduced  to  $19,744.  What  the  final 
surplus  will  be  at  the  end  of  the  fiscal  year  remains  to  be 
seen. 

The  1974  budget  is  based  on  the  current  annual  assess- 
ment of  $100  per  full  dues-paying  member.  As  you  can  see, 
the  budget  anticipates  a deficit  of  $131,897.  The  largest 
contributing  factor  to  this  deficit  is  due  to  the  exclusion  of 
reimbursement  from  the  federal  government.  Since  the  con- 
tinuation of  the  Regional  Medical  Program  after  December 
31,  1973,  is  in  doubt,  the  Board  and  the  Finance  Committee 
felt  income  from  this  source  should  not  be  projected  in 
1974.  Should  some  income  from  this  source  unexpectedly 
materialize,  this  would  reduce  the  deficit. 

The  Finance  Committee  is  also  hopeful  that  the  councils 
and  committees  will  continue  to  exercise  the  same  prudence 
which  they  have  traditionally  exhibited.  Over  the  years,  al- 
most without  exception,  the  councils  and  committees  have 
underspent  their  budgeted  funds.  This,  too,  will  tend  to 
reduce  the  projected  deficit.  In  fact,  the  Finance  Committee 
is  counting  on  it. 

Accordingly,  the  Finance  Committee  at  this  time  is  not 
proposing  an  increase  in  dues  for  1974.  However,  you 
should  bear  in  mind  as  you  deliberate  here  during  the  next 
few  days  that  any  new  programs  you  may  approve  will 
carry  a price  tag  and  will  likely  impact  on  what  is  already  a 
sizable  projected  deficit.  Our  final  recommendation  for 
1974  dues  will  be  presented  to  you  at  the  final  session  of  the 
House. 

As  a matter  for  your  information,  I have  included  a list 
showing  the  dues  of  all  state  societies,  which  illustrates  that 
the  dues  for  Pennsylvania  are  moderate  in  comparison  with 
other  states. 

If  there  are  any  questions  regarding  the  budget  or  the  fi- 
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nancial  condition  of  the  Pennsylvania  Medical  Society, 
please  attend  the  hearing  of  the  Reference  Committee  on 
Reports  of  Officers.  Members  of  the  Finance  Committee 
will  be  available  to  hear  opinions  and  will  attempt  to  answer 
any  questions  which  you  might  have.” 


Comparison  of  Dues  of  all  State  Societies 


Alaska 

$450 

Washington 

$122 

Nevada 

260 

Arizona 

120 

Montana 

200 

Oklahoma 

120 

South  Carolina 

180 

New  Hampshire 

120 

Utah 

165 

Oregon 

1 15 

Colorado 

150 

Indiana 

1 10 

Idaho 

150 

Maryland 

1 10 

Iowa 

150 

Georgia 

100 

District  of 

Mississippi 

100 

Columbia 

145 

Nebraska 

100 

Wisconsin 

145 

New  York 

100 

Delaware 

140 

Pennsylvania 

100 

Hawaii 

140 

Rhode  Island 

100 

California 

135 

Vermont 

100 

Michigan 

135 

West  Virginia 

100 

New  Mexico 

135 

North  Carolina 

95 

Illinois 

131 

New  Jersey 

90 

Kentucky 

130 

Louisiana 

85 

Alabama 

125 

Massachusetts 

85 

Arkansas 

125 

Tennessee 

80 

Kansas 

125 

Texas 

80 

Maine 

125 

Florida 

75 

Minnesota 

125 

Missouri 

75 

North  Dakota 

125 

Puerto  Rico 

73 

South  Dakota 

125 

Connecticut 

70 

Wyoming 

125 

Ohio 

65 

Resolutions 

The  following  resolutions  were  received  less  than  thirty 
days  before  the  meeting  of  the  House  of  Delegates,  and  were 
accepted  by  the  House  as  business: 

Resolution  No.  73-29 

Subject:  Military  Service  to  be  Counted  as  Membership  in 
PMS 

Introduced  by:  F.  Peter  Kohler,  M . D.,  in  behalf  of  the  Dela- 
ware County  Medical  Society 
Author:  F.  Peter  Kohler,  M.D. 

(Referred  to  Reference  Committee  on  Constitution  and 
Bylaws) 

Resolution  No.  73-30 

Subject:  Education  and  Involvement  of  Physicians  and  Non 
Physicians  in  Professional  Standards  Review  Or- 
ganizations (PSROs) 

Introduced  by:  PMS  Board  of  Trustees 
Authored  by:  PMS  Interspecialty  Committee 
(Referred  to  Reference  Committee  on  Medical  Service) 


Resolution  No.  73-31 

Subject:  Adler  v.  The  Montefiore  Hospital  Association  of 
Western  Pennsylvania 

Introduced  by:  Sidney  O.  Krasnoff,  M.D.,  in  behalf  of  the 
Philadelphia  County  Medical  Society 
Author:  Jerry  Zaslow,  M.D. 

(Referred  to  Reference  Committee  on  Education  and 
Science) 

Resolution  No.  73-32 

Subject:  Quackery  Defense  Fund 

Introduced  by:  Francis  S.  Kleckner,  M.D.,  secretary,  in 
behalf  of  the  Lehigh  County  Medical  Soci- 
ety. 

Author:  Stephen  J.  Barrett,  M.D. 

(Referred  to  Reference  Committee  on  Reports  of  Officers) 

Resolution  No.  73-33 

Subject:  Commendation  of  Russell  B.  Roth,  M.D.,  and  other 
AMA  Leaders  from  Pennsylvania 
Introduced  by:  Board  of  Trustees 

(Referred  to  Reference  Committee  on  Reports  of  Officers) 

Resolution  No.  73-34 

Subject:  Possible  Reduction  in  the  Size  of  the  House  of  Del- 
egates 

Introduced  by:  Edgar  W.  Kline,  M.D.,  delegate,  Mont- 
gomery County 
Author:  Edgar  W.  Kline,  M.D. 

(Referred  to  Reference  Committee  on  Constitution  and 
Bylaws) 

Resolution  No.  73-35 

Subject:  Confidentiality  of  Patients’  Records 
Introduced  by:  Patrick  J.  McDonough,  M.D.,  delegate, 
Allegheny  County 

Author:  Patrick  J.  McDonough,  M.D. 

(Referred  to  Reference  Committee  on  Medical  Service) 

Resolution  No.  73-36 

Subject:  PDUR 

Introduced  by:  H.  Fellerman,  M.D.,  in  behalf  of  the  Luzerne 
County  Medical  Society 

Author:  Board  of  Directors,  Luzerne  County  Medical  Soci- 
ety 

(Referred  to  Reference  Committee  on  Medical  Service) 

Resolution  No.  73-37 

Subject:  Commendation  of  Dane  S.  Wert 
Introduced  by:  Robert  N.  Moyers,  M.D.,  delegate,  Craw- 
ford County 

Author:  Robert  N.  Moyers,  M.D. 

(Acted  Upon  by  the  House  without  referral) 

WHEREAS,  Dane  S.  Wert  has  served  the  Pennsylvania 
Medical  Society  for  more  than  eleven  years  as  Director  of 
Communications  before  resigning  from  the  staff  in  August  of 
this  year;  and 

WHEREAS,  His  able  guidance  in  the  public  and  profes- 
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sional  relations  aspects  of  the  State  Society  was  of  estimable 
value  to  Pennsylvania  physicians;  and 

WHEREAS,  His  talents  and  dedication  will  be  sorely 
missed  by  the  Pennsylvania  Medical  Society;  therefore  be  it 
RESOLVED,  That  the  name  of  Dane  S.  Wert  be  placed 
in  the  official  proceedings  of  this  meeting  with  the  thanks  of 
this  House  for  his  years  of  dedicated  service.” 

Changes  in  Referrals 

Items  4,  5,  and  6 of  Supplemental  Report  A of  Board  of 
Trustees,  referred  to  the  Reference  Committee  on  Medical 
Service. 

Attendance  Slips 

It  was  noted  that  Legal  Counsel  has  determined  that  for 
purposes  of  the  record,  the  registration  data  maintained  by 
the  Credentials  Committee  is  sufficient.  Therefore,  attend- 
ance slips  were  not  provided  this  year.  At  the  same  time,  dele- 
gates were  reminded  that  they  are  free  to  call  for  a roll  call 
vote  at  any  time. 

Reference  Committees 

Reference  Committees  for  the  1973  Annual  Session  of  the 
House  of  Delegates  are  listed  below: 

Constitution  and  Bylaws 

*R.  Robert  Tyson  (Philadelphia),  Chairman 
’"Herbert  A.  Friedman  (Monroe) 

‘"Patrick  H.  Hughes  (Allegheny) 

’’James  A.  Raub  (Blair) 

’’William  M.  Shue  (York) 

Benjamin  J.  Wood  (Mercer),  Alternate 

Education  and  Science 

’"Axel  K.  Olsen  (Neurosurgery),  Chairman 
’’John  Steele  (Carbon) 

-William  W.  Gress  (Cambria),  Alternate 
’:‘Conrad  A.  Etzel  (Delaware) 

Credentials 

C.  William  Weisser  (Allegheny),  Chairman 
Herbert  Fellerman  (Luzerne) 

David  F.  Gillum  (Tioga) 

Norman  Goldstein  (Chester) 

Edwin  M.  Price  (Somerset) 

Gabriel  M.  Lizak  (Schuylkill),  Alternate 

Public  Service 

’■  David  W.  Clare  (Allegheny),  Chairman 
’:'Joseph  P.  Bering  (Lebanon) 

’"Sidney  O.  Krasnoff  (Philadelphia) 

"’Sydney  E.  Sinclair  (Lycoming) 

’sManue!  Soriano  (Elk-Cameron) 

R.  Howard  Griffen,  Venango,  Alternate 

Governmental  Relations 

‘:‘William  D.  Lamberton  (Erie),  Chairman 
* Minerva  S.  Buerk  (Montgomery) 

’^Milton  M.  Perloff  (Philadelphia) 

^’Anthony  J.  Cummings  (Lackawanna) 

’:‘Robert  Williams  (Pediatrics) 


Reports  of  Officers 

’John  H.  Harris,  Jr.  (Cumberland),  Chairman 

* Harvey  W.  Austin  (Allegheny) 

’’’CharlesW.  Bair  (Lancaster) 

’ James  F.  O'Neill  (Philadelphia) 

Francisco  B.  Villa  (Potter) 

*Ralph  M.  Weaver  (Butler),  Alternate 

Tellers 

George  R.  Wentzel  (Northumberland),  Chairman 
Harry  V.  Armitage  (Delaware) 

Charles  A.  Bikle  (Franklin) 

Gertrude  Blumenschein  (Fayette) 

James  Hammett  (Adams) 

Donald  D.  Mitchell  (Cambria) 

Medical  Service 

Ralph  J.  Stalter  (Allegheny),  Chairman 
’"Richard  L.  Huber  (Lackawanna) 

"Samuel  D.  Kron  (Philadelphia) 

’’Arthur  J.  Patterson  (Greene) 

’"William  H.  Pitts  (Armstrong) 

Michael  Markarian  (Susquehanna),  Alternate 

Rules 

’’Henry  Fetterman  (Lehigh),  Chairman 
’"George  E.  Clapp  (Washington) 

‘"Angelo  M.  DiBello  (Philadelphia) 

’’Lorraine  H.  Erhard  (Clearfield) 

’"William  C.  Long  (Clinton) 

Nancy  C.  Lamancusa  (Lawrence),  Alternate 

* Indicates  those  members  who  signed  the  report. 

Again  this  year  it  was  noted  that  the  Chair  has  appointed, 
along  with  the  regular  five  members  of  each  reference  com- 
mittee, one  alternate.  These  alternates  were  notified  and 
received  all  pertinent  materials  relating  to  their  reference 
committee.  The  purpose  is  to  make  available  to  the  com- 
mittee a substitute  familiar  with  the  material  in  the  event 
that  one  of  the  regular  committee  members  is  unable  to  at- 
tend the  meeting. 

Remarks  of  President  of  Woman’s  Auxiliary 

Mrs.  John  H.  Eves,  president,  Woman’s  Auxiliary  to  the 
Pennsylvania  Medical  Society,  addressed  the  House,  and 
her  remarks  (Available  upon  request)  were  referred  to  the 
Reference  Committee  on  Public  Service. 

Pennsylvania  Delegation  Open  Hearing 

It  was  announced  that  the  Pennsylvania  Delegation  to  the 
AMA  would  hold  an  open  hearing  Friday  morning  at  9:00 
a.m.  in  the  Brandywine  Rooms  F,  G,  with  the  Pennsylvania 
Delegation  sitting  as  a special  committee.  Dr.  Miller, 
chairman,  presiding.  The  purpose  of  the  hearing  was  to  af- 
ford members  an  opportunity  to  ask  questions  of  the  delega- 
tion and  to  make  their  views  on  the  AMA  known. 

Councilor  District  Caucuses 

It  was  announced  that  councilor  district  caucuses  would 
be  held  Friday  morning  at  10:30  a.m.  with  the  locations 
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listed  on  the  back  page  of  the  Official  Reports  Book.  It  was 
noted  that  a room  had  been  set  aside  for  the  specialty  dele- 
gates, in  which  they  could  hold  a caucus.  On  Saturday 
morning,  further  time  was  reserved  at  8:30  a.m.  for  a sec- 
ond round  of  district  caucuses.  Copies  of  reference  com- 
mittee reports  were  made  available  at  the  caucuses. 

Reference  Committee  Hearings 

Reference  Committee  hearings  were  held  at  the  following 
times: 


Constitution  and  Bylaws 

3:30  p.m. 

Governmental  Relations 

3:30  p.m. 

Medical  Service 

4:00  p.m. 

Reports  of  Officers 

7:00  p.m. 

Education  and  Science 

7:00  p.m. 

Public  Service 

8:00  p.m. 

Adjournment 

The  opening  session  of  the  House  adjourned  at  3:30  p.m. 

The  Second  Session  of  the  House,  October  19,  1973 

The  second  session  of  the  House  was  called  to  order  at 
1:38  p.m.  in  the  Commonwealth  Ballroom  of  the  Marriott 
Motor  Hotel,  Philadelphia.  C.  William  Weisser,  M.D., 
Allegheny  County,  chairman.  Committee  on  Credentials, 
reported  a quorum  present. 

It  was  noted  that  Bedford,  Perry,  and  Wayne-Pike 
counties  were  without  representation  in  the  House  of  Dele- 
gates, as  were:  SAM  A Chapters — Hahnemann,  University 
of  Pittsburgh;  Specialty  Societies — Anesthesiology,  Colon 
and  Rectal  Surgery,  Neurosurgery,  Obstetrics  and  Gynecol- 
ogy, Physical  Medicine  and  Rehabilitation. 

It  was  noted  that  Article  VI,  Section  3 of  the  constitution 
states  that:  “If  any  component  society  is  without  any  duly 
accredited  member  of  the  House  of  Delegates  at  any  session 
thereof,  then  the  Active,  Senior  Active,  Intern  or  Resident 
Member  or  members  registered  and  in  attendance  from  that 
component  society  may  select  himself  or  one  delegate  from 
their  number  as  the  case  may  be  who  shall  be  the  represent- 
ative of  that  component  society  and  shall  serve  in  the  place 
of  an  accredited  delegate.” 

Members  of  the  Society  who  shall  qualify  to  fill  one  of 
the  vacancies  were  instructed  to  report  to  the  Credentials 
Committee  to  apply  for  the  vacancies. 

Secretary’s  Note:  There  were  no  persons  present  who 
applied  to  fill  the  above  vacancies. 

Reference  Committee 
Constitution  and  Bylaws 

R.  Robert  Tyson.  M.D.,  chairman,  presented  the  follow- 
ing report  of  the  committee. 

“Mr.  Speaker,  and  members  of  the  House  of  Delegates, 
the  Reference  Committee  on  Constitution  and  Bylaws  has 
considered  the  material  listed  in  the  index  and  presents  the 
following  report. 

Term  of  Office  of  the  Reference  Committee  on  Consti- 
tution and  Bylaws  (Pages  12, 13,  56,  and  57  of  the  Of- 
ficial Reports  Book) 

Last  year  a question  was  raised  about  the  Reference 


Committee  on  Constitution  and  Bylaws  reviewing  its  own 
work.  In  studying  this  issue,  the  committee  determined  that 
there  was  appropriate  change  in  the  makeup  of  the  Com- 
mittee on  Constitution  and  Bylaws  but  that  language  to  as- 
sure continued  planned  change  was  not  spelled  out  in  the 
Constitution  and  Bylaws.  The  proposals  prescribing  these 
changes  are  contained  on  pages  12  and  13  of  your  Official 
Reports  Book. 

Your  Reference  Committee  recommends  adoption  of 
these  changes  which  provide  the  needed  continuity  as  well 
as  assures  appropriate  change  in  the  Committee  on  Consti- 
tution and  Bylaws. 

Proposal  to  Make  the  President  Elect  of  each  of  the 
Component  County  Societies  a Voting  Member  of  the 
House  of  Delegates  (Pages  57-58  of  the  Official 
Reports  Book) 

Last  year  the  Committee  on  Constitution  and  Bylaws  dis- 
cussed the  potential  advantages  and  disadvantages  of 
making  the  president  elect  of  each  county  medical  society  a 
voting  member  of  the  House  of  Delegates  which  would,  in 
effect,  add  to  the  total  number  of  delegates  in  the  House. 
The  committee  asked  for  comments.  All  discussion  at  the 
hearing  was  adverse  to  the  idea. 

We  recommend  this  information  be  filed. 

Student  Membership  (Pages  11,  55,  and  56  of  the  Of- 
ficial Reports  Book) 

Last  year  the  House  of  Delegates  considered  amendments 
which  would  have  provided  direct  membership  for  medical 
students  in  the  Pennsylvania  Medical  Society  which  would 
be  in  addition  to  the  membership  now  held  by  SAMA  and 
would  be  proportional  to  the  number  of  student  members  of 
the  Pennsylvania  Medical  Society.  The  amendments  failed 
to  receive  the  necessary  three  fourths  vote  by  a very  narrow 
margin;  and,  therefore,  they  were  required  to  ride  over  to 
this  session  of  the  House  for  reconsideration.  A two-thirds 
affirmative  vote  will  pass  these  amendments  to  the  Consti- 
tution and  Bylaws  at  this  meeting.  The  committee, 
therefore,  presents  these  amendments  for  reconsideration. 
We  recommend  these  amendments  be  voted  on. 

Secretary’s  Note:  The  Student  amendments  failed  to  receive 
a two-thirds  vote.  The  Student  Membership  amendments 
were  lost. 

Waiver  of  Debate  (Page  13  of  the  Official  Reports 
Book) 

Your  reference  committee  has  grouped  the  following 
items  together  in  a Waiver  of  Debate  list.  In  each  instance 
there  was  no  testimony  heard  and  the  committee  feels  the 
item  is  of  a noncontroversial  nature: 

Clarification  of  Alternates  in  the  House  of  Delegates 
Minutes  of  Closed  and  Executive  Sessions;  Signing  of  Dele- 
gate and  Alternate  Cards;  Clarification  of  Affiliate  Mem- 
bership for  Members  of  Foreign  National  Medical  Society. 

We  recommend  that  the  House  approve  the  above  ac- 
tions. 
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Unified  Membership  (Page  89  and  paragraph  3,  page  3 
of  Address  of  President  Elect) 

Testimony  concerning  unified  membership  was  vigorous 
and  diversified.  The  legality  of  unified  membership  was  ques- 
tioned. However,  the  concept  of  one  society  composed  of 
three  parts  seemed  quite  logical.  Fear  of  membership  loss 
because  of  required  membership  in  all  three  was  raised,  yet 
evidence  was  presented  that  those  societies  who  recently  have 
required  unified  membership  have  had  an  increase  in  mem- 
bership. We  feel  this  is  a complex  issue  with  several  impor- 
tant ramifications  that  need  further  study. 

We  recommend  referral  to  the  Committee  on  Constitu- 
tion and  Bylaws  with  recommendations  to  be  reported  to 
the  next  House  of  Delegates  in  1974. 

Election  of  District  Councilors  by  District  (Pages  12  and 

56  of  the  Official  Reports  Book) 

Last  year  the  House  of  Delegates  requested  the  Committee 
on  Constitution  and  Bylaws  to  compose  the  required  consti- 
tutional changes  so  that  district  councilors  would  be  elected 
by  the  district  involved.  Those  changes  are  delineated  on 
page  12. 

In  considering  this  issue,  the  Committee  on  Constitution 
and  Bylaws  felt  that  this  method  might  result  in  polarization 
and  pointed  out  that  a Trustee  and  Councilor  when  acting  as 
trustee  represents  all  districts  and,  therefore,  proposed  an  al- 
ternate set  of  changes  combining  the  concept  of  councilor 
district  election  with  approval  by  the  House  of  Delegates. 
These  changes  are  also  delineated  in  the  proposed  changes  to 
the  Constitution  and  Bylaws.  However,  one  contingency  was 
not  considered,  i.e.,  what  is  done  if  a Trustee  and  Councilor 
who  is  elected  by  a district  should  not  be  approved  by  the 
House  of  Delegates. 

The  testimony  concerning  this  issue  was  clearly  in  favor  of 
maintaining  the  status  quo. 

We  recommend  that  the  preceding  proposals  be  rejected. 
We  also  recommend  that  the  county  medical  society  delega- 
tions take  a more  active  role  in  the  nomination  of  trustees 
and  councilors  for  their  districts. 

Secretary’s  Note:  The  amendments  regarding  election  of 
district  councilors  by  district  were  referred  to  the  Com- 
mittee on  Constitution  and  Bylaws  for  review  and  resubmis- 
sion to  the  House  next  year. 


Delinquent  Dues  Requirement  (Page  89  of  the  Official 
Reports  Book;  Report  of  Ad  Hoc  Committee  on  AM  A 
Membership) 

Discussion  of  this  issue  was  confused  and  involved  only  an 
attempt  to  describe  the  sense  of  the  recommendation. 
Consequently,  there  was  no  discussion  concerning  the  philos- 
ophy or  propriety  of  the  recommendation;  nor  are  we  certain 
of  the  ramifications  of  this  recommendation.  For  these 
reasons,  we  feel  considerably  more  study  of  the  problem  is 
required  before  a logical  recommendation  can  be  made. 

We  recommend  referral  to  the  Committee  on  Constitu- 
tion and  Bylaws  for  study  and  report  back  to  this  assembly 
at  the  annual  meeting  in  1974. 


Communications  Division  (Page  86  of  the  Official 
Reports  Book) 

By  action  of  the  House  of  Delegates  last  year,  the  Speaker 
appointed  a committee  to  study  the  proposals  to  establish  a 
communications  division  and  replace  the  Council  on  Public 
Service.  The  recommendations  of  this  committee  altered  the 
functions  of  the  Council  on  Public  Service  to  be  primarily 
concerned  with  membership  and  recommended  an  adminis- 
trative section  responsible  for  the  Society’s  communications’ 
needs.  Although  not  specifically  mentioned  in  the  report,  it  is 
clear  that  all  functional  elements  of  the  Society  have  public 
service  responsibilities.  Testimony  was  entirely  in  favor  of 
the  recommendations  of  the  Ad  Hoc  Committee  and  all 
seemed  to  understand  that  the  communications’  section 
would  become  an  administrative  function  under  the  direc- 
tion of  the  Board  of  Trustees  but  responsible  to  all  official 
segments  of  the  Society.  Several  new  names  were  suggested 
for  this  council,  but  the  Council  on  Membership  seemed 
most  appropriate. 


We  recommend  implementation  of  these  recommen- 
dations and  suggest  the  following  changes  in  the  Bylaws: 

1.  Delete  Section  4(c),  Chapter  XIV  of  the  Bylaws  with 
the  new  Section  4(c)  to  read  as  follows: 

The  Council  on  Membership,  which  shall  be 
responsible  for  conducting  a professional  relations 
program,  with  major  emphasis  on  membership 
recruitment,  indoctrination  and  services,  to  inform  all 
members  of  the  affairs  of  organized  medicine  and  to 
encourage  their  active  participation  therein. 


Secretary's  Note:  The  proposed  amendments  to  Section  4(c), 
Chapter  XIV  of  the  Bylaws  failed  to  secure  the  necessary 
three-fourths  vote.  Instead,  the  House  adopted  the  report  of 
the  Ad  Hoc  Committee  on  Communications,  found  on  page 
86  of  the  Official  Reports  Book.  The  recommendations 
found  in  that  report  and  approved  by  the  House  are  as 
follows: 

1.  That  the  Council  on  Public  Service  be  continued  and 
that  the  major  emphasis  be — 

a.  Membership  Recruitment  and  Indoctrination 

b.  Membership  Services 

2.  That  an  administrative  section  on  communications  be 
established  independent  of  the  Council  on  Public 
Service,  and  that  this  section  shall — 

a.  Deal  with  items  referred  to  it  by  each  council  or 
other  component  of  the  Society  through  the  Board 
of  Trustees;  and  shall 

b.  Be  advised  by  each  of  the  councils  on  whose  proj- 
ects) it  is  working. 

Motion:  It  was  moved  and  seconded  that  the  changes 
proposed  in  the  report  of  the  Ad  Hoc  Committee  be 
implemented  on  an  experimental  basis  for  a year  with  the 
understanding  that  they  will  be  reviewed  by  the  House  of 
Delegates  next  year.  Motion  carried. 
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Resolution  No.  73-26:  Election  of  Vice  Speaker  (Page 

112  of  the  Official  Reports  Book) 

Subject:  Choice  of  Candidates  for  PMS  Office  of  Vice 
Speaker 

Introduced  by:  Joseph  V.  Caliguiri.  M.D.,  in  behalf  ot  the 
Allegheny  County  Medical  Society 
Author:  Matthew  Marshall,  Jr.,  M.D. 

WHEREAS,  Effective  management  of  the  House  of  Del- 
egates is  essential  to  the  effective  conduct  of  its  business; 
and 

WHEREAS,  The  excellent  performance  of  the  present 
Speaker  and  Vice  Speaker  of  the  House  of  Delegates  has 
obscured  the  potential  problem  of  respected  but  ineffectual 
speakers;  and 

WHEREAS,  The  special  abilities  required  of  the  Speaker 
and  Vice  Speaker  are  quite  unique  and  may  be  difficult  to 
evaluate  prior  to  election;  and 

WHEREAS,  A mandated  choice  for  Vice  Speaker  of  the 
House  will  assist  in  assuring  that  future  Vice  Speakers  will 
continue  to  have  the  special  abilities  required  of  that  office; 
therefore  be  it 

RESOLVED , That  the  Bylaws  of  the  Pennsylvania  Medi- 
cal Society  be  changed  to  mandate  two  or  more  candidates 
for  the  office  of  Vice  Speaker. 

This  resolution  recommends  that  there  shall  be  two  can- 
didates for  the  position  of  Vice  Speaker  of  the  House  of 
Delegates  of  the  Pennsylvania  Medical  Society.  We  heard 
no  testimony  contrary  to  this  suggestion  and  the  committee 
concurs  with  the  intent  of  the  resolution. 

We  recommend  adoption  of  Resolution  73-26  as  a state- 
ment of  policy. 

Resolution  No.  73-29 

(Delegate’s  Packet) 

Subject:  Military  Service  to  be  Counted  as  Membership  in 
PMS 

Introduced  By:  F.  Peter  Kohler,  M.D.,  in  behalf  of  the  Del- 
aware County  Medical  Society 
Author:  F.  Peter  Kohler,  M.D. 

WHEREAS,  Some  physicians  join  the  military  prior  to 
joining  a county  medical  society;  therefore  be  it 

RESOLVED,  That  the  Society  consider  an  amendment 
to  the  PMS  Constitution  whereby  a physician  who  served  in 
the  military  prior  to  joining  a component  medical  society 
may  have  his  time  served  as  a physician  in  the  military  serv- 
ices counted  as  membership  in  the  Pennsylvania  Medical 
Society  to  help  him  meet  the  requirements  for  Senior  or  As- 
sociate membership  in  PMS. 

Resolution  73-29  suggests  that  active  military  service 
prior  to  joining  a county  medical  society  count  as  mem- 
bership in  the  Pennsylvania  Medical  Society  so  that  the  in- 
dividual may  meet  the  requirements  for  Senior  Associate 
Membership  in  the  Pennsylvania  Medical  Society.  This 
issue  was  raised  because  of  a specific  problem  and  mixed 
testimony  was  heard.  The  ramifications  concerning  length 
of  military  service  and  length  of  membership  in  the  Penn- 
sylvania Medical  Society  would  be  extremely  difficult  to 
define.  Since  physicians  in  active  military  service  may  also 
be  members  of  the  Pennsylvania  Medical  Society  and  since 
there  seems  little  connection  between  military  service  and 
membership  in  the  Pennsylvania  Medical  Society  per  se,  the 


committee  could  see  no  logical  reason  to  support  this  pro- 
posal. 

We  recommend  that  Resolution  73-29  be  rejected. 

Resolution  No.  73-34 

(Delegate's  Packet) 

Subject:  Possible  reduction  in  the  size  of  the  House  of  Del- 
egates 

Introduced  by:  Edgar  W.  Kline,  M.D.,  delegate,  Mont- 
gomery County 

Authored  by:  Edgar  W.  Kline,  M.D. 

WHEREAS,  It  has  become  increasingly  clear  that  the 
cost  of  holding  meetings  of  this  House  of  Delegates  has  j 
escalated  to  such  a level  as  to  create  a mandate  to  restudy 
this  expense;  and 

WHEREAS,  Suitable  facilities  in  which  to  hold  these 
meetings  are,  because  of  the  size  of  the  meeting,  becoming 
difficult  to  find;  and 

WHEREAS,  The  American  Medical  Association  House 
of  Delegates  representing  fifty  states  and  over  200,000 
physicians  numbers  244  delegates;  and 

WHEREAS,  The  House  of  Delegates  of  the  American 
Academy  of  Family  Practice,  representing  over  33,000 
members  in  fifty  states  number  106  delegates;  and 

WHEREAS,  This  House  of  Delegates  representing 
12,000  members  and  over  sixty  counties  numbers  258  dele- 
gates; therefore  be  it 

RESOLVED,  That  this  House  direct  the  Committee  on 
Constitution  and  Bylaws  and  the  Board  of  Trustees  to  study 
the  feasibility  of  reducing  the  size  of  the  House  of  Delegates 
while  maintaining  proportionate  representation;  and  be  it 
further 

RESOLVED,  That  the  Board  of  Trustees  and  the  Com- 
mittee on  Constitution  and  Bylaws  report  their  recommen- 
dations to  this  House  at  the  1974  Annual  Meeting. 

This  resolution  requests  a study  of  the  feasibility  of 
reducing  the  number  of  members  in  the  House  of  Delegates 
by  the  Committee  on  Constitution  and  Bylaws  and  the 
Board  of  Trustees.  The  basis  for  this  resolution  rests  on  the 
availability  of  suitable  facilities  for  the  meetings  and  the 
cost  of  holding  the  meetings.  There  was  no  testimony  heard 
in  favor  of  this  suggestion. 

We  believe  the  purpose  of  the  House  of  Delegates  centers 
around  representation  of  the  membership  of  our  Society. 
Much  of  the  adverse  criticisms  our  Society  has  heard  from 
members  involves  insufficient  representation.  We,  there- 
fore, do  not  believe  the  needs  of  the  Society  could  be  met  by 
reducing  the  representation  below  present  levels.  Although 
we  are  not  certain,  we  suspect  that  costs  would  not  be  sig- 
nificantly reduced  by  any  reduction  in  membership  that 
would  not  at  the  same  time  be  incompatible  with  adequate 
representation.  Furthermore,  we  do  not  believe  that  a mem- 
bership of  100  would  be  any  more  easy  to  manage  than  the 
present  membership. 

We  recommend  rejection  of  Resolution  73-34. 

Reference  Committee  on  Rules 

Henry  H.  Fetterman,  M.D.,  Lehigh  County,  chairman, 
presented  the  committee's  written  report,  which  follows: 

"Mr.  Speaker  and  members  of  the  House  of  Delegates,  a 
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hearing  was  held  by  the  Rules  Committee  this  morning  at 
1 1 1:30  a.m.  to  discuss  the  objection  to  the  bullet  ballot  raised 
by  Allegheny  County  and  the  report  of  the  Committee  on 
Rules  on  this  subject  presented  to  the  House  on  Thursday, 
October  18,  and  referred  back  to  this  committee  for  an 
open  hearing.  The  Allegheny  delegation  had  requested  that 
the  House  adopt  the  requirement  of  a ‘full  ballot.’ 

The  overwhelming  testimony  at  the  open  hearing  this 
morning  was  in  favor  of  continuing  with  the  bullet  ballot  as 
the  most  democratic  process  of  election. 

Mr.  Speaker,  we  therefore  stand  by  our  written  report 
given  at  the  opening  session  of  the  House  and  reiterate  our 
recommendation  that,  “it  (the  House)  continue  to  follow 
‘Sturgis  Standard  Code  of  Parliamentary  Procedure’  and  to 
specifically  permit  the  ‘Bullet  Ballot’.” 

Elections 

Nominations  and/or  elections  were  held  Friday  after- 
noon, October  19,  1973.  The  following  officers  were 
elected: 

Vice  President:  David  S.  Masland,  M.D.  (Cumberland) 
President  Elect:  A.  Reynolds  Crane,  M.D.  (Philadelphia) 
acceded  to  the  office  of  President  Elect. 
President:  Ralph  C.  Wilde,  M.D.  (Allegheny)  acceded  to 
the  office  of  President. 

Secretary:  Charles  E.  Schlager,  M.D.  (York) 

Speaker:  John  B.  Lovette,  M.D.  (Cambria) 

Vice  Speaker:  D.  Ernest  Witt,  M.D.  (Columbia) 

The  following  trustees  and  councilors  were  elected: 
Fourth  District:  George  A.  Rowland,  M.D.  (Columbia) 
Fifth  District:  Raymond  C.  Grandon,  M.D.  (Dauphin) 

Two  members  were  elected  to  serve  for  three-year  terms 
on  the  Committee  to  Nominate  Delegates  and  Alternates  to 
the  AMA.  They  were:  David  W.  Clare,  M.D.  (Allegheny); 
and  John  L.  Steigerwalt.  M.D.  (Montgomery). 

Two  members  were  elected  to  serve  for  three-year  terms 
on  the  Judicial  Council:  William  F.  Brennan,  M.D. 
(Allegheny);  and  Charles  K.  Rose,  Jr.,  M.D.  (Lehigh 
County). 

At  the  time  of  nominations  for  the  Judicial  Council  it 
was  noted  that  M.  Louise  Gloeckner,  M.D.,  a member  of 
the  Judicial  Council  whose  term  was  up  and  who  was  eligi- 
ble for  reelection  and  had,  in  fact,  been  nominated  by  the 
Board  of  Trustees,  had  respectfully  requested  to  have  her 
name  withdrawn  from  the  nomination. 

Although  Dr.  Gloeckner  was  not  in  the  House  at  the  time 
of  the  nominations,  the  Chair  took  the  opportunity  to  thank 
Dr.  Gloeckner  for  her  outstanding  service  on  the  Judicial 
Council  and,  before  that,  her  number  of  years  on  the  Com- 
mittee on  Constitution  and  Bylaws. 

The  following  district  censors  were  elected  for  a one-year 
term: 

Adams.  James  H.  Allison;  Allegheny,  William  D. 
Stewart;  Armstrong,  Arthur  Wilson;  Beaver,  Herman  Bush; 
Bedford,  William  E.  Palin;  Berks,  Eugene  Mendelsohn; 
Blair,  John  W.  Hurst;  Bradford,  Willis  A.  Redding;  Bucks, 
Stanley  F.  Peters;  Butler,  Robert  C.  MeCorry;  Cambria, 
Warren  F.  White;  Carbon,  James  Farr;  Centre,  H.  Richard 
Ishler;  Chester,  Grant  W.  Bamberger;  Clarion,  Theodore  R. 
Koenig;  Clearfield,  Fred  Pease;  Clinton,  Robert  E. 


Drewery;  Columbia,  James  F.  Youngkin;  Crawford,  David 
D.  Kirkpatrick,  Jr.;  Cumberland,  Hans  S.  Roe;  Dauphin, 
Robert  P.  Dutlinger;  Delaware,  Richard  W.  Garlichs;  Elk- 
Cameron,  John  T.  McGeehan;  Erie,  Robert  L.  Loeb; 
Fayette,  Harold  L.  Wilt;  Franklin,  Albert  W.  Freeman; 
Greene,  William  W.  Bartholomew;  Huntingdon,  Thomas  R. 
Mainzer;  Indiana.  Samuel  Cohen;  Jefferson,  Nicholas  F. 
Lorenzo;  Lackawanna,  Anthony  J.  Cummings;  Lancaster, 
William  A.  Schaeffer;  Lawrence,  Gerald  M.  Weiner; 
Lebanon,  C.  Ray  Bell;  Lehigh,  Harry  S.  Good;  Luzerne, 
John  J.  Gill;  Lycoming,  Harold  L.  Tonkin;  McKean, 
Vacancy;  Mercer,  Frank  E.  McElree;  Mifflin-Juniata, 
Vacancy;  Monroe,  Claus  Jordan;  Montgomery,  Rudolph  K. 
Giocker;  Montour,  Isaac  L.  Messmore;  Northampton, 
Walter  J.  Filipek;  Northumberland,  J.  Mostyn  Davis;  Perry, 
Frank  A.  Belmont;  Philadelphia,  Charles  W.  Thompson; 
Potter,  Herman  Mosch;  Schuylkill,  Joseph  T.  Marconis; 
Somerset,  Alexander  Solosko;  Susquehanna,  Raymond  C. 
Davis;  Tioga,  David  Gillum;  Union,  Erwin  G.  Degling; 
Venango,  Warren  J.  McCandless;  Warren,  Donald  J. 
Furman;  Washington,  Joseph  N.  McMahan;  Wayne-Pike, 
Emil  T.  Niessen;  Westmoreland,  Leslie  S.  Pierce; 
Wyoming,  John  S.  Rinehimer,  Jr.;  York,  Donald  R.  Gross. 

Secretary’s  Note:  It  was  noted  that  the  Board  of  Trustees 
has  the  power  to  fill  vacancies  with  regard  to  district 
censors. 

Report  of  the  Committee  to  Nominate 
Delegates  and  Alternates  to  the  AMA 

John  L.  Steigerwalt,  M.D.,  chairman,  Montgomery 
County,  presented  the  report  of  the  Committee. 

“To  the  House  of  Delegates: 

The  Committee  to  Nominate  Delegates  and  Alternates  to 
the  American  Medical  Association  met  in  May  to  review 
the  membership  of  the  delegation.  The  American  Medical 
Association  has  informed  the  Society  that  as  of  December 
31,  1972,  there  were  10.138  active  members  of  the  AMA 
and  is  entitled  to  eleven  delegates  during  1973. 

To  be  elected  for  a two-year  term  beginning  January  1, 
1974,  will  be  five  delegates  and  five  alternates  to  the  Ameri- 
can Medical  Association.  Delegates  whose  terms  expire 
December  31,  1973,  are: 

Wilbur  E.  Flannery,  M.D.  (Lawrence  County) 

Paul  S.  Friedman,  M.D.  (Philadelphia  County) 

John  B.  Lovette,  M.D.  (Cambria  County) 

Matthew  Marshall,  J r.,  M.D.  (Allegheny  County) 
Malcolm  W.  Miller,  M.D.  (Philadelphia County) 
Alternate  Delegates  whose  terms  expire  December  31, 
1973,  are: 

Robert  F.  Beckley,  M.D.  (Clinton  County) 

John  Helwig,  Jr..  M.D.  (Philadelphia  County) 

David  J.  Keck,  M.D.  (Erie  County) 

William  J.  Kelly,  M.D.  (Allegheny  County) 

David  S.  Masland,  M.D.  (Cumberland  County) 

As  mandated  by  the  1971  House  of  Delegates,  the  com- 
mittee contacted  each  component  county  medical  society 
for  recommendations  of  nominees  for  delegates  and  alter- 
nates and  was  pleased  with  the  response.  A total  of  twenty- 
seven  names  were  received  from  twenty  counties. 

This  committee  concurs  with  previous  committees  that 


DECEMBER  1973 


71 


new  delegates  be  nominated  from  the  list  of  alternate  dele- 
gates since  the  committee  was  informed  that  most  alternates 
attend  AMA  meetings  and  are,  therefore,  knowledgeable  in 
the  activities  of  the  delegation. 

As  directed  by  Chapter  XIV,  Section  2(e)  of  the  bylaws, 
the  Committee  to  Nominate  Delegates  and  Alternates  to  the 
AMA  makes  the  following  nominations  for  delegates  for 
two-year  terms  commencing  January  1,  1974: 

Paul  S.  Friedman.  M.D.  (Philadelphia  County) 

John  B.  Lovette,  M.D.  (Cambria County) 

Matthew  Marshall,  Jr.,  M.D.  (Allegheny  County) 

David  S.  Masland,  M.D.  (Cumberland  County) 

R.  Robert  Tyson,  M.D.  (Philadelphia  County) 

Following  established  procedure  that  the  House  be  given 
some  choice  in  the  selection  of  the  delegation,  the  com- 
mittee believes  that  such  choice  should  come  in  the  selec- 
tion of  alternate  delegates  since  this  is  the  grooming  area  for 
advancement  to  the  delegation. 

Noting  there  are  five  positions  open,  the  committee 
makes  the  following  seven  nominations  for  two-year  terms 
commencing  January  1,  1 974,  for  alternate  delegates: 

Henry  H.  Fetterman,  M.D.  (Lehigh  County) 

John  Helwig,  Jr.,  M.D.  (Philadelphia  County) 

David  J.  Keck,  M.D.  (Erie  County) 

William  J.  Kelly,  M.D.  (Allegheny  County) 

David  P.  Morrison,  Jr.,  M.D.  (Bucks  County) 

Robert  N.  Moyers,  M.D.  (Crawford  County) 

Robert  Poole,  M.D.  (Chester  County) 

To  fill  the  unexpired  term  ( December  31,  1 974)  as  an  al- 
ternate delegate  created  by  the  elevation  of  Dr.  Tyson  to 
delegate,  the  committee  nominates  Milton  M.  Perloff, 
M.D.,  Philadelphia  County. 

Secretary's  Note:  At  the  conclusion  of  the  report  of  the 
Nominating  Committee , David  S.  Masland,  M.D.,  Cum- 
berland County,  respectfully  withdrew  his  name  as  a can- 
didate for  delegate  to  the  AMA.  R.  Robert  Tyson,  M.D., 
Philadelphia  County,  also  withdrew  his  name  as  a candidate 
for  delegate  to  the  AMA.  The  names  of  Malcolm  W . Miller, 
M.D.,  Philadelphia,  and  Wilbur  E.  Flannery,  M.D., 
Lawrence  County,  were  placed  in  nomination  from  the 
floor. 

Election  of  Delegates  and  Alternates  to  the  AMA 

The  following  physicians  were  elected  by  acclamation  as 
delegates  to  the  AMA  for  a full  two-year  term  beginning 
January  1 , 1 974: 

Wilbur  E.  Flannery,  M.D.  (Lawrence County) 

Paul  S.  Friedman,  M.D.  (Philadelphia  County) 

John  B.  Lovette,  M.D.  (Cambria County) 

Matthew  Marshall.  Jr..  M.D.  (Allegheny  County) 
Malcolm  W.  Miller,  M.D.  (Philadelphia  County) 

Alternate  Delegates  to  the  AMA 

In  addition  to  the  nominees  from  the  committee  listed 
above,  the  following  nominations  were  received  from  the 
floor: 

David  S.  Masland,  M.D.  (Cumberland  County) 

H.  Thompson  Dale,  M.D.  (Centre  County) 

Robert  F.  Beckley,  M.D.  (Clinton  County) 


The  following  five  alternate  delegates  were  elected  to  a 
two-year  term  beginning  January  1,  1974: 

Henry  H.  Fetterman,  M.D.  (Lehigh  County) 

John  Helwig,  Jr„  M.D.  (Philadelphia  County) 

William  J.  Kelly,  M.D.  (Allegheny  County) 

David  S.  Masland,  M.D.  (Cumberland  County) 

Robert  N.  Moyers,  M.D.  (Crawford  County) 

Address  by  the  President 
of  the  American  Medical  Association 

Russell  B.  Roth,  M.D.,  president,  American  Medical  As- 
sociation, addressed  the  House  (published  elsewhere  in  this 

issue). 

Reference  Committee 
Public  Service 

David  W.  Clare,  M.D.  (Allegheny  County),  chairman, 
presented  the  report  of  the  reference  committee. 

"Mr.  Speaker,  the  Reference  Committee  on  Public  Serv- 
ice has  considered  all  of  the  items  listed  in  the  index. 

Report  of  the  Council  on  Public  Service  ( Official 
Reports  Book,  Page  76) 

The  council’s  report  is  detailed  and  impressive!  The  Ref- 
erence Committee  commends  the  council  and  feels  that  all 
facets  of  its  work  should  be  continued  regardless  of  any  new 
commission  of  activities  which  might  be  given  to  the 
council. 

Mr.  Speaker,  the  Reference  Committee  recommends  that 
this  report  be  filed. 

Supplemental  Report,  Council  on  Public  Service  (Page 
90,  Official  Reports  Book) 

The  reference  committee  heard  testimony  both  for  and 
against  the  formation  of  a cooperative  for  the  purpose  of 
mass  purchasing.  Those  who  spoke  for  this  felt  it  would  be 
attractive  to  some  members  of  this  Society  especially  those 
whose  practice  was  in  rural  communities.  Those  who  spoke 
against  it  felt  that  it  would  be  an  inappropriate  activity  of 
the  Society,  that  it  might  impair  the  image  of  those  who 
participated,  and  that  it  was  unsound  as  a business  venture. 
The  reference  committee  feels  that  the  reading  of  the  feasi- 
bility study  in  itself  is  educational  to  physicians. 

Mr.  Speaker,  the  Reference  Committee  recommends 
rejection  of  the  recommendations  concerning  a physicians’ 
cooperative  as  contained  in  the  Supplemental  Report  of  the 
Council  on  Public  Service  on  pages  90  and  91  of  the  Of- 
ficial  Reports  Book. 

Secretary’s  Note:  The  House  of  Delegates  declined  to  take 
the  action  recommended  by  the  reference  committee;  and, 
instead,  approved  the  recommendations  contained  in  the 
Supplemental  Report  of  the  Council  on  Public  Service, 
found  on  page  90  in  the  Official  Reports  Book.  So  that  the 
record  may  be  complete,  the  Supplemental  Report  of  the 
Council  is  reprinted  below: 

"At  the  1972  House  of  Delegates  meeting,  the  council  in- 
formed the  delegates  that  it  was  in  the  process  of  exploring 
methods  of  cutting  practice  costs  for  physicians  by  means  of 
a mass  purchasing  organization.  Such  an  organization 
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would  obtain  medical  supplies  directly  from  the  manufac- 
turer and  resell  them  at  cost  to  the  physician-members, 
thereby  cutting  out  numerous  middlemen,  all  of  whom 
require  a profit  to  remain  in  business. 

The  council  noted  at  that  time  that  the  timing  of  such  an 
undertaking  seemed  appropriate.  In  considering  the  matter, 
a survey  was  sent  to  a random  sampling  of  10  to  12  percent 
of  the  members  of  the  State  Society.  It  was  noted  that  with 
very  little  background  information,  nearly  70  percent  of 
those  responding  to  the  questionnaire  indicated  that  they 
would  be  in  favor  of  such  a program,  while  approximately 
23  percent  were  opposed  to  it  and  8 percent  had  no  opinion. 

In  presenting  this  idea  to  the  1972  House,  the  council 
stated  that  there  were  many  factors  to  be  considered  in  the 
formation  of  such  an  agency.  If  a physician  used  the 
purchasing  agency  instead  of  the  local  supplier,  will  he 
alienate  the  local  supplier?  If  he  does,  what  might  be  the 
ramifications?  Would  they  be  real  or  imagined?  On  the 
other  hand,  the  mass  purchasing  agency  concept  could  offer 
a decided  advantage  to  those  who  have  no  close  allegiance 
to  any  one  local  supplier.  The  decision  to  participate  in  a 
mass  purchasing  organization  would  require  careful  consid- 
eration by  each  physician.  Because  of  this  it  is  almost  im- 
possible to  predict  the  number  of  members  who  might  par- 
ticipate in  such  a program. 

The  1972  House  of  Delegates  directed  the  council  to 
present  at  the  1973  Session  a specific  plan  for  the  establish- 
ment of  a mass  purchasing  agency  to  serve  members  of  the 
Society.  Funds  were  allocated  by  the  Board  of  Trustees  and 
Councilors  to  conduct  the  needed  feasibility  study  of  such 
an  organization.  The  council  also  considered  alternative 
business  methods  for  conducting  such  an  organization  and, 
with  the  help  of  legal  counsel,  arrived  at  the  conclusion  that 
a cooperative  would  be  most  advantageous. 

Attached  to  the  Supplemental  Report  as  Appendix  A is 
the  Cooperative  Feasibility  Study  for  the  mass  purchasing 
of  supplies  for  physicians.  The  council  has  reviewed  the 
report  closely  and  notes  that  it  points  out  that  there  would 
be  considerable  value  in  providing  a mass  purchasing  or- 
ganization as  a member  benefit  if  several  hurdles  could  be 
overcome.  The  report  also  concludes  that  such  an  operation 
would  be  feasible  at  little  or  no  expense  to  the  State  Society 
if  a membership  drive  for  the  initial  2,000  members  would 
be  undertaken  prior  to  opening  the  doors  for  business.  As  in 
the  beginning  of  any  business,  there  are  risks  to  be  consid- 
ered and  evaluated,  but  in  the  case  of  the  Physicians'  Coop- 
erative, the  report  suggests  that  they  can  be  overcome. 

Also  attached  to  the  Supplemental  Report  are  Appen- 
dices B and  C which  are  Suggested  Articles  of  Incorpo- 
ration and  Bylaws  for  a Physicians’  Cooperative.  These 
were  prepared  in  advance  of  the  feasibility  study  and, 
therefore,  will  need  revision  by  legal  counsel  to  conform 
with  the  feasibility  study. 

In  referring  these  items  to  the  House  of  Delegates,  as 
directed,  the  council  feels  it  is  necessary  to  clearly  point  out 
that  the  Pennsylvania  Medical  Society  will  have  an  obliga- 
tion to  provide  initial  financial  support  to  implement  this 
program.  However,  any  support  given  by  the  State  Society 
could  be  in  the  form  of  a loan  so  that  once  the  cooperative 
is  operational,  funds  would  be  repaid.  Admittedly,  there 
would  be  a risk  involved  for  the  Society  since  the  success  of 
such  an  undertaking  cannot  be  assured.  The  feasibility 


study  calls  for  a promotional  effort  to  start  the  cooperative 
in  the  amount  of  approximately  $25,000.  The  Pennsylvania 
Medical  Society  should  be  prepared,  if  this  proposal  is 
approved,  to  contribute  up  to  that  amount. 

The  council  would  like  to  point  out  that  it  did  not  have 
sufficient  time  since  receiving  the  feasibility  study  to  have 
the  entire  proposal  reviewed  by  legal  counsel  and  the  neces- 
sary changes  made  in  the  drafted  Articles  of  Incorporation 
and  Bylaws.  In  this  regard,  there  are  many  questions  left 
unanswered.  Also,  since  the  Board  of  Trustees  and  Council- 
ors is  charged  with  managing  the  funds  of  the  Society,  the 
Board  will  have  to  review  the  resources  of  the  Society  to  de- 
termine if  sufficient  funds  are  available  for  the  initial 
promotion  of  the  cooperative. 

Recognizing  some  of  the  limitations  in  establishing  a 
physicians'  cooperative,  the  following  recommendations  are 
forwarded  to  the  House  of  Delegates  for  consideration  and 
action: 

It  is  recommended  that  a physicians'  cooperative,  as 
outlined  in  the  feasibility  study,  be  established  by  the 
Pennsylvania  Medical  Society  as  an  additional  member 
benefit  subject  to  review,  revision,  and  approval  by 
PMS  legal  counsel  and  the  Board  of  Trustees  and 
Councilors. 

It  is  further  recommended  that  the  drafted  Articles  of 
Incorporation  and  Bylaws  be  accepted,  subject  to  mod- 
ification to  conform  with  the  feasibility  study  with  the 
changes  to  be  reviewed  and  approved  by  legal  counsel 
and  the  Board  of  Trustees  and  Councilors. 

It  is  further  recommended  that  the  cooperative  not 
start  in  business  until  a minimum  of  2,000  physicians 
have  committed  membership  fees  in  support  of  the  co- 
operative.” 

Portion  of  the  Address  of  President  Sanford  regarding 
Speakers’  Bureau  Training  (Distributed  at  House  of 
Delegates  Session) 

The  reference  committee  heard  testimony  supporting 
President  Sanford’s  recommendation  that  a training  pro- 
gram for  members  of  the  Speakers'  Bureau,  Society  officers, 
interested  members,  and  members  of  the  Woman’s  Auxilia- 
ry be  instituted.  The  reference  committee  recognizes  the 
merit  in  this  recommendation. 

Mr.  Speaker,  the  Reference  Committee  recommends 
adoption  of  this  portion  of  Dr.  Sanford’s  address. 

Waiver  of  Debate  List 

The  reference  committee  has  grouped  the  following  items 
together  in  a waiver  of  debate  list.  In  each  instance  there 
was  little  or  no  testimony  heard  and  the  committee  feels 
that  the  items  are  of  a noncontroversial  nature:  Report,  Ad- 
visory Committee  to  the  Woman’s  Auxiliary  (Page  54); 
Address,  President  of  Woman’s  Auxiliary  (Distributed  at 
the  House  of  Delegates);  Report.  Committee  on  Medicine 
and  Religion  (Page  60);  Report,  Committee  on  Medical  Be- 
nevolence (Page  58);  Supplementary  Report,  Committee  on 
Medical  Benevolence  (Page  90). 

Mr.  Speaker,  the  Reference  Committee  recommends  that 
the  items  listed  above  be  Filed  for  information,  with  the  Ref- 
erence Committee’s  commendation.” 
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Reference  Committee 
Governmental  Relations 

William  Lamberton,  M.D.  (Erie),  chairman,  presented 
the  written  report  of  the  committee,  which  follows: 

"Mr.  Speaker,  the  Reference  Committee  on  Govern- 
mental Relations  has  considered  all  of  the  material  listed  in 
the  Index. 

Report  of  the  Council  on  Governmental  Relations  ( Of- 
ficial Reports  Book,  Pages  67-71) 

"Mr.  Speaker,  the  Reference  Committee  has  reviewed  the 
report  of  the  Council  on  Governmental  Relations  and  found 
it  to  be  an  informative  and  thoughtful  narrative  of  the  activ- 
ities of  the  council  in  the  past  year. 

The  council  reports  on  two  resolutions  which  were 
referred  to  it  by  the  1972  House  of  Delegates.  In  the  in- 
stance of  Resolution  No.  72-11.  entitled  ‘Safe  Disposal  of 
TV  Picture  Tubes'  the  Reference  Committee  has  learned 
that  the  mandate  of  this  resolution,  i.e.,  requiring  the  Soci- 
ety to  develop  legislation  to  require  safe  disposal  of  used 
and  to-be-discarded  T.V.  picture  tubes  is  truly  ‘landmark.' 
Apparently,  the  Society’s  general  counsel  has  done  a 
tremendous  amount  of  research  in  an  attempt  to  find  simi- 
lar legislation.  No  other  state  that  was  contacted  had  such 
legislation,  and  ours,  when  it  is  introduced,  will  be  the  first. 

Resolution  No.  72-22,  entitled  ‘Requirement  that 
Coroners,  Medical  Examiners,  etc.,  be  licensed  M.D.s  or 
D.O.s  was  referred  to  the  Council  on  Governmental  Rela- 
tions by  the  last  House  of  Delegates,  and  the  council  reports 
that  it  continues  to  seek  appropriate  legislative  vehicles  to 
not  only  carry  out  this  mandate,  but  to  bring  those  larger 
jurisdictions  like  counties  of  the  Second  Class  and  Second 
Class  A into  a Medical  Examiner  System. 

The  council  also  reports  on  several  referrals  from  the 
Board  of  Trustees.  Two  of  these  referrals  are  extremely  sig- 
nificant and  should  be  studied  by  all  delegates. 

The  first  referral  from  the  Board  of  Trustees  is  the  assign- 
ment to  the  Council  on  Governmental  Relations  to  have 
passed  a new  Medical  Practice  Act  and  a new  amendment 
to  the  Administrative  Code  changing  the  make-up  of  the 
State  Board  of  Medical  Education  and  Licensure.  The 
council  has  certainly  worked  long  and  hard  on  the  design  of 
this  legislation  with  which  the  Board  of  Trustees  has  con- 
curred. We  will  have  more  to  say  on  this  subject  later  in  this 
report  when  we  discuss  the  Supplemental  Report  of  the 
Board  of  Trustees  concerning  House  Bill  No.  759. 

The  second  major  referral  by  the  Board  to  the  Council  on 
Governmental  Relations  concerned  the  very  large  problem 
of  encouraging  the  training  of  more  primary  care  physicians 
and  having  these  physicians  sufficiently  interested  in  prac- 
ticing away  from  the  large  urban  areas.  The  council  spent 
the  better  part  of  two  meetings  this  past  year  in  the  design 
of  a program  aimed  at  not  only  the  medical  schools  but  the 
Legislature  and  community  hospitals  which  your  reference 
committee  feels  is  extremely  worthwhile,  so  much  so  that 
we  repeat  the  nine  recommendations  in  this  report  as  a 
means  of  highlighting  them. 

T.  The  Society  should  invite  the  deans  of  the  medical 
schools  to  a Society-sponsored  meeting,  the  purpose  of 
which  would  be  to  learn  from  them  the  efforts  they  are 


making  to  train  family  physicians  and  to  encourage  those 
who  are  not  to  do  so,  and  further,  to  encourage  them  to  af- 
filiate with  community  hospitals  as  extensions  of  their 
training  programs.  (Such  meeting  is  in  the  planning  process 
at  this  writing) 

‘2.  That  the  Society  urge  a higher  tuition  for  those  en- 
tering Pennsylvania  medical  schools  from  out  of  the  state. 

‘3.  The  Society  should  undertake  a campaign  of  encour- 
aging more  Pennsylvanians  to  enter  medical  schools,  and. 
further,  as  a part  of  this  campaign,  urge  county  medical 
societies  to  actively  recruit  students  from  their  areas. 

‘4.  The  Society  should  urge  not  only  the  medical  schools 
to  affiliate  with  community  hospitals,  but  urge  community 
hospitals  to,  in  turn,  seek  affiliation  with  a medical  school. 

‘5.  Medical  students  should  be  encouraged  to  take  advan- 
tage of  existing  family  practice  residencies  and  we  should 
encourage  the  development  of  additional  residencies. 

‘6.  The  Pennsylvania  Department  of  Health,  in  conjunc- 
tion with  the  Council  on  Education  and  Science  of  the 
Pennsylvania  Medical  Society,  should  be  urged  to  immedi- 
ately implement  the  gathering  of  information  with  respect 
to  physician-shortage  areas;  and  to  determine  what  consti- 
tutes a desired  contribution  to  the  state’s  manpower  supply 
i.e.,  not  only  numbers,  but  also  types  of  physicians  needed 
to  provide  adequate  health  care. 

‘7.  The  Society  should  cooperate  with  the  Academy  of 
Family  Practice  in  the  continuing  efforts  to  recruit  teachers 
of  family  practice. 

‘8.  The  Society  should  seek  some  demonstration  money 
from  the  Legislature  for  the  establishment  of  predesignated 
areas  for  family  practice  residencies. 

‘9.  Locum  tenens  arrangements  should  be  encouraged  be- 
tween rural  physicians  and  medical  schools.’ 

Finally  the  reference  committee  heard  of  a very  worth- 
while Society-sponsored  visitation  of  physicians  and  staff  to 
Washington  last  month.  This  visitation  of  physicians  and 
staff  to  Washington,  as  you  know,  is  an  annual  project  of 
the  council,  and  the  council  feels  that  it  is  extremely  impor- 
tant that  it  be  continued  as  a means  of  keeping  in  touch 
with  our  Congressmen  in  Washington. 

Mr.  Speaker,  we  recommend  adoption  of  this  portion  of 
the  Reference  Committee  Report. 

Supplemental  Report  of  the  Council  on  Governmental 
Relations  (In  Delegate’s  Packet) 

This  report  is  a catalog  of  bills  introduced  into  the  1973- 
74  Session  of  the  Legislature  between  January  and  the  first 
of  October.  All  of  these  have  been  of  more  or  less  interest  to 
the  council  and  to  all  of  us.  It  should  be  required  reading 
for  all  members  of  the  Pennsylvania  Medical  Society,  par- 
ticularly those  who  wonder  what  they  receive  in  return  for 
their  dues  money. 

Mr.  Speaker,  we  recommend  that  this  portion  of  the 
report  be  filed  for  information. 

Supplemental  Report  D of  the  Board  of  Trustees  (In 
Delegate's  Packet) 

Your  reference  committee  heard  testimony  from  all 
members  of  the  Board  of  Medical  Education  and  Licensure 
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and  from  others  asking  that  this  House  of  Delegates  recede 
from  its  1968  action;  which  action  would  place  a dean  of 
one  of  the  State's  medical  schools  as  a voting  member  on 
that  Board.  The  testimony  presented  was  opposed  to  the 
deans  being  on  the  Board.  We  might  add,  parenthetically, 
that  there  was  no  dean  or  a representative  of  a medical 
school  to  testify  to  the  contrary. 

Mr,  Speaker,  accordingly,  we  recommend  that  the  1973 
House  of  Delegates  recede  from  its  1968  position. 

Secretary's  Note:  The  House  of  Delegates  rescinded  its 
1968  position  with  regard  to  the  need  for  a dean  on  the 
medical  Board. 

Supplemental  Report  F of  the  Board  of  Trustees  (In 

Delegate’s  Packet)  (Items  1,10,  and  11) 

Your  reference  committee  was  pleased  to  learn  of  the  ac- 
tion of  the  Board  of  Trustees  in  supporting  for  introduction 
into  the  State  Legislature  a bill  requiring  optometrists  to 
refer  certain  vision  defects  to  a physician  for  medical  treat- 
ment. When  this  was  discussed,  representatives  of  the  Acad- 
emy of  Ophthalmology  and  Otolaryngology  also  spoke 
about  Senate  Bill  570  currently  before  the  State  Legislature 
which  we  understand  from  the  Supplemental  Report  of  the 
Council  on  Governmental  Relations  is  opposed  by  the  Soci- 
ety^ [,  but  if  the  measure  appears  to  have  sufficient  support 
in  the  legislature,  the  Society  would  offer  amendments 
designed  to  make  it  safer.  This  position  has  been  discussed 
previously  by  the  Board  of  Trustees  and  the  Council  on 
Governmental  Relations.  We  feel  that  under  the  circum- 
stances the  Society  is  acting  in  a logical  legislative  manner 

I recognizing  that  the  bill,  if  it  does  become  active,  should  be 
amended  further  which  is  the  feeling  of  your  commit- 
tee— further,  your  committee  recommends  that  these  addi- 
tional amendments  should  include  similar  language  to  the 
proposal  in  Supplemental  F (Item  1).] 

Secretary’s  Note:  The  House  of  Delegates  amended  the 
report  of  the  Reference  Committee  on  Governmental  Rela- 
tions by  deleting  the  material  in  brackets,  above. 

Your  reference  committee  also  took  cognizance  of  Item 
10  concerning  the  governor's  "Comprehensive  Health  Care 
Act”  and  House  Bill  1316,  the  'Speller'  proposal,  which  is 
an  attempt  to  alleviate  the  physician  shortage  in  medically- 
deprived  areas. 

Mr.  Speaker,  your  Reference  Committee  recommends 
that  Items  1,10,  and  11  of  Supplemental  Report  F of  the 
Board  of  Trustees  be  filed  for  information. 

Resolution  No.  73-1 

Subject:  Automatic  Notice  of  Disciplinary  Action  to  the 
State  Board  of  Licensure  (Official  Reports  Book — 
Page  106) 

Introduced  by:  Sidney  O.  Krasnoff,  M.D.,  in  behalf  of  the 
Philadelphia  County  Medical  Society 
Author:  Board  of  Directors,  Philadelphia  County  Medical 
Society 

WHEREAS,  There  is  an  increasing  public  interest  and 
concern  for  the  maintenance  of  quality  care  being  provided 
to  the  people  of  Pennsylvania;  and 

WHEREAS,  County  Medical  Societies  do,  on  occasion. 


discipline  members  by  censure,  suspension,  and/or 
expulsion  for  failure  to  abide  by  the  Code  of  Medical  Ethics 
of  the  American  Medical  Association;  and 

WHEREAS,  Only  the  Board  of  Medical  Education  and 
Licensure  of  the  Commonwealth  of  Pennsylvania  has  statu- 
tory authority  to  issue  and  revoke  licenses  to  practice  medi- 
cine and  surgery  in  the  commonwealth;  therefore  be  it 

RESOLVED,  That  County  Medical  Societies  shall  report 
all  cases  of  censure,  suspension  and/or  expulsion  of 
members  to  the  State  Board  of  Medical  Education  and 
Licensure;  and  be  it  further 

RESOLVED,  That  the  Board  of  Medical  Education  and 
Licensure  be  required  to  investigate  and  to  take  appropriate 
action  in  all  such  cases  and,  if  necessary,  that  appropriate 
legislation  be  introduced  to  give  the  Board  of  Medical  Edu- 
cation and  Licensure  the  authority  necessary  to  act  in  such 
cases. 

This  Resolution  suggests  that  county  medical  societies 
who  from  time  to  time  discipline  individual  members  shall 
report  all  such  cases  of  censure,  suspension,  and/or 
expulsion  of  members  to  the  State  Board  of  Medical  Educa- 
tion and  Licensure.  Your  reference  committee  notes  that 
the  new  Medical  Practice  Act,  when  signed  into  law,  antici- 
pates that  reports  such  as  these  are  envisioned  by  the  Board 
of  Medical  Education  and  Licensure. 

Accordingly,  Mr.  Speaker,  your  Reference  Committee 
recommends  that  Resolution  No.  73-1  be  adopted  but  not 
implemented  until  such  time  as  the  Society’s  general 
counsel  is  sure  that  there  is  adequate  legal  protection  for 
those  making  such  reports. 


Resolution  No.  73-2 

Subject:  Comprehensive  Health  Care  Act  of  1973  ( Official 
Reports  Book— Page  106) 

Introduced  by:  Sidney  O.  Krasnoff,  M.D.,  in  behalf  of  the 
Philadelphia  County  Medical  Society 
Author:  John  Y.  Templeton,  M.D. 

WHEREAS,  The  Governor  of  the  Commonwealth  of 
Pennsylvania  has  proposed  a legislative  bill  entitled,  “The 
Comprehensive  Health  Care  Act  of  1973”;  and 

WHEREAS,  This  bill,  if  enacted,  would  establish  total 
open-ended  control  of  the  hospitals  of  Pennsylvania  by  the 
State  Department  of  Health  in  a way  that  would  be  inimical 
to  the  interests  of  the  citizens  of  the  State;  therefore  be  it 
RESOLVED,  That  the  Pennsylvania  Medical  Society  op- 
pose this  legislative  proposal. 

This  resolution  calls  for  the  Society  to  take  a position  of 
opposition  to  two  bills  currently  before  the  State  Legisla- 
ture, H-987  and  S-863,  the  so-called  ‘Comprehensive 
Health  Care  Act'  introduced  at  the  request  of  the  governor. 
There  is  no  question  in  your  Reference  Committee’s  mind 
that  these  bills  would  impose  unusual  and  extremely  bur- 
densome regulations  on  not  only  hospitals,  but  physicians 
and  others.  Your  committee  is  aware  that  the  Board  of 
Trustees  has  already  taken  similar  action,  but  has  supported 
some  sections  of  the  legislation  which  will  probably  appear 
as  separate  legislation. 

Accordingly,  Mr.  Speaker,  your  Reference  Committee 
recommends  that  Resolution  No.  73-2  be  adopted. 


DECEMBER  1973 


75 


Secretary's  Note:  The  House  chose  to  amend  Resolution 
No.  73-2  in  the  following  manner: 

RESOLVED,  That  the  Pennsylvania  Medical  Society  op- 
pose this  legislation  in  its  present  form;  and  be  it  further 

RESOLVED,  That  the  Pennsylvania  Medical  Society  re- 
affirm its  support  for  the  need  for  a comprehensive  health 
care  act  that  will  clearly  transfer  those  responsibilities  of  the 
commonwealth  dealing  with  health  care  to  the  Department 
of  Health.” 

Resolution  No.  73-3 

Subject:  Motorcycle  Headlight  Requirements  (Official 
Reports  Book — Page  106) 

Introduced  by:  John  P.  Mraz,  M.D.,  secretary,  in  behalf  of 
the  Erie  County  Medical  Society 
Author:  John  P.  Mraz,  M.D. 

WHEREAS,  Collisions  between  cars  and  motorcycles  are 
too  common;  and 

WHEREAS,  The  speeds  involved  lead  to  horrendous 
human  carnage;  and 

WHEREAS,  Drivers  of  four-wheeled  vehicles  may  not, 
by  past  experience  or  force  of  habit,  be  expecting  motor- 
cycles; and 

WHEREAS,  It  has  been  observed  that  certain  states  of 
the  country  require  all  motorcycles  to  use  headlights  both 
day  and  night;  therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society 
should  go  on  record  to  encourage  the  Pennsylvania  State 
Legislature  to  pass  laws  requiring  motorcycles  to  have  their 
headlights  on  both  day  and  night. 

This  resolution  was  introduced  by  unanimous  consent  of 
the  Erie  County  delegation,  and  would  require  the  Pennsyl- 
vania Medical  Society  to  encourage  the  State  Legislature  to 
pass  laws  requiring  motorcycles  to  have  their  headlights  on 
at  all  times  when  they  are  in  operation.  Your  reference 
committee  finds  this  to  be  an  extremely  worthwhile  public 
safety  measure. 

Accordingly,  Mr.  Speaker,  your  Reference  Committee 
recommends  the  adoption  of  Resolution  No.  73-3. 

Resolution  No.  73-4 

Subject:  Abortion  (Official  Reports  Book— Page  106) 
Introduced  by:  G.  Winfield  Yarnall,  M.D.,  Dauphin 
County  Medical  Society,  in  behalf  of  Dr. 
Hemler 

Author:  Paul  M.  Hemler.  M.D. 

WHEREAS,  The  House  of  Delegates  by  action  in  Octo- 
ber, 1970,  has  adopted  an  official  position  on  the  abortion 
question;  and 

WHEREAS,  The  United  States  Supreme  Court  by  its 
decision  of  January  22,  1973,  has  established  broad  criteria 
for  legal  performance  of  abortion;  and 

WHEREAS,  Physicians  should  continue  to  respect 
human  life  both  before  and  after  birth;  and 

WHEREAS,  The  possibility  of  coercion  of  physicians  to 
participate  in  the  performance  of  abortions  does  exist; 
therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society 
adopt  the  following  resolutions: 

1.  That  the  position  on  the  abortion  issue  as  adopted  in 


October  1970,  is  reaffirmed;  namely,  that  a physician 
may  perform  an  abortion  only  for  sound  medical 
reasons. 

2.  That  the  Society  supports  and  urges  the  enactment  of 
legislation  to  protect  the  right  of  a physician,  for 
moral  or  ethical  reasons,  to  refuse  to  participate  in 
the  performance  of  abortions,  and  to  prohibit  dis- 
criminatory action  against  any  physician  because  of 
such  refusal. 

This  resolution  suggests  that  the  House  of  Delegates  reaf- 
firm its  1970  position  on  abortion,  i.e.,  performing  abor- 
tions for  necessary  and  valid  medical  reasons  and  that,  fur- 
ther, the  Society  should  support  the  enactment  of  legislation 
to  protect  the  right  of  a physician  who,  on  moral  or  ethical 
grounds,  refuses  to  participate  in  abortion  procedures,  and, 
further,  to  prohibit  discriminatory  action  against  any 
physician  because  of  such  refusal. 

Your  Reference  Committee  was  extremely  pleased  to 
learn  that  most  recently  the  House  and  Senate  passed  and 
sent  to  the  governor  Senate  Bill  No.  443,  which  carries  out 
this  last  mandate.  We  have  also  learned  that  the  governor  i, 
has  just  signed  this  into  law. 

Under  these  circumstances,  your  reference  committee  i 
can  see  no  good  reason  for  not  supporting  this  resolution. 

Accordingly,  Mr.  Speaker,  your  Reference  Committee  rec- 
ommends that  Resolution  No.  73-4  be  adopted. 

Resolution  No.  73-22 

Subject:  Abortion  (Official  Reports  Book — -Page  111) 
Introduced  by:  John  D.  Lane,  M.D.,  Delegate,  Bucks 
County  Medical  Society 
Author:  John  D.  Lane,  M.D. 

WHEREAS,  It  is  practically  impossible  to  predict  when 
abortion  will  not  be  more  detrimental  to  the  mental  health 
of  the  mother  than  carrying  her  child  to  birth;  and 

WHEREAS,  No  mental  disease  known  to  man  can  be  ; 
cured  by  abortion;  and 

WHEREAS,  Modern  psychiatric  therapy  has  made  it  j 
possible  to  carry  a mentally-ill  woman  to  term;  and 

WHEREAS,  The  Pennsylvania  Medical  Society  recog- 
nizes  its  proud  tradition  of  the  highest  standards  of  medical 
care  and  deep  respect  for  human  life;  therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society 
recommend  modern  psychotherapy  rather  than  abortion  for 
the  treatment  of  mental  illness  and  the  maintenance  of 
mental  health  during  pregnancy. 

Your  reference  committee  has  reviewed  this  legislation 
with  a great  deal  of  interest.  Much  testimony  was  heard  in  i 
favor  of  its  adoption,  although  there  were  some  voices  of 
doubt  as  to  its  worthwhileness.  Your  reference  committee 
feels  that  in  reiterating  the  1970  position  of  this  House,  the 
psychiatric  solution  has  been  addressed. 

Mr.  Speaker,  your  Committee  recommends  that  Resolu- 
tion No.  73-22  not  be  adopted. 

Resolution  No.  73-15 

Subject:  Legislation  Protecting  Medical  Audit  Information 
Against  Disclosure  (Official  Reports  Book — Page 
110) 

Introduced  by:  F.  Peter  Kohler,  M.D.,  secretary,  in  behalf 
of  the  Delaware  County  Medical  Society 
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Author:  Harry  V.  Armitage,  M.D. 

WHEREAS,  Medical  audit  as  a mechanism  of  quality 
control  is  being  utilized  with  increasing  frequency  in  hospi- 
tals; and 

WHEREAS,  Disclosure  of  information  obtained  thru 
audit  could  conceivably  be  forced  through  legal  means;  and 

WHEREAS,  Certain  states  have  passed  statutes 
prohibiting  disclosure  of  information  obtained  through 
medical  audit;  and 

WHEREAS,  No  such  statute  exists  in  Pennsylvania;  be  it 

RESOLVED.  That  the  Pennsylvania  Medical  Society 
make  strenuous  efforts  to  see  that  legislation  protecting 
medical  audit  information  against  disclosure  is  passed  in 
Pennsylvania. 

Your  Reference  Committee  had  discussed  this  matter  and 
feels  that  such  legislation  would  be  desirable. 

Accordingly,  Mr.  Speaker,  your  Reference  Committee 
recommends  that  Resolution  No.  73-15  be  adopted. 

Resolution  No.  73-23 

Subject:  Education  of  Family  Physicians  (Official  Reports 
Book — Page  111) 

Introduced  by:  Joseph  V.  Caliguiri,  M.D.,  in  behalf  of  the 
Allegheny  County  Medical  Society 
Author:  Harvey  Austin,  M.D. 

WHEREAS,  It  is  the  desire  of  the  Pennsylvania  Medical 
Society  to  provide  appropriate  medical  care  for  its  citizens; 
and 

WHEREAS,  There  is  a relative  and  absolute  decline  in 
family  physicians  in  Pennsylvania;  and 

WHEREAS,  The  public  has  indicated  its  desire  to  have 
family  physicians  available;  therefore  be  it 

RESOLVED.  That  the  Pennsylvania  Medical  Society 
declare  that  it  considers  the  training  of  physicians  in  family 
practice  to  be  a proper  role  for  Pennsylvania  medical 
schools;  and  be  it  further 

RESOLVED.  That  the  Pennsylvania  Medical  Society  en- 
courage the  state-related  and  state-assisted  medical  schools 
of  the  Commonwealth  to  develop  and  execute  training  pro- 
grams geared  to  producing  family  physicians;  and  be  it  fur- 
ther 

RESOLVED.  That  this  action  be  brought  to  the  attention 
of  the  State  Board  of  Medical  Education  and  Licensure. 

As  stated  earlier  in  this  reference  committee  report,  your 
committee  feels  very  strongly  that  the  increased  production 
of  family  physicians  should  be  a top  priority  matter  for  the 
Society. 

Accordingly,  Mr.  Speaker,  your  Reference  Committee 
recommends  that  Resolution  No.  73-23  be  adopted.” 

Balloting 

The  following  instructions  were  read  to  delegates  with 
regard  to  balloting. 

“Ballots  with  the  names  of  all  nominees  for  offices  in 
which  there  is  a contest,  both  for  PMS  and  the  Foundation, 
will  be  printed  this  evening. 

These  ballots  will  be  in  the  hands  of  the  Credentials 
Committee,  which  will  be  set  up  in  the  West  Lobby  outside 
the  Brandywine  Ballroom  tomorrow  morning  beginning  at 
7:30  a.m.  Between  the  hours  of  7:30  and  the  opening  of  the 


House  at  9:30  a.m.,  seated  delegates  should  present  them- 
selves to  the  Credentials  Committee  to  secure  their  ballots. 
The  Credentials  Committee  has  broken  the  sixty  counties 
down  into  five  groups,  as  follows:  (1)  Adams — Cambria;  (2) 
Carbon — Indiana;  (3)  Jefferson — Montour;  (4)  North- 
ampton— Philadelphia;  (5)  Potter — York. 

This  will  assist  you  in  securing  your  ballot  quickly.” 

The  House  recessed  at  5:10  p.m.  until  the  State  Dinner  in 
the  Commonwealth  Ballroom  scheduled  to  begin  at  7:00 
p.m. 

The  1973  State  Dinner 

The  invocation  was  given  by  the  Reverend  Anthony 
Vasquez.  Pastor  of  the  St.  John's  Baptist  Church  of 
Philadelphia. 

Introduction  of  Guests 

Dr.  Sanford  began  the  introduction  of  guests  at  9:05 
p.m.:  Dr.  and  Mrs.  John  B.  Lovette,  speaker  elect.  House  of 
Delegates;  Dr.  and  Mrs.  William  Y.  Rial,  retiring  speaker. 
House  of  Delegates;  Dr.  and  Mrs.  A.  Reynolds  Crane,  vice 
president;  Dr.  and  Mrs.  Ralph  C.  Wilde,  president  elect; 
Mrs.  Sanford;  Dr.  and  Mrs.  David  S.  Masland.  chairman. 
Board  of  Trustees,  and  vice  president  elect;  Dr.  and  Mrs. 
Russell  B.  Roth,  president,  AMA;  Dr.  and  Mrs.  J.  Finton 
Speller,  secretary,  Pennsylvania  Department  of  Health;  Dr. 
and  Mrs.  John  H.  Eves,  retiring  president.  Woman’s  Auxil- 
iary. A gavel  was  presented  to  Mrs.  John  H.  Eves  by  the 
Pennsylvania  Medical  Society  in  recognition  of  her  services 
as  president  of  the  Woman’s  Auxiliary.  The  Reverend 
Anthony  Vasquez  was  also  introduced. 

Also  presented  were:  Dr.  and  Mrs.  William  J.  Vander- 
vort,  president.  Medical  Society  of  Delaware;  Dr.  and  Mrs. 
Manning  W.  Alden,  president  elect.  Medical  and  Chirur- 
gical  Faculty  of  Maryland;  Dr.  and  Mrs.  Mathew  E. 
Boylan,  president.  Medical  Society  of  New  Jersey;  Dr.  and 
Mrs.  Thomas  F.  McCarthy,  president.  Medical  Society  of 
the  State  of  New  York;  Dr.  and  Mrs.  Jack  Leckie,  vice  pres- 
ident, West  Virginia  State  Medical  Association. 

Other  guests  included  Dr.  and  Mrs.  Donnel  M. 
McHenry,  president,  Pennsylvania  Dental  Association; 
Mrs.  Martha  Thomas,  president,  Pennsylvania  Society  to 
the  American  Association  of  Medical  Assistants;  Dr.  and 
Mrs.  Raymond  J.  Saloom,  president,  Pennsylvania  Os- 
teopathic Medical  Association;  and  Mr.  James  R.  Neely, 
executive  vice  president.  Hospital  Association  of  Pennsyl- 
vania. 

Dr.  Sanford  introduced  the  following  past  presidents:  Dr. 
and  Mrs.  Louis  W.  Jones;  Dr.  and  Mrs.  Allen  W.  Cowley; 
Dr.  and  Mrs.  Wilbur  E.  Flannery;  Dr.  and  Mrs.  William  B. 
West;  Dr.  John  H.  Harris,  Sr.;  Dr.  William  A.  Barrett;  Dr. 
and  Mrs.  William  A.  Limberger;  and  Dr.  and  Mrs.  George 
P.  Rosemond. 

Dr.  and  Mrs.  Robert  F.  Beckley  were  introduced  in  rec- 
ognition of  Mrs.  Beckley  as  the  immediate  past  president  of 
the  Woman’s  Auxiliary  to  the  American  Medical  Associa- 
tion. 

Benjamin  Rush  Awards 

Dr.  Robert  N.  Moyers,  chairman.  Council  on  Public 
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Service,  presented  the  individual  Benjamin  Rush  Award  to 
Joseph  J.  Forish,  an  honor  student  at  St.  Joseph's  College  in 
Philadelphia,  for  his  pioneering  work  at  the  age  of  seven- 
teen in  founding  "Operation  Venus,"  a program  designed  to 
combat  venereal  disease. 

Receiving  the  group  Benjamin  Rush  Award  for  the 
Centre  County  Ambulance  Association  was  its  president. 
Mr.  R.  Stanley  Brooks.  The  Association  received  the  award 
for  its  work  during  the  past  three  years  in  promoting  and 
improving  good  ambulance  services  in  Centre  County;  and 
for  providing  a forum  for  discussion  of  matters  pertaining 
to  the  operation  of  ambulance  services  and  the  first-aid 
treatment  of  injured  persons. 

Special  Presentations 

Dr.  Sanford  called  upon  Dr.  Masland  to  make  certain 
presentations. 

Dr.  Masland  called  on  the  House  to  consider  a resolution 
commending  the  Executive  Vice  President  John  F. 
Rineman,  for  his  valuable  service  to  the  Society;  and  noting 
his  absence  due  to  illness  and  the  concern  of  the  House  for 
his  speedy  recovery  and  well-being.  Motion  carried. 

Dr.  Masland  presented  a staff  service  award  to  Mildred 
E.  Johnson  expressing  sincere  appreciation  and  gratitude 
for  her  outstanding  service  performed  for  the  Society  as  a 
member  of  the  administrative  staff  for  twenty-five  years. 
Miss  Johnson  received  a check  and  a plaque. 

Dr.  Masland  presented  a staff  service  award  to  Alex  H. 
Stewart  for  his  thirty-five  years  of  service  to  the  Society. 
Mr.  Stewart  received  a check  and  a plaque. 

Dr.  Masland  noted  that  this  year  at  the  Annual  Business 
Session  of  the  American  Medical  Association.  Dr.  William 
Y.  Rial  was  elected  as  vice  speaker  of  the  AM  A House  of 
Delegates.  Because  of  that  Dr.  Rial  has  chosen  not  to  seek 
reelection  as  Speaker  of  the  PMS  House  of  Delegates.  Dr. 
Masland  presented  to  Dr.  Rial  a plaque  expressing  apprecia- 
tion and  gratitude  to  him  on  behalf  of  the  Society  for  the 
eleven  years  served  by  Dr.  Rial  in  his  capacities  as  vice 
speaker  and  speaker. 

Presentation  of  Certificate  to  Retiring  Trustee 

Dr.  Sanford  presented  to  Dr.  Masland  a plaque  honoring 
him  for  his  ten  years  of  service  on  the  Board  of  Trustees. 

Installation  and  Oath  of  Office 

Dr.  Masland,  chairman  of  the  Board  of  Trustees,  in- 
stalled Dr.  Ralph  C.  Wilde,  Allegheny  County,  as  the  124th 
president  of  the  Pennsylvania  Medical  Society. 

Presentation  of  Past  President’s  Medallion 

Dr.  Masland  presented  the  Past  President's  Medallion 
and  Plaque  to  Dr.  Robert  S.  Sanford,  Mansfield. 

Adjournment 

The  formal  portion  of  the  program  adjourned  at  9:55 
p.m.  Members  and  their  guests  were  entertained  by  Nina 
Little  Productions,  Inc.  of  New  York  City  and  Paul  Mann 
and  his  Miss  America  Pageant  Orchestra  until  1 1 p.m. 


Third  Session  of  the  House 
October  20,  1973 

The  third  session  of  the  House  of  Delegates  was  called  to 
order  in  the  Brandywine  Ballroom  of  the  Marriott  Motor 
Hotel,  Philadelphia,  Saturday,  October  20,  1973,  at  9:35 
a.m.  The  Credentials  Committee  reported  that  a quorum 
was  present.  The  Speaker  closed  the  polls. 

The  completion  of  the  report  of  the  Reference  Com- 
mittee on  Governmental  Relations  (listed  previously)  was 
the  first  order  of  business.  The  second  order  of  business  was 
the  report  of  the  Reference  Committee  on  Education  and 
Science. 

Reference  Committee 
Education  and  Science 

Axel  K.  Olsen,  M.D.,  (Neurosurgery)  chairman, 
presented  the  written  report,  which  follows: 

"Mr.  Speaker,  the  Reference  Committee  on  Education 
and  Science  has  considered  all  the  reports  and  resolutions 
listed  in  the  index.  Your  Reference  Committee  has  grouped 
the  following  items  together  in  a WAIVER  OF  DEBATE 
list.  In  each  instance  there  was  little  or  no  testimony  heard 
and  the  committee  feels  the  item  is  of  a non-controversial 
nature. 

Report  of  the  Committee  to  Study  Relations  Between 
Medicine  and  Osteopathy  (Official  Reports  Book,  page  60) 
(Approve) 

Supplemental  Report  F.  Board  of  Trustees  and  Council- 
ors, Item  No.  15  (Delegate’s  Packet)  (File) 

Address  of  the  president,  Robert  S.  Sanford,  M.D.,  page 
5,  Course  in  Medical  Economics  and  Office  Management 
(Delegate’s  Packet)  (Approve) 

Mr.  Speaker,  we  recommend  that  the  House  take  the  ac- 
tions recommended  by  the  committee  on  the  WAIVER  OF 
DEBATE  items.” 

So  that  the  record  may  be  complete,  the  following  recom- 
mendations were  approved:  That  the  Committee  to  Study 
Relations  Between  Medicine  and  Osteopathy  be  continued 
on  a "stand-by”  basis  for  the  purposes  of  gathering  informa- 
tion and  keeping  such  a committee  "on  the  books"  as  a sign 
of  good  faith  and  an  open  door  to  communications,  and 
that  it  meet  on  an  "as  needed”  basis. 

So  that  the  record  may  be  complete  the  adopted  recom- 
mendation of  President  Sanford  is  as  follows:  "that  the 
Board  of  Trustees  have  the  proper  council  develop  available 
courses  in  medical  economics  and  office  management  to  be 
presented  for  use  by  the  Society  members.” 

Report  of  the  Council  on  Education  and  Science  (Of- 
ficial Reports  Book,  Page  61) 

"The  general  impression  of  your  reference  committee  is 
that  the  council  reflects  meaningful  programming  in  the 
best  interests  of  the  members.  The  new  council  structure 
has  raised  a question  regarding  the  termination  of  a Com- 
mission on  Mental  Health  and  Mental  Retardation.  We 
would  urge  the  Council  on  Education  and  Science  to  con- 
sider the  merits  of  proper  input  in  the  area  of  mental  health 
and  retardation  and  to  structure  an  appropriate  committee 
if  warranted. 

Concern  was  also  expressed  regarding  physicians'  assist- 
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ants  and  the  need  to  outline  by  specialty  their  functions.  It 
is  your  reference  committee’s  understanding  that  passage  of 
the  new  Medical  Practice  Act  of  1973  would  clarify  the 
status  of  physicians'  assistants  and  we  urge  intensive  active 
support  of  this  Act  by  the  Society.” 

Mr.  Speaker,  we  recommend  the  adoption  of  this  portion 
of  the  Reference  Committee  report. 

Report  of  the  Committee  on  Relationships  with  Allied 

Professions  ( Official  Reports  Book,  Page  58) 

"Your  reference  committee  heard  enthusiastic  support 
for  this  report.  We  recommend  the  adoption  by  the  House 
of  this  position  statement  and  that  it  be  appropriately 
published  and  circulated. 

Mr.  Speaker,  we  recommend  the  adoption  of  this  portion 
of  the  Reference  Committee  report." 

In  order  that  the  record  may  be  complete  the  following  is 
the  adopted  position  statement. 

"l.The  best  possible  health  care  of  our  fellow  human 
beings  is  the  reason  for  the  existence  of,  and  should  be  the 
primary  goal  of,  the  professions  and  technologies  concerned 
with  all  facets  of  health.  Therefore,  the  interest  of  the  pa- 
tient must  be  the  major  consideration  in  all  decisions  made 
by  either  the  Pennsylvania  Commission  on  Nurse  Educa- 
tion or  the  Pennsylvania  Joint  Practice  Commission  con- 
cerning the  future  of  nursing  in  Pennsylvania. 

2.  The  deliVery  of  optimum  health  care  is  a coordinated 
and  cooperative  team  effort.  The  physician  who  has  the 
legal  responsibility  for  patient  care  must  be  the  leader  of  the 
team.  Nursing  and  all  other  patient  care  disciplines  should 
work  within  their  professional  ethics  and  technical  skills 
under  his  direction. 

Nursing  education  should  accept  and  foster  the  concept 
that  the  nurse  working  with  the  physician  is  the  logical 
basic  core  of  the  medical  team  entity  and  the  key  to  provision 
of  optimum  health  care.  No  other  group  can  replace  the 
nurse  in  this  capacity.  Nor  can  the  nurse,  as  a completely  in- 
dependent practitioner,  fit  into  this  significant  concept. 

3.  Unquestionably  the  roles  of  the  nurse  in  the  future  will 
be  multifaceted  and  on  multi  levels.  Nursing  education 
must  be  geared  to  produce  nurses  equipped  to  the  best  pos- 
sible degree  to  give  the  finest  and  most  adequate  care  within 
each  specific  sphere.  No  one  system  or  type  of  school  can 
encompass  the  education  and  training  needs  to  meet  these 
demands  in  toto. 

Undergraduate  nursing  education,  in  all  levels,  should 
have  as  its  first  and  basic  goal  the  teaching  of  primary 
nursing  care  of  the  patient.  It  is  upon  such  foundation  that 
there  must  be  constructed  the  advanced  training  needed  to 
produce  the  variety  and  levels  of  knowledge,  skills,  and  ex- 
pertise for  adequate  and  satisfactory  nursing  care  in  all 
fields. 

Because  of  the  varying  levels  of  nursing  skills, 
backgrounds,  and  specialties,  plus  varying  capacities  and 
limitations  of  individuals,  all  four  levels  of  nursing  educa- 
tion must  be  maintained  and  constantly  improved.  These 
four  levels,  each  of  which  is  needed,  are:  practical  nursing, 
associate  degree,  diploma  school,  and  baccalaureate. 

The  quality  of  undergraduate  nursing  education  must  be 
maintained  by  adequate  admission  requirements  for  each 
level  of  training  and  by  continuing  achievement 


requirements  for  each  in  order  to  attain  certificate, 
diploma,  or  degree. 

4.  The  trend  to  lump  all  nursing  education  in  academia 
should  be  slowed  down.  Basic  nursing  education  requires 
acquisitions  of  patient  care  skills,  as  well  as  theoretical 
background,  and  the  best  place  to  acquire  patient  care  skills 
is  to  work  with  patients  in  the  place  where  patients  are — the 
hospital,  the  out-patient  clinic,  and  the  doctor’s  office. 
There  is  a proper  balance  between  theory  and  practice;  and 
in  the  training  of  students  for  patient  care,  practice  assumes 
a larger  and  larger  proportion  of  that  balance.  While  educa- 
tional institutions  must  of  necessity  handle  graduate  and 
baccalaureate  education,  only  those  in  medical  centers  or 
with  medical  center  facilities  can  adequately  give  the 
needed  clinical  experience.  Clinical  experience  has  been 
well  taught  outside  of  academia  for  years  and  can  still  be 
obtained  from  those  sources  if  even  mild  support  is  offered. 

5.  The  tendency  to  require  formal  education  beyond  pa- 
tient needs  and  individual  nurse  or  student  capabilities  must 
be  resisted.  Graduate  education  to  prepare  for  advanced 
teaching,  major  administration,  and  sophisticated  research 
is  a must.  Baccalaureate  education  is  needed  to  prepare  for 
routine  teaching,  most  administration,  and  as  a basis  for 
specialty  training.  Diploma,  associate  degree,  and  practical 
nurse  training  are  needed  to  prepare  for  the  basic  functions 
of  patient  care.  All  types  are  necessary  for  balanced  and  co- 
ordinated delivery  of  such  care. 

Advancement  on  the  professional  career  ladder  must  be 
available  to  all  nurses.  Advancement  from  practical  nurse 
to  associate  degree  or  registered  nurse  and  from  associate 
degree  and  registered  nurse  to  baccalaureate  and  higher 
degree  must  not  only  be  available  but  encouraged  to  the 
limit  of  the  individual’s  capability  of  achievement. 

6.  Postgraduate  education  assumes  two  primary  func- 
tions— training  for  specialty  careers  in  nursing  and  the  need 
to  keep  abreast  of  progress  and  developments  in  the  nursing 
profession.  Specialty  training  is  a function  of  the  medical 
specialty  organization,  the  nursing  specialty  organizations, 
and  certain  educational  institutions.  Emphasis  must  be 
placed  on  quality  instruction  and  adequacy  to  meet  the 
needs  of  the  particular  nursing  specialty. 

Continuing  education  is  a must.  Postgraduate  courses, 
conferences,  symposia,  colloquies,  workshops,  in-service 
training,  etc.,  to  meet  predetermined  quantitative  hour 
totals  to  maintain  licensure  would  be  a means  to  insure  that 
all  keep  up  with  advances  in  the  profession,  particularly 
those  related  to  patient  care. 

Postgraduate  education  for  areas  involving  the  practice 
of  medicine — nurse  anesthetists,  nurse  midwives,  nurse 
practitioners,  and  physicians’  assistants  of  various  types,  is 
purely  a function  of  the  medical  profession  and  its  educa- 
tional facilities. 

7.  Any  committee  with  too  large  or  too  diversified  a reg- 
ular membership  becomes  ineffectual.  To  reach  satisfactory 
conclusions  concerning  the  training  and  qualifications  of  in- 
dividuals for  delivery  to  our  fellow  citizens  of  the  finest 
medical  care,  the  basic  committee  should  be  composed  of 
those  who  constitute  the  backbone  of  the  health  care 
delivery  team — physicians  and  nurses.  Other  allied  or  as- 
sociated professionals  should  be  invited  to  participate  as 
consultants  at  appropriate  and  in  Jicated  times.” 
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Report  of  the  Committee  on  Aid  to  Education  ( Official 
Reports  Book,  Page  54) 

"Your  reference  committee  approves  the  report  and  sup- 
ports the  continued  allocation  of  $8  from  the  annual  assess- 
ment to  the  educational  fund. 

Mr.  Speaker,  we  recommend  the  adoption  of  this  portion 
of  the  Reference  Committee  report.” 

Report  of  the  Educational  and  Scientific  Trust  (Dele- 
gate’s Packet) 

"Your  reference  committee  notes  the  continued  growth 
of  the  Educational  and  Scientific  Trust  funds.  We  believe 
that  the  Trust  is  beginning  to  make  a significant  contribu- 
tion to  medical  education.  We  urge  the  continued  support 
of  its  activities  through  the  voluntary  contribution  envelope 
provided  to  the  delegates  and  members  of  the  Society. 

Mr.  Speaker,  we  recommend  the  adoption  of  this  portion 
of  the  Reference  Committee  report.” 

Resolution  No.  73-5 

Subject:  Euthanasia  (Official  Reports  Book — Page  106) 
Introduced  by:  G.  Winfield  Yarnall,  M.D.,  Dauphin 
County  Medical  Society,  in  behalf  of  Dr. 
Hemler 

Author:  Paul  M.  Hemler,  M.D. 

WHEREAS,  The  rapid  advance  of  medical  technology 
has  in  some  cases  made  possible  the  preservation  of  life  to 
the  extent  that  an  undignified  prolongation  of  death  is  the 
only  apparent  result  of  medical  therapy;  and 

WHEREAS,  Medicine  recognizes  that  the  acceptance  or 
the  rejection  of  any  form  of  medical  therapy  is  the  preroga- 
tive of  the  patient  or  of  the  patient's  closest  relative;  and 
WHEREAS,  The  withholding  or  the  withdrawing  of  ex- 
traordinary forms  of  medical  therapy  is  an  entirely  different 
matter  from  the  active  termination  of  life;  therefore  be  it 
RESOLVED,  That  the  Pennsylvania  Medical  Society 
adopt  the  following  position: 

1 That  the  decision  to  withhold  or  to  withdraw  extraor- 
dinary forms  of  medical  therapy,  when  there  is  sound 
evidence  that  biologic  death  is  inevitable,  is  the 
prerogative  of  the  patient  or  the  closest  relative  with 
proper  medical  consultation  by  the  attending 
physician. 

2.  That  the  use  of  euthanasia,  that  is,  the  active  termina- 
tion of  life  through  the  administration  of  a lethal  drug 
or  the  use  of  a lethal  instrument,  is  unjustifiable 
taking  of  human  life  and  exceeds  proper  medical 
practice. 

There  was  a great  deal  of  discussion  concerning  this  reso- 
lution with  a decision  by  your  reference  committee  to  adopt 
the  resolution  as  written  recognizing  that  it  is  an  initial  step 
into  defining  and  clarifying  a very  controversial  problem  in 
the  management  of  the  patient. 

Mr.  Speaker,  we  recommend  the  adoption  of  Resolution 
No.  73-5. 

Resolution  No.  73-8 

Subject;  The  Establishment  of  a Standing  Committee  of  the 
Pennsylvania  Medical  Society  Charged  with  the 


Therapeutic  Use  of  Drugs  in  Medical  Care  (Of- 
ficial Reports  Book — Page  1 07) 

Introduced  by:  Sidney  O.  Krasnoff,  M.D.,  in  behalf  of  the 
Philadelphia  County  Medical  Society 
WHEREAS,  The  therapeutic  use  of  drugs  is  a primary 
concern  of  the  medical  profession;  and 

WHEREAS,  The  development  of  new  drugs  and  approv- 
al by  the  Food  and  Drug  Administration  must  be  a concern 
of  all  physicians;  therefore  be  it 

RESOLVED,  That  a Standing  Committee  of  the  Council 
on  Education  and  Science  of  the  Pennsylvania  Medical  So- 
ciety be  established  and  that  adequate  expertise  should  be 
represented  on  this  committee  to  give  consultation  and 
opinion  at  all  times  to  physicians,  government,  industry, 
and  the  Society,  relative  to  the  development  and  therapeutic 
use  of  drugs. 

NOTE:  An  appropriate  committee  organization  might  be 
one  which  would  parallel  the  Committee  for  Admission  of 
Drugs  of  the  U.S.  Pharmacopeia  as  follows: 

Allergy 

Analgesics,  Sedatives,  and  Anti-inflammatory  Agents 
Anesthesiology 

Cardiovascular  and  Renal  Drugs 
Connective  Tissue  Disease  Therapy 
Dentistry 
Dermatology 

Diagnostic  Agents  and  Radiopharmaceuticals 

Endocrinology 

Gastroenterology 

Gynecology/Obstetrics  and  Urology 

Hematologic  Neoplastic  Diseases 

Infectious  Diseases 

Neurological  Diseases 

Ophthalmology 

Parasitic  Diseases 

Pediatrics 

Psychiatric  Diseases 
Radiological  Contrast  Media 
Electrolytes  and  Parenteral  Therapy 
Toxicology 

Panel  on  Dosage  Forms 

It  is  the  opinion  of  your  reference  committee  that  the 
AMA  and  the  FDA  already  have  what  we  consider  to  be 
adequate  control  over  the  therapeutic  use  of  drugs  and  med- 
ical care  and  that  further  commissions  or  committees  of  our 
Society  would  be  a duplication  of  effort. 

Mr.  Speaker,  we  recommend  (he  rejection  of  Resolution 
No.  73-8. 

Secretary  s Note:  The  House  of  Delegates  disagreed  with  its 
reference  committee  and  determined  to  refer  Resolution  73- 
8 to  the  Board  of  Trustees. 

Resolution  No.  73-9 

Subject:  The  Structure  of  a Hospital  Board  of  Trustees  (Of- 
ficial Reports  Book — Page  108) 

Introduced  by:  John  H.  Moyer,  M.D.,  D.Sc.,  Delegate, 
Philadelphia  County 
Author:  John  H.  Moyer,  M.D.,  D.Sc. 

WHEREAS,  The  board  of  trustees  of  a hospital  has  final 
authority  and  is  legally  responsible  for  the  delivery  of  health 
care  within  that  institution  and  for  education  of  the  profes- 
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sional  staff  and  for  research  being  conducted  in  that  hospi- 
tal when  applicable;  and 

WHEREAS,  The  corporate  constitutions  of  tax-exempt 
hospitals  under  the  law  allows  the  members  of  the  boards  to 
simultaneously  act  in  the  capacity  of  the  corporate  stock- 
holders and  members  of  boards  of  trustees;  and 

WHEREAS,  The  boards  of  such  non-profit,  tax-exempt 
hospitals  are  deemed  to  be  in  professional  as  well  as 
fiduciary  capacity  to  the  hospital  personnel  and  communi- 
ty; and 

WHEREAS,  A non-profit  organization  such  as  a hospital 
enjoys  a special  tax-exempt  status  on  the  basis  of  communi- 
ty obligation  of  services  to  benefit  society;  and 

WHEREAS,  An  institution  being  administered  by  finan- 
cial considerations  only  without  due  consideration  of  pro- 
fessional policies  by  the  board  of  trustees,  will  eventually 
lead  to  inferior  medical  care  and  education  programs  which 
ultimately  will  be  unacceptable  to  the  community; 
therefore,  in  order  to  assure  professional  and  fiduciary  re- 
sponsibility from  governing  boards  of  all  tax-exempt  hospi- 
tals of  this  Commonwealth;  be  it 

RESOLVED,  That  not  less  than  one-third  (V3)  of  the  eli- 
gible voting  members  of  any  governing  board  of  a tax-ex- 
empt hospital  shall  be  composed  of  professionally  trained 
individuals  and  not  less  than  fifty  percent  (50%)  of  such 
professionals  shall  be  under  the  jurisdiction  of  the  State 
Boards  of  Licensure  for  medical,  osteopathic,  dentistry,  and 
other  health  professionals. 

RESOLVED.  That  the  professional  members  of  the 
boards  of  hospitals  shall  be  selected  or  elected  in  accor- 
dance with  the  bylaws  of  that  hospital  from  a list  of  can- 
didates submitted  to  the  board  by  members  from  the  respec- 
tive hospital  staff,  professional  societies,  and  citizens  of  the 
community.  Nothing  herein  shall  be  deemed  to  prohibit  or 
to  require  candidates  from  the  hospital  staff. 

RESOLVED,  That  the  board  of  trustees  shall  be  respon- 
sible for  the  development  of  specific  policies  so  that  the 
board  of  trustees  shall  not  be  deemed  self-perpetuating  by 
unreasonable  succession  of  terms  of  office. 

RESOLVED,  That  the  above  requirements  be  considered 
as  essential  by  the  Joint  Commission  on  Accreditation  of 
Hospitals. 

RESOLVED,  That  the  legislators  in  the  state  and  federal 
governments  be  urged  to  sponsor  appropriate  legislation 
requiring  adequate  and  appropriate  professional  represen- 
tation by  law  on  the  boards  of  trustees  of  nonprofit  tax  free 
hospitals. 

Resolution  No.  73-10 

Subject:  The  Structure  of  the  Boards  of  Trustees  of  Institu- 
tions of  Higher  Learning  with  Emphasis  on  Medi- 
cal Education  ( Official  Reports  Book — Page  108) 
Introduced  by:  John  H.  Moyer,  M.D.,  D.Sc.,  Delegate, 
Philadelphia  County 

WHEREAS,  The  board  of  trustees  of  a medical  school 
(health  education  center)  has  final  authority  and  is  legally 
responsible  for  educating  health  professionals  and  for 
research  being  conducted  in  that  institution;  and 

WHEREAS,  Such  an  academic  institution  is  tax-exempt 
and  the  corporate  constitution  of  a tax-exempt  institution 
under  the  law  allows  the  members  of  the  board  to  simulta- 


neously act  in  the  capacity  of  the  corporate  stockholders 
and  as  members  of  the  board  of  trustees,  thus  the  members 
of  the  board  remain  legally  responsible  only  to  themselves; 
and 

WHEREAS,  A non-profit  organization  such  as  an  aca- 
demic institution  enjoys  a special  tax-exempt  status  on  the 
basis  of  community  obligation  of  services  to  benefit  society 
and  therefore  should  have  adequate  representation  from  the 
people  residing  in  the  geographical  location  of  said  academ- 
ic institution  (medical  center);  and 

WHEREAS,  An  academic  institution  being  administered 
by  financial  considerations  alone  and  without  adequate  con- 
sideration of  academic  principles  and  policies  will  eventual- 
ly lead  to  inferior  education  programs  and  subsequent 
health  care  of  the  citizens  of  the  community  which  ulti- 
mately will  be  unacceptable  to  the  community;  therefore  be 
it 

RESOLVED.  That  at  least  one-third  (Vs ) of  the  members 
of  the  board  of  trustees  of  a tax-free  academic  institution 
(medical  school  or  academic  medical  center)  shall  be  com- 
posed of  professional  people — half  of  whom  shall  be 
doctors  of  medicine,  osteopathy,  philosophy,  dentistry,  and 
other  health  professionals,  and  in  accordance  with  the  cor- 
porate laws  of  the  state,  and  the  various  boards  of  profes- 
sional certification  and  licensure,  and 

RESOLVED,  That  members  of  the  faculty,  staff,  appro- 
priate professional  societies,  members  of  the  board  as  well 
as  other  citizens  of  the  community  shall  have  the  right  to 
submit  recommendations  to  the  board  from  which  the 
board  will  select  the  professional  members  of  the  board. 
Such  candidates  may  or  may  not  be  members  of  the  faculty 
or  staff  of  the  institution  concerned  in  accordance  with  the 
policy  of  the  board  of  trustees,  the  constitution  and  bylaws 
of  the  institution,  and  laws  of  the  state,  and 

RESOLVED,  That  the  board  of  trustees  shall  be  respon- 
sible for  the  development  of  specific  policies  so  that  the 
board  of  trustees  shall  not  be  deemed  self-perpetuating  by 
unreasonable  succession  of  terms  of  office,  and 

RESOLVED,  That  the  above  requirements  be  considered 
as  essential  by  the  appropriate  Commission  on  Accredita- 
tion for  the  institution,  and 

RESOLVED,  That  the  legislators  in  the  state  and  federal 
governments  be  urged  to  sponsor  appropriate  legislation 
requiring  adequate  and  appropriate  representation  by  law 
on  the  boards  of  trustees  of  non-profit,  tax-free  institutions, 
and 

RESOLVED,  That  institutions  without  adequate  profes- 
sional competence  being  on  its  board  shall  not  be  eligible  to 
receive  federal  or  state  funds  for  support  of  federal  or  state 
sponsored  programs  respectively. 

Resolution  No.  73-13 

Subject:  The  Structure  of  a Hospital  Board  of  Trustees  (Of- 
ficial Reports  Book — Page  109) 

Submitted  by:  John  H.  Moyer,  M.D.,  D.Sc.,  Delegate, 
Philadelphia  County 

WHEREAS,  The  board  of  trustees  of  a hospital  or  medi- 
cal center  (including  medical  school  hospitals)  has  final  au- 
thority and  is  legally  responsible  for  the  delivery  of  health 
care  within  that  institution,  and  for  education  of  the  profes- 
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sional  staff,  and  for  research  and  scientific  endeavor  being 
conducted  in  that  hospital;  and 

WHEREAS,  The  corporate  constitutions  of  tax-exempt 
hospitals  under  the  law  allows  the  members  of  the  boards  to 
simultaneously  act  in  the  capacity  of  the  corporate  stock- 
holders at  large  and  members  of  the  boards  of  trustees;  and 
WHEREAS,  The  boards  of  such  non-profit,  tax-exempt 
hospitals  are  deemed  to  be  in  fiduciary  capacity  to  the  hos- 
pital personnel  and  community;  and 

WHEREAS,  A non-profit  organization  such  as  a hospital 
enjoys  a special  tax-exempt  status  on  the  basis  of  communi- 
ty obligation  of  services  to  benefit  society;  and 

WHEREAS,  An  institution  being  administered  by  finan- 
cial considerations  only  without  due  consideration  of  pro- 
fessional policies  by  the  board  of  trustees,  will  eventually 
lead  to  inferior  medical  care  and  education  programs  which 
ultimately  will  be  unacceptable  to  the  community;  therefore 
in  order  to  assure  and  maintain  intercommunity  rela- 
tionships for  a properly  structured  hospital,  be  it 

RESOLVED,  That  not  more  than  two-thirds  (%)  of  the 
members  of  the  governing  board  of  a hospital  shall  be  com- 
posed of  lay  or  non-medical  persons  of  whom  at  least  one- 
fourth  (lA)  thereof  shall  be  residents  of  the  geographical 
area  which  said  hospital  serves. 

RESOLVED,  That  at  least  one-fourth  (!4 ) of  the  lay 
members  of  the  board  shall  be  selected  by  the  board  from 
those  candidates  chosen  by  the  lay  and  professional  resi- 
dents within  the  geographical  area  served  by  the  hospital. 

RESOLVED,  That  it  shall  be  incumbent  upon  all 
members  of  hospital  governing  boards  to  attend  and/or  vote 
at  at  least  fifty  percent  (50%)  of  all  board  meetings  in  order 
to  continue  tenure  on  said  board. 

These  three  resolutions  were  considered  together  by  your 
reference  committee.  They  raised  many  questions  such  as 
conflict  of  interest,  self-perpetuating  boards,  residential 
requirements,  tax  exempt  status,  methods  of  appointment 
such  as  how  and  whom  to  select  and  executive  sessions  of 
boards  closed  to  physician  participation  which  must  be 
reviewed  in  greater  depth. 

Because  of  the  complexities  of  the  intent  of  these  resolu- 
tions, we  do  not  feel  we  have  sufficient  information  to  make 
definitive  judgment  on  their  appropriateness. 

Presently  the  Society  has  a position  adopted  originally  in 
1956  recommending  the  appointment  of  physicians  to  hos- 
pital Boards  of  Trustees.  Your  reference  committee  feels 
that  we  should  maintain  our  present  position  and  would 
refer  these  three  resolutions  to  the  Board  of  Trustees  and 
Councilors  for  appropriate  action  following  adequate  study. 

Mr.  Speaker,  we  recommend  the  referral  of  Resolutions 
No.  73-9,  73-10,  and  73-13  to  the  Board  of  Trustees  and 
Councilors. 

Secretary's  Note:  The  House  of  Delegates  determined  to 
deal  with  Resolution  73-9  separately,  and.  in  fact  adopted 
Resolution  73-9.  Resolutions  10  and  13  were  referred  to  the 
Board  of  Trustees. 

Resolution  No.  73-1 1 

Subject:  Resolution  on  Delineation  of  Staff  Privileges  ( Of- 
ficial Reports  Book — Page  109) 

Introduced  by:  Sidney  O.  Krasnoff.  M.D.,  in  behalf  of  the 
Philadelphia  County  Medical  Society 


Author:  Brooke  Roberts,  M.D. 

WHEREAS,  The  Joint  Commission  on  Accreditation  of 
Hospitals  has  stated  that  field  surveyors  should  require  only 
"that  there  be  evidence  that  the  medical  staff  has  devised  a 
reasonable  method  of  delineating  clinical  privileges”  and 
that  "it  is  not  necessary  that  each  hospital  use  a complicated 
list  of  procedures  and  operations  for  delineation  of  clinical 
privileges  in  order  to  demonstrate  compliance  with  present 
JCAH  standards”;  and 

WHEREAS,  The  use  of  complicated  lists  would  inevi- 
tably act  as  a deterrant  to  the  development  of  new 
procedures  and  as  an  endless  source  of  annoyance  within 
hospital  staffs;  and 

WHEREAS,  Detailed  lists  are  based  on  the  false  assump- 
tion that  surgery  is  a series  of  individualized  performances 
and  does  not  require  a broad  understanding  of  the  disease 
process  of  the  patient  and  his  responses  and  further  assumes 
that  because  an  operation  is  usually  easy  to  perform,  it  is 
always  easy  to  perform;  and 

WHEREAS,  The  purpose  of  preventing  members  of  hos- 
pital staffs  from  carrying  out  activities  which  they  are  not 
fully  qualified  to  perform  is  better  accomplished  if 
physicians  be  judged  by  broad  categories  such  as  Specialty 
Board  Certification  or  membership  in  organizations  known 
to  require  established  competence  as  a condition  of  mem- 
bership; and 

WHEREAS,  In  fact,  hospital  approvals  have  been 
withheld  or  restricted  because  of  failure  to  use  complicated 
lists  of  procedures  for  staff  privilege  delineation,  despite  the 
Commission’s  statements;  therefore  be  it 

RESOLVED,  That  the  Pennsylvania  State  Medical  Soci- 
ety recommend  to  the  American  Medical  Association  that 
its  representatives  on  the  Board  of  Commissioners  of  the 
Joint  Commission  on  Accreditation  of  Hospitals  be  in- 
structed to  make  certain  that  its  field  surveyors  do  not 
compel  the  use  of  such  lists,  as  is  currently  being  done;  and 
be  it  further 

RESOLVED,  That  the  Pennsylvania  Delegation  to  the 
House  of  Delegates  of  the  American  Medical  Association 
be  instructed  to  introduce  a similar  resolution  at  the  next 
meeting  of  that  body. 

Mr.  Speaker,  we  recommend  the  adoption  of  Resolution 
No.  73-11. 

Establish  a Program  of  Guaiac  Testing  for  Occult  Blood 

in  the  Stool,  Resolution  No.  73-16  ( Official  Reports 

Book,  Page  110) 

Resolution  No.  73-16 

Subject:  Establish  a Program  of  Guaiac  Testing  for  Occult 
Blood  in  the  Stool  ( Official  Reports  Book — Page 
1 10) 

Introduced  by:  F.  Peter  Kohler,  M.D.,  secretary,  in  behalf 
of  the  Delaware  County  Medical  Society 
Author:  Harry  V.  Armitage,  M.D. 

WHEREAS.  Cancer  of  the  colon  and  rectum  is  the  com- 
monest cancer  (exclusive  of  skin  cancer)  found  in  the  Unit- 
ed States  and  is  the  second  most  fatal  of  all  cancers;  and 

WHEREAS,  Mass  screening  in  asymptomatic  persons, 
using  the  guaiac  test  for  occult  blood  in  the  stool  has 
resulted  in  the  detection  of  malignant  and  premalignant 
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colorectal  lesions  in  a significant  number  of  instances;  and 
WHEREAS,  This  test  is  simply  and  economically  per- 
formed and  is  acceptable  to  the  patient;  therefore  be  it 
RESOLVED,  That  the  Pennsylvania  Medical  Society 
through  the  Council  on  Education  and  Science,  establish  a 
program  of  guaiac  testing  for  occult  blood  in  the  stool  to  be 
used  by  all  physicians  in  the  state  in  their  offices,  to  insure 
that  as  many  as  possible  of  the  citizens  of  the  state  receive 
the  benefit  of  this  screening  procedure. 

Your  reference  committee  approves  this  resolution  with 
the  addition  of  the  word  "recommends”  in  the  RESOLVED 
following  the  word  "Science.”  The  amended  RESOLVED 
would  read: 

RESOLVED,  That  the  Pennsylvania  Medical  Society, 
through  the  Council  on  Education  and  Science,  recom- 
mends the  establishment  of  a program  of  guaiac  testing  for 
occult  blood  in  the  stool  to  be  used  by  all  appropriate 
physicians  in  the  state  in  their  offices,  to  insure  that  as 
many  as  possible  of  the  citizens  of  the  state  receive  the 
benefit  of  this  screening  procedure. 

Mr.  Speaker,  we  recommend  the  adoption  of  amended 
Resolution  No.  73-16. 

Resolution  No.  73-31 

Subject:  Adler  v.  The  Montefiore  Hospital  Association  of 
Western  Pennsylvania  (Delegate's  Packet) 
Introduced  by:  Sidney  O.  Krasnoff,  M.D.,  in  behalf  of  the 
Philadelphia  County  Medical  Society 
Author:  Jerry  Zaslow,  M.D. 

WHEREAS,  The  Pennsylvania  Supreme  Court  in  the 
case  of  Adler  v.  The  Montefiore  Hospital  Association  of 
Western  Pennsylvania  has  ruled  that  a public  teaching  hos- 
pital may  deprive  a staff  member  of  his  right  to  perform 
certain  procedures  which  he  had  been  performing  because 
the  hospital  had  employed  a full-time  physician  employee  to 
perform  these  procedures;  and 

WHEREAS,  The  effect  of  the  decision  is  to  interfere 
with  the  patient-physician  relationship  as  well  as  the 
physician-physician  relationship;  and 

WHEREAS,  More  and  more  hospitals  are  becoming 
affiliated  with  medical  schools  to  supply  necessary  teaching 
material,  with  the  result  that  situations  similar  to  that  in  the 
Adler  case  are  likely  to  arise  in  the  future;  therefore  be  it 
RESOLVED,  That  the  Philadelphia  County  Medical  So- 
ciety convey  to  the  Pennsylvania  Supreme  Court  its  dis- 
pleasure with  the  ruling  of  the  Court  in  this  case;  and  be  it 
further 

RESOLVED,  That  the  delegates  of  the  Philadelphia 
County  Medical  Society  should  present  this  resolution  to 
the  Pennsylvania  Medical  Society  for  a similar  action  by 
that  Society;  and  be  it  further 

RESOLVED,  That  this  action  be  made  known  to  Dr. 
Adler  and  his  attorneys  so  that  they  may  be  encouraged  to 
take  whatever  further  legal  action  may  help  result  .in  a 
reversal  of  the  decision. 

Your  reference  committee  feels  that  basic  principles  of 
privileges  of  individual  physicians  on  hospital  staffs  are  of 
such  importance  that  this  House  of  Delegates  should  sup- 
port this  resolution  to  the  utmost.  We  further  recommend 
that  the  Society  enter  this  case  as  a friend  of  the  court. 

Mr.  Speaker,  we  recommend  the  adoption  of  Resolution 


No.  73-31  and  the  recommendation  of  this  Reference  Com- 
mittee." 

Reference  Committee 
Reports  of  Officers 

John  H.  Harris,  Jr.,  M.D.  (Cumberland),  chairman, 
presented  the  following  report  of  the  committee: 

"Mr.  Speaker  and  members  of  the  House  of  Delegates, 
the  Reference  Committee  on  Reports  of  Officers  has  consid- 
ered all  items  in  the  index. 

Waiver  of  Debate  List 

Your  reference  committee  has  grouped  the  following 
items  together  in  a waiver  of  debate  list.  In  each  instance, 
there  was  little  or  no  testimony  heard  and  the  committee 
feels  the  item  is  of  a noncontroversial  nature:  Report  of  the 
Accountant  ( Official  Reports  Book,  Pages  32-36)  (File); 
Reports  of  Individual  Trustees  and  Councilors  ( Official 
Reports  Book,  Pages  37-53)  (File);  Supplemental  Report 
A — Board  of  Trustees  and  Councilors  ( Official  Reports 
Book.  Page  87)  (File);  Supplemental  Report  F — Board  of 
Trustees  and  Councilors — Nos.  3,  4,  5,  6,  8,  and  16  (Of- 
ficial Packet)  (File);  Committee  on  Discipline  ( Official 
Reports  Book,  Page  58)  (File);  Committee  on  Objectives 
( Official  Reports  Book,  Page  58)  (File). 

Mr.  Speaker,  your  Reference  Committee  recommends 
the  action  above. 

Report  of  Board  of  Trustees  and  Councilors  ( Official 

Reports  Book,  Pages  14-26) 

The  reference  committee  reviewed  the  entire  comprehen- 
sive report  of  the  Board. 

The  committee  heard  testimony  on  the  recommendation 
that  the  seventeen  proposals  of  the  Judicial  Council  listed 
under  "Recommendations  Concerning  Disciplinary  Proce- 
dures” be  adopted. 

Mr.  Speaker,  we  recommend  the  seventeen  proposals  of 
the  Judicial  Council  listed  under  “Recommendations  Con- 
cerning Disciplinary  Procedures”  be  referred  to  the  Com- 
mittee on  Constitution  and  Bylaws  to  prepare  appropriate 
language  which  would  implement  these  recommendations. 

The  committee  heard  testimony  on  the  recommendation 
of  the  Board  that  the  Lay  Advisory  Committee  be  dissolved. 

Mr.  Speaker,  we  recommend  that  the  Lay  Advisory  Com- 
mittee be  dissolved. 

Mr.  Speaker,  we  recommend  that  the  remaining  portion 
of  the  report  of  the  Board  of  Trustees  and  Councilors  be 
filed. 

Report  of  the  Secretary  ( Official  Reports  Book,  Pages 

29-30) 

Your  reference  committee  carefully  reviewed  the  con- 
tents of  this  report.  Assistance  continues  to  be  provided  to 
those  counties  desiring  to  update  and  revise  their  bylaws. 

Mr.  Speaker,  we  recommend  that  the  report  of  the  Secre- 
tary be  Tiled. 

Report  of  the  Executive  Vice  President  ( Official 

Reports  Book,  Pages  27-28) 

Your  reference  committee  carefully  reviewed  this  report 
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and  wishes  to  commend  the  Pennsylvania  Medical  Society 
staff. 

Mr.  Speaker,  we  recommend  that  the  report  of  the  Exec- 
utive Vice  President  be  filed. 

Report  of  the  Treasurer  ( Official  Reports  Book,  Page 

32) 

Your  reference  committee  received  the  report  of  the 
treasurer.  We  are  pleased  to  note  a surplus  in  the  General 
Fund  for  the  year  1972. 

Mr.  Speaker,  we  recommend  that  the  report  of  the  Treas- 
urer be  Fded. 

Report  of  the  Pennsylvania  Delegation  to  the  AMA 

House  of  Delegates  ( Official  Reports  Book,  Pages  83- 

86) 

Your  reference  committee  reviewed  the  report  of  the 
Pennsylvania  Delegation  to  the  AMA  House  of  Delegates. 
The  committee  notes  that  the  three  resolutions  introduced 
by  the  Pennsylvania  Delegation  were  approved  and  appro- 
priate action  is  being  taken  where  required. 

The  reference  committee  wishes  to  acknowledge  the  ac- 
cession of  Dr.  Russell  B.  Roth  to  the  presidency  of  the 
AMA  and  the  election  of  Dr.  William  Y.  Rial  to  the  office 
of  vice  speaker  and  commends  the  members  of  the  Pennsyl- 
vania Delegation  for  their  leadership  roles  in  the  activities 
of  the  American  Medical  Association. 

Mr.  Speaker,  we  recommend  that  the  report  of  the  Penn- 
sylvania Delegation  to  the  AMA  be  filed. 

Supplemental  Report  B of  the  Board  of  Trustees  and 

Councilors  ( Official  Reports  Book,  Pages  87-89) 

Your  reference  committee  reviewed  Supplemental  Report 
B of  the  Board  of  Trustees  and  Councilors.  The  reference 
committee  heard  testimony  to  the  effect  that  the  report  of 
the  ad  hoc  committee  did  not  resolve  the  intent  of  Resolu- 
tion 72-28.  The  aim  of  Resolution  72-28  was  to  direct  the 
Pennsylvania  Medical  Society  to  develop  methods  of 
resolving  situations  in  which  individual  physicians,  or 
groups  of  physicians,  find  themselves  in  untenable  positions 
with  respect  to  hospital  administrations  which  are  beyond 
the  physicians’  control  and  which,  if  permitted  to  prolifer- 
ate, could  result  in  an  environment  conducive  to  the  forma- 
tion of  physicians’  unions. 

Mr.  Speaker,  we  recommend  that  Resolution  72-28  be 
referred  back  to  the  Board  of  Trustees  and  that  the  sponsor 
of  Resolution  72-28  be  invited  to  participate  in  the  Board’s 
deliberations. 

For  the  convenience  of  the  reader.  Resolution  72-28  is 
printed  below. 

Resolution  No.  72-28 

Subject:  Professional  Relations 

Introduced  by:  W.  C.  Long,  M.D.,  in  behalf  of  the  Clinton 
County  Medical  Society 
Author:  Robert  F.  Beckley,  M.D. 

WHEREAS,  Many  forms  of  physician  unions  are  being 
formed  throughout  the  country;  and 

WHEREAS,  The  forces  to  pressure  physicians  into  forms 
of  medical  service  and  practice  to  which  they  are  opposed 
are  still  on  the  increase;  and 

WHEREAS,  The  fragmentation  of  medical  organizations 


representing  physicians  weakens  their  effectiveness  in 
improving  the  quality,  availability,  and  reasonable  cost  of 
medical  care;  therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society  de- 
velop a committee  to  research  solutions  to  these  problems 
and  to  implement  those  which  are  possible  and  desirable 
under  the  charter  of  the  Pennsylvania  Medical  Society;  and 
be  it  further 

RESOLVED,  That  practical  and  desirable  solutions 
which  cannot  be  implemented  by  the  Pennsylvania  Medical 
Society,  but  could  by  a foundation,  be  referred  to  the  Penn- 
sylvania Medical  Society-supported  foundation;  and  be  it 
further 

RESOLVED,  That  if  desirable  solutions  are  not  possible 
by  either  organization,  then  the  Pennsylvania  Medical  Soci- 
ety consider  developing  the  necessary  organization. 

While  the  testimony  presented  on  Resolution  72-28  gen- 
erally supported  its  adoption,  your  reference  committee 
feels  that  the  nature  and  extent  of  the  problem  presented 
require  further  evaluation  before  appointing  another  Com- 
mittee of  the  Society,  creating  another  Foundation  or 
another  organization. 

Resolution  No.  73-7 

Subject:  Utilization  of  Consultants  from  the  Scientific  Sec- 
tions of  the  American  Medical  Association  in 
AMA  Operational  Activities  ( Official  Reports 
Book,  Page  107) 

Introduced  by:  Sidney  O.  Krasnoff,  M.D..  in  behalf  of  the 
Philadelphia  County  Medical  Society 
Author:  John  H.  Moyer,  M.D.,  D.Sc. 

WHEREAS,  The  objective  of  the  Specialty  Section  or- 
ganization of  the  American  Medical  Association  is  to  ob- 
tain maximal  scientific  participation  of  the  physician 
members  in  the  United  States;  and 

WHEREAS,  The  capability  of  the  membership  of  the 
AMA  should  be  utilized  to  maximum  extent  possible;  and 

WHEREAS,  It  has  not  always  been  the  policy  of  the  ad- 
ministrative authority  within  the  AMA  to  relate  first  to  the 
membership  of  the  AMA  for  scientific  opinions;  therefore 
be  it 

RESOLVED,  That  consultants  from  the  Scientific  Sec- 
tions of  the  American  Medical  Association  be  utilized  as  a 
primary  source  of  expertise  and  consultation  whenever  pos- 
sible; and  be  it  further 

RESOLVED,  That  consultants  outside  of  the  mem- 
bership of  the  American  Medical  Association  should  be 
called  upon  only  after  the  expertise  within  the  organization 
of  the  specialty  societies  has  first  been  exhausted,  or  when 
the  quality  of  outside  consultation  is  clearly  superior  to  that 
which  exists  within  the  AMA  membership. 

Your  reference  committee  considered  Resolution  73-7 
and  wishes  to  amend  this  resolution  by  the  addition  of  a 
third  "Resolved”  as  follows: 

RESOLVED,  That  Resolution  73-7  be  transmitted  to  the 
Pennsylvania  Delegation  of  the  American  Medical  Associa- 
tion for  introduction  at  the  next  House  of  Delegates  meet- 
ing of  the  AMA. 

Mr.  Speaker,  your  Reference  Committee  recommends 
the  adoption  of  Resolution  73-7  as  amended. 
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Resolution  No.  73-17 

Subject:  Commendation  of  William  Y.  Rial,  M.D.  ( Official 
Reports  Book,  Page  1 10) 

Introduced  by:  F.  Peter  Kohler,  M.D.,  secretary,  in  behalf 
of  the  Delaware  County  Medical  Society 
Author:  Harry  V.  Armitage,  M.D. 

WHEREAS,  William  Y.  Rial,  M.D.  has  served  as  Vice 
Speaker  since  1962,  as  Speaker  of  the  Pennsylvania  Medical 
Society  House  of  Delegates  since  1967;  and 

WHEREAS,  William  Y.  Rial,  M.D.  has  been  elected 
Vice  Speaker  of  the  American  Medical  Association  House 
of  Delegates  and  is  retiring  as  Speaker  of  the  PMS  House  of 
Delegates;  therefore  be  it 

RESOLVED,  That  this  House  of  Delegates  commend 
Dr.  Rial  for  his  years  of  faithful  and  able  service  and  wish 
him  success  in  his  future  endeavors. 

Your  reference  committee  reviewed  Resolution  73-17. 

Mr.  Speaker,  your  Reference  Committee  recommends 
adoption  of  Resolution  73-17. 

Resolution  No.  73-24 

Subject:  Fiscal  Notes  to  Accompany  Reports  and  Resolu- 
tions to  PMS  House  of  Delegates  ( Official  Reports 
Book , Pages  111-112) 

Introduced  by:  Joseph  C.  Caliguiri,  M.D.,  in  behalf  of  the 
Allegheny  County  Medical  Society 
Author:  Matthew  Marshall,  Jr.,  M.D. 

WHEREAS,  It  is  important  that  the  House  of  Delegates 
have  the  greatest  possible  understanding  of  the  expenditures 
of  funds  by  the  Society  as  they  relate  to  its  activities; 
therefore  be  it 

RESOLVED.  That  a fiscal  note  be  attached  by  staff  to  all 
resolutions  before  the  House  of  Delegates  before  final  ac- 
tion is  taken  to  indicate  the  fiscal  impact  of  the  resolution; 
and  be  it  further 

RESOLVED,  That  a fiscal  note  be  attached  to  reports  to 
the  House  of  Delegates  prepared  by  the  Board  of  Trustees 
and  the  Councils  of  the  Society  to  indicate  the  approximate 
cost  of  preparing  or  carrying  the  particular  report  involved. 

Your  reference  committee  reviewed  Resolution  73-24. 
We  note  that  if  this  resolution  is  adopted,  the  information 
available  to  the  House  of  Delegates  to  make  sound  decisions 
will  be  increased. 

Mr.  Speaker,  we  recommend  adoption  of  Resolution  73- 
24. 

Resolution  No.  73-32 

Subject:  Quackery  Defense  Fund  (Delegate’s  Packet) 
Introduced  by:  Francis  S.  Kleckner,  M.D.,  secretary,  in 
behalf  of  the  Lehigh  County  Medical  Soci- 
ety 

Author:  Stephen  J.  Barrett,  M.D. 

WHEREAS,  The  problem  of  quackery  is  not  diminishing 
but  is  constantly  growing  and  is  a continuing  threat  to  the 
health  and  welfare  of  the  citizens  of  the  State  of  Pennsyl- 
vania; and 

WHEREAS,  Large  sums  of  money  are  necessary  for  an 
effective  anti-quackery  program,  and  such  sums  cannot  be 
made  available  by  other  means;  therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society  ini- 


tiate a Quackery  Defense  Fund,  and  that  PMS  members  be 
asked  to  contribute  $5.00  per  year  on  a voluntary  basis  at 
the  time  of  annual  dues  solicitation,  and  that  county  medi- 
cal societies  be  encouraged  to  include  notice  of  such  solici- 
tation on  prepared  computerized  cards  if  they  are  used  for 
dues  solicitation;  and  be  it  further 

RESOLVED,  That  the  administration  of  the  Quackery 
Defense  Fund  be  by  the  Committee  on  Quackery  with  the 
approval  of  the  Board  of  Trustees. 

Your  reference  committee  heard  testimony  in  support  of 
this  resolution  and  heard  no  testimony  in  opposition  to  it. 

Mr.  Speaker,  your  Reference  Committee  recommends 
adoption  of  Resolution  73-32. 

Resolution  No.  73-33 

Subject:  Commendation  of  Russell  B.  Roth,  M.D.,  and 
other  AMA  leaders  from  Pennsylvania  (Delegate's 
Packet) 

Introduced  by:  Board  of  Trustees 

WHEREAS,  Russell  B.  Roth.  M.D.,  through  his  un- 
swerving dedication  to  the  profession  has  been  elevated  by 
election  to  the  presidency  of  the  American  Medical  Associ- 
ation ; and 

WHEREAS,  Russell  B.  Roth,  M.D.,  has  not  only  served 
the  AMA,  but  devoted  untold  time  and  effort  to  the  Penn- 
sylvania Medical  Society  by  serving  as  a member  of  the 
Board  of  Trustees,  the  Judicial  Council,  and  Speaker  and 
Vice  Speaker  of  the  House  of  Delegates;  and 

WHEREAS,  Pennsylvania  is  fortunate  in  having  over 
sixty  dedicated  physicians  serving  the  AMA  as  delegates,  al- 
ternate delegates,  members  of  councils  and  committees,  and 
representatives  of  specialty  societies;  including  the  newly- 
elected  vice  speaker  of  the  AMA  House  of  Delegates, 
William  Y.  Riai,  M.D.;  and 

WHEREAS,  The  dedication  of  Russell  B.  Roth,  M.D., 
and  the  more  than  sixty  other  Pennsylvania  physicians  has 
resulted  in  great  credit  not  only  to  themselves  but  to  the 
Pennsylvania  Medical  Society;  therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  commend 
these  physicians  for  their  service  and  national  leadership  on 
behalf  of  their  colleagues;  and  be  it  further 

RESOLVED,  That  the  names  of  these  dedicated 
members  be  placed  in  the  official  proceedings  of  this  meet- 
ing with  the  heartfelt  thanks  of  this  House  of  Delegates  in 
proud  recognition  and  acknowledgment  of  their  contribu- 
tions. 

Mr.  Speaker,  your  Reference  Committee  recommends 
adoption  of  Resolution  73-33. 

Secretary’s  Note:  Following  is  a list  of  those  physicians 
included  in  the  intent  of  Resolution  73-33. 

Pennsylvania  Physicians  Serving  AMA 

Russell  B.  Roth,  M.D.,  president,  AMA 

Delegates 

Wilbur  E.  Flannery,  M.D.,  New  Castle 
*Paul  S.  Friedman,  M.D.,  Philadelphia 
Raymond  C.  Grandon,  M.D.,  Harrisburg 
Edmund  L.  Housel,  M.D.,  Philadelphia 
William  A.  Limberger,  M.D.,  West  Chester 
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John  B.  Lovette,  M.D.,  Johnstown 
Matthew  Marshall,  Jr.,  M.D.,  Pittsburgh 
Malcolm  W.  Miller,  M.D.,  Philadelphia 
William  Y.  Rial,  M.D.,  Swarthmore 
George  A.  Rowland,  M.D.,  Millville 
William  B.  West,  M.D.,  Huntingdon 


Alternate  Delegates 

R.  William  Alexander,  M.D.,  Reading 
Harry  V.  Armitage,  M.D.,  Chester 
Robert  F.  Beckley,  M.D.,  Lock  Haven 
Jerome  Chamovitz,  M.D.,  Sewickley 
John  H.  Harris,  Jr.,  M.D.,  Carlisle 
John  Helwig,  Jr.,  M.D.,  Philadelphia 
Richard  L.  Huber,  M.D.,  Scranton 
David  J.  Keck,  M.D.,  Fairview 
William  J.  Kelly,  M.D.,  Pittsburgh 
David  S.  Masland,  M.D.,  Carlisle 
R.  Robert  Tyson,  M.D.,  Philadelphia 
♦William  A.  Sodeman,  M.D.,  Philadelphia,  delegate  to  sec- 
tion on  cardiovascular  disease 

*John  H.  Moyer,  III,  M.D.,  Philadelphia,  delegate  to  sec- 
tion on  clinical  pharmacology  and  therapeutics 
Charles  L.  Leedham,  M.D.,  Harrisburg,  delegate  to  section 
on  federal  and  military  medicine 
*William  M.  Cooper,  M.D.,  Pittsburgh,  alternate  delegate 
to  section  on  internal  medicine 
*Frederick  Murtagh,  M.D.,  Philadelphia,  alternate  delegate 
to  section  on  neurological  surgery 
*Herschel  E.  Griffin,  M.D.,  Pittsburgh,  alternate  delegate 
to  section  on  preventive  medicine 
*Richard  H.  Chamberland,  M.D.,  Philadelphia,  alternate 
delegate  to  section  on  radiology 

Paul  Kotin,  M.D.,  Philadelphia,  member.  Committee  for 
Research  on  Tobacco  and  Health  (AMA-ERF) 

*John  H.  Moyer,  M.D.,  Philadelphia,  member.  Committee 
on  Hypertension 

Doris  A.  Howell,  M.D.,  Philadelphia,  member.  Committee 
on  Maternal  and  Child  Care 

*John  P.  Hubbard,  M.D.,  Philadelphia,  representative, 
American  Board  of  Medical  Specialties,  Coordinating 
Council  on  Medical  Education 
♦William  E.  Sodeman,  M.D.,  Philadelphia,  representative. 
Council  on  Medical  Specialties,  Coordinating  Council  on 
Medical  Education 

M.  Louise  C.  Gloeckner,  M.D.,  Conshohocken,  member, 
Council  on  Constitution  and  Bylaws 
*William  A.  Sodeman,  M.D.,  Philadelphia,  Council  on 
Health  Manpower 

♦Paul  S.  Friedman,  M.D.,  Philadelphia,  member.  Council 
on  Legislation 

♦William  A.  Sodeman,  M.D.,  Philadelphia,  chairman. 
Council  on  Medical  Education 
James  Z.  Appel,  M.D.,  Lancaster,  member,  Advisory 
Committee  on  Continuing  Medical  Education 
John  Killough,  M.D.,  Philadelphia,  member.  Advisory 
Committee  on  Continuing  Medical  Education 
♦Edward  C.  Rosenow,  Jr.,  M.D.,  Philadelphia,  chairman, 
Advisory  Committee  on  Continuing  Medical  Education 


Robert  H.  Cathcart,  M.D.,  Philadelphia,  member,  Adviso- 
ry Committee  on  Education  for  Allied  Health  Profes- 
sions and  Services 

Eva  F.  Fox,  M.D.,  Philadelphia,  Advisory  Committee  on 
Undergraduate  Medical  Education 
Samuel  P.  Harbison,  M.D.,  Pittsburgh,  representing  the 
American  Board  of  Surgery,  chairman.  Conference  Com- 
mittee on  Graduate  Education  in  Surgery 
Ernst  Knobil,  M.D.,  Pittsburgh,  Liaison  Committee  on 
Medical  Education 

♦William  A.  Sodeman,  M.D..  Philadelphia,  chairman.  Liai- 
son Committee  on  Medical  Education 

♦John  P.  Hubbard,  M.D.,  Philadelphia,  representative  of 
American  Board  of  Medical  Specialties,  member.  Liaison 
Committee  for  Specialty  Boards 

♦William  A.  Sodeman,  M.D.,  Philadelphia,  representing 
Council  on  Medical  Education,  chairman,  Liaison  Com-  j 
mittee  for  Specialty  Boards 

E.  S.  Siker,  M.D.,  Pittsburgh,  representative  of  American 
Board  of  Anesthesiology,  member,  Residency  Review 
Committee  for  Anesthesiology 
Palmer  H.  Futcher,  M.D.,  Philadelphia,  representing 
American  Board  of  Internal  Medicine,  ex  officio 
member.  Residency  Review  Committee  on  Internal  Med- 
icine 

♦Jack  D.  Myers,  M.D.,  Pittsburgh,  representing  American 
Board  of  Internal  Medicine,  chairman.  Residency  Review 
Committee  on  Internal  Medicine 

♦Edward  C.  Rosenow,  Jr.,  M.D.,  Philadelphia,  representing 
American  College  of  Physicians,  ex  officio  member, 
Residency  Review  Committee  in  Internal  Medicine 
Philip  D.  Gordy,  M.D.,  Philadelphia,  representative  of 
Council  on  Medical  Education,  member.  Residency 
Review  Committee  for  Neurological  Surgery 
David  Kuhl,  M.D.,  Philadelphia,  representing  American 
Board  of  Nuclear  Medicine,  chairman,  Residency 
Review  Committee  for  Nuclear  Medicine 
John  D.  Corbit,  Jr.,  M.D.,  Philadelphia,  representative  of 
American  College  of  Obstetricians  and  Gynecologists, 
member.  Residency  Review  Committee  on  Obstetrics  and 
Gynecology 

William  F.  Donaldson,  M.D.,  Pittsburgh,  representative  of 
Council  on  Medical  Education,  member.  Residency 
Review  Committee  for  Orthopedic  Surgery 
Albert  B.  Ferguson,  Jr.,  M.D.,  Pittsburgh,  representative 
of  American  Board  of  Orthopedic  Surgery,  member, 
Residency  Review  Committee  for  Orthopedic  Surgery 
James  B.  Snow,  Jr.,  M.D.,  Philadelphia,  representative  of 
American  College  of  Surgeons,  member.  Residency 
Review  Committee  for  Otolaryngology 
Victor  C.  Vaughan,  III.  M.D.,  Philadelphia,  representing 
American  Board  of  Pediatrics,  chairman.  Residency 
Review  Committee  for  Pediatrics 
Ross  H.  Musgrave,  M.D.,  Pittsburgh,  representing  Ameri- 
can Board  of  Plastic  Surgery,  chairman.  Residency 
Review  Committee  for  Plastic  Surgery 
Peter  Randall,  M.D.,  Philadelphia,  representing  American 
Board  of  Plastic  Surgery,  member.  Residency  Review 
Committee  for  Plastic  Surgery 

Henry  T.  Bahnson,  M.D.,  Pittsburgh,  representative, 
Council  on  Medical  Education,  member.  Residency 
Review  Committee  for  Thoracic  Surgery 
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Paul  D.  Zimskind,  M.D.,  Philadelphia,  representing 
Council  on  Medical  Education,  member,  Residency 
Review  Committee  for  Urology 
Patrick  B.  Storey,  M.D.,  Philadelphia,  vice  chairman. 
Committee  on  Community  Health  Care 
Leon  R.  Williams,  M.D.,  Pittsburgh,  Committee  on  Gov- 
ernment Medical  Services 

"“Frederick  Murtagh,  M.D.,  Philadelphia,  representing 
American  Association  of  Neurological  Surgery,  member. 
Interspecialty  Council 

"“William  A.  Sodeman,  M.D.,  Philadelphia,  representing 
American  College  of  Physicians,  American  Society  of  In- 
ternal Medicine,  alternate  member  of  Interspecialty 
Council 

"“William  A.  Sodeman,  M.D.,  Philadelphia,  representative 
of  AMA,  member  of  Liaison  Committee  on  Graduate 
Medical  Education 

"“Jack  D.  Myers,  M.D.,  Pittsburgh,  representative  of  the 
American  Board  of  Medical  Specialties,  vice  chairman. 
Liaison  Committee  on  Graduate  Medical  Education 
"“Edward  C.  Rosenow,  Jr.,  M.D.,  Philadelphia,  represent- 
ative of  the  Council  of  Medical  Specialty  Societies, 
member.  Liaison  Committee  on  Graduate  Medical  Edu- 
cation 

William  Weiss,  M.D.,  Philadelphia,  member.  Archives  of 
Environmental  Health 

Aaron  T.  Beck,  M.D.,  Philadelphia,  Archives  of  General 
Psychiatry 

Lewis  P.  Rowland.  M.D.,  Philadelphia,  Archives  of  Neu- 
rology 

Philip  M.  Gottlieb,  M.D.,  Philadelphia,  representing 
American  College  of  Allergists,  member.  Scientific  Sec- 
tion Council  Officers  for  Allergy 
Mayer  A.  Green,  M.D.,  Pittsburgh,  representing  Ameri- 
can College  of  Allergists,  member.  Scientific  Section 
Council  Officers  for  Allergy 

LeRoy  W.  Krumperman,  M.D.,  Philadelphia,  represent- 
ative of  American  College  of  Anesthesiologists,  ap- 
pointee to  Scientific  Section  of  Council  Officers  for  An- 
esthesiology 

"“John  H.  Moyer,  M.D.,  Philadelphia,  representative  of 
American  Society  of  Clinical  Pharmacology  and  Thera- 
peutics, delegate  to  Clinical  Pharmacology  and  Thera- 
peutics 

W.  J.  Russell  Taylor,  M.D..  Philadelphia,  representative  of 
American  Society  of  Clinical  Pharmacology  and  Thera- 
peutics, vice  chairman  Clinical  Pharmacology  and  Thera- 
peutics 

"“William  Y.  Rial,  M.D.,  Swarthmore,  representative  of 
American  Academy  of  Family  Physicians,  vice 
chairman.  Family  and  General  Practice 
"“Charles  L.  Leedham,  M.D.,  Harrisburg,  representative  of 
Society  of  Medical  Consultants  to  Armed  Forces, 
member.  Federal  and  Military  Medicine 
"“William  M.  Cooper,  M.D.,  Pittsburgh,  representing  Amer- 
ican College  of  Physicians,  member.  Internal  Medicine 
Robert  I.  Wise,  M.D.,  Philadelphia,  representative  of 
American  College  of  Physicians,  member.  Internal  Medi- 
cine 

"“Frederick  Murtagh,  M.D.,  Philadelphia,  Council  Ap- 
pointee to  Neurological  Surgery 


Thomas  D.  Duane,  M.D.,  Philadelphia,  representative, 
American  Academy  of  Ophthalmology  and  Otolaryngo- 
logy, member.  Ophthalmology 
Harold  G.  Scheie,  M.D.,  Philadelphia,  representative. 
Contact  Lens  Association  of  Ophthalmologists,  member, 
Ophthalmology 

Charles  M.  Norris,  M.D.,  Philadelphia,  representative, 
American  Academy  of  Ophthalmology  and  Otolaryngo- 
logy, vice  chairman.  Otorhinolaryngology 
John  A.  Tucker,  M.D.,  Philadelphia,  representative  of 
American  Laryngologica  Rhinological  and  Otological 
Society,  member.  Otorhinolaryngology 
"“Herschel  M.  Griffin.  M.D.,  Pittsburgh,  representative  of 
American  College  of  Preventive  Medicine,  alternate  dele- 
gate of  Preventive  Medicine 

"“Richard  H.  Chamberland,  M.D.,  Philadelphia,  represent- 
ative of  American  College  of  Radiology,  alternate  dele- 
gate of  Radiology 


* Serving  the  AMA  in  several  capacities. 

Supplemental  Report  E of  the  Board  of  Trustees  and 

Councilors  (Official  Packet) 

“In  considering  Supplemental  Report  E,  your  reference 
committee  heard  discussion  suggesting  that,  for  economy 
reasons,  future  meetings  of  the  Annual  Business  Session  be 
held  in  the  Harrisburg-Lancaster  area. 

“Mr.  Speaker,  your  Reference  Committee  recommends 
approval  of  Supplemental  Report  E of  the  Board  of  Trus- 
tees and  Councilors  that  the  1978  Annual  Business  Session 
be  held  in  Lancaster,  Pennsylvania. 

“Mr.  Speaker,  your  Reference  Committee  recommends 
that  the  Board  of  Trustees  study  the  advisability  of  holding 
all  Annual  Business  Sessions  after  1978  in  the  Harrisburg- 
Lancaster  area  and  report  their  recommendations  to  this 
House  at  its  next  meeting.” 

Secretary’ s Note:  Motion:  It  was  moved  and  seconded  that 
the  Board  reconsider  the  time  and  place  of  the  1976  meet- 
ing with  a view  to  moving  it  from  the  Bellevue  Stratford  to 
the  Marriott  Motor  Hotel.  Motion  carried. 

Opening  Statement,  Chairman,  Finance  Committee 

"Your  reference  committee  reviewed  the  budget  calcula- 
tions for  1974,  as  presented  by  George  A.  Rowland.  M.D., 
chairman  of  the  Finance  Committee. 

Mr.  Speaker,  we  recommend  that  the  budget  calculations 
for  1974,  as  submitted  by  the  Finance  Committee,  be 
approved.” 

Report  of  the  President  (Distributed) 

"Your  reference  committee  wishes  to  commend  Dr.  San- 
ford for  his  thought-provoking  and  challenging  address  and 
agrees  with  Dr.  Sanford's  opinion  that  ‘all  consideration  of 
discontinuing  the  journal  should  cease  and  thorough  contin- 
uous study  be  carried  out  to  constantly  keep  it  updated  in 
structure  and  content  best  suited  for  its  purpose  of  presenta- 
tion’ and  that  it  must  continue  as  a vital  part  of  our  com- 
munications.’ 

“Mr.  Speaker,  we  recommend  that  Pennsylvania  Medi- 
cine  be  continued. 
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“Discussion  presented  before  the  reference  committee  in- 
dicates that  the  Board  of  Trustees  is  studying  the  value  of  a 
leadership  development  course  for  selected  members  at 
various  levels  of  the  Pennsylvania  Medical  Society  and  that 
funds  have  been  allocated  in  the  1974  budget  for  this  pur- 
pose. 

Mr.  Speaker,  we  recommend  approval  of  this  pilot  pro- 
gram and  request  that  the  Board  of  Trustees  make  a report 
of  the  results  of  this  program  at  the  next  meeting  of  this 
House.” 


Report  of  the  President  Elect  (Distributed) 

Your  reference  committee  appreciates  the  thoughtful 
remarks  contained  in  Dr.  Wilde’s  address  and  notes  particu- 
larly the  cooperation  of  the  physicians  of  Allegheny  County 
in  the  PDUR  program. 

Mr.  Speaker,  we  recommend  that  the  Board  of  Trustees 
request  the  Department  of  Public  Welfare  to  analyze  the 
results  of  the  PDUR  program  to  date. 

Dr.  Wilde  acknowledged  the  dedication  and  support  af- 
forded to  physicians  by  the  members  of  the  Pennsylvania 
Chapter  of  the  American  Association  of  Medical  Assistants 
and  urged  that  members  of  the  Pennsylvania  Medical  Soci- 
ety encourage  their  office  assistants  to  join  this  organiza- 
tion. 

Mr.  Speaker,  the  Reference  Committee  recommends  that 
this  House  of  Delegates  reaffirm  its  support  of  the  Pennsyl- 
vania Chapter  of  the  American  Association  of  Medical  As- 
sistants and  urge  that  all  members  of  the  Pennsylvania  Med- 
ical Society  encourage  their  office  assistants  to  join  this  or- 
ganization.” 


Reference  Committee 
Medical  Service 


Ralph  J.  Stalter,  M.D.  (Allegheny),  chairman,  presented 
the  committee's  written  report. 

“Mr.  Speaker  and  members  of  the  House  of  Delegates: 
The  Reference  Committee  on  Medical  Service  has  consid- 
ered all  of  the  reports  and  resolutions  listed  in  the  above 
index.  Considerable  testimony  was  received  on  most  of  the 
items  listed.  However,  your  reference  committee  has 
grouped  the  following  items  together  in  a Waiver  of  Debate 
list.  In  each  instance,  there  was  little  or  no  testimony  heard 
and  the  committee  feels  the  item  is  of  a non-controversial 
nature:  Report  of  the  Council  on  Medical  Service  (Official 
Reports  Book , Pages  71-76)  (Approve);  Report  from  Penn- 
sylvania Blue  Shield  (Delegate’s  Packet)  (Approve);  Board 
of  Trustees  Supplemental  Report  “F”  (In  Delegate’s  Packet) 
(Approve). 

Mr.  Speaker,  we  recommend  that  the  House  take  the  ac- 
tions recommended  by  the  Committee  on  the  above-listed 
items. 


Supplemental  Report  of  the  Council  on  Medical 
Service-Blue  Shield  Plan  C ( Official  Reports  Book, 
Pages  104-105)  and  Resolution  73-21:  Blue  Shield 
Establish  a New  Fee  Schedule  Program  with 
Increased  Income  Limits  (Official  Reports  Book, 
Page  111) 

Resolution  No.  73-21 

Subject:  Blue  Shield  Establish  a New  Fee  Schedule  Pro- 
gram with  Increased  Income  Limits 
Introduced  by:  Harry  V.  Armitage,  M.D.,  delegate,  Dela- 
ware County 

Author:  Harry  V.  Armitage,  M.D. 

WHEREAS,  The  present  Blue  Shield  Plan  B has  not  been 
revised  since  1966;  and 

WHEREAS,  Extensive  revisions  in  the  fee  schedule  and 
changes  in  the  income  limits  are  desirable;  and 

WHEREAS,  Such  changes  are  tantamount  to  developing 
a new  fee  schedule  plan;  therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society 
reverse  its  previous  position  against  new  fee  schedule  pro- 
grams and  recommend  to  Blue  Shield  that  a new  fee  sched- 
ule program  with  increased  income  limits  be  developed. 

“In  addition  to  general  testimony,  your  reference  com- 
mittee also  heard  testimony  from  the  chairman  of  the 
Council  on  Medical  Service,  the  chairman  of  the  Subcom- 
mittee to  Advise  Blue  Shield,  and  Blue  Shield  represent- 
atives which  helped  to  put  the  matter  in  better  perspective 
for  consideration  by  the  reference  committee.  The  testimo- 
ny reflected  deep  concern  on  the  part  of  both  advocates  and 
opponents  of  the  proposed  Plan  C.  It  was  the  observation  of 
the  reference  committee  that  a considerable  amount  of  the 
testimony  offered  seemed  to  indicate  some  confusion  as  to 
the  intent  of  the  recommendation  of  the  Council  on  Medi- 
cal Service,  which  only  requested  approval  by  the  House  of 
Delegates  for  Pennsylvania  Blue  Shield  to  further  develop 
the  concept  of  a new  fee  schedule  plan,  which  would  then 
be  submitted  to  the  Pennsylvania  Medical  Society’s  Board 
of  Trustees  for  further  delineation  of  specific  features.  The 
council  recommendation  does  not  request  the  House  of  Del- 
egates to  approve  the  specific  provisions  of  the  proposed 
Plan  C. 

"While  the  bulk  of  the  testimony  reflected  the  general 
dissatisfaction  of  practicing  physicians  with  fixed  fee  sched- 
ules, there  were  those  who  reflected  the  need  for  organized 
medicine  to  recognize  the  more  realistic  aspects  of 
providing  health  insurance  coverage  that  will  better  meet 
the  needs  of  the  public. 

“Due  to  the  divergence  of  the  testimony,  the  reference 
committee  felt  that  rather  than  grant  unqualified  approval 
for  the  development  of  a new  fee  plan  at  this  time,  it  would 
be  appropriate  for  Blue  Shield  to  give  this  matter  further 
consideration  so  that  more  specific  details  of  the  new  fixed 
fee  plan  could  be  presented,  as  well  as  alternative  proposals 
such  as  a modified  Prevailing  Fee  Program.  Such  an  alter- 
native would  allow  Blue  Shield  to  present  a more  competi- 
tive range  of  coverage  for  their  subscribers,  while  at  the 
same  time,  being  consistent  with  the  present  position  of  the 
Pennsylvania  Medical  Society  regarding  fixed  fee  schedules 
in  general. 

“Since  the  recommendation  contained  in  the  Supplc- 
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mental  Report  of  the  Council  on  Medical  Service  and  Reso- 
lution 73-21  address  the  same  issue,  your  reference  com- 
mittee has  consolidated  these  two  matters  into  the  following 
substitute  recommendation: 


Mr.  Speaker,  your  Reference  Committee  recommends 
that  the  House  of  Delegates  request  Pennsylvania  Blue 
Shield  to  continue  to  develop  the  concept  of  a new  fixed  fee 
schedule  program,  as  embodied  in  Plan  C,  with  the  specific 
provision  that  any  such  plan  developed  would  be  reported 
back  to  the  Board  of  Trustees  for  their  consideration  and  ul- 
timately to  the  House  of  Delegates  for  final  review.  Your 
Reference  Committee  further  recommends  that  in  the  in- 
terim Blue  Shield  determine  the  feasibility  of  periodically 
updating  fees,  income  limits,  service  benefits,  and  premiums 
and  document  the  acceptability  of  such  provisions  and 
procedures  by  communication  with  the  appropriate  regula- 
tory agencies.” 

Secretary's  Note:  Rather  than  accept  the  recommendation 
of  the  Reference  Committee  Report  at  this  point,  the  House 
chose  to  adopt  the  supplemental  report  of  the  Council  on 
Medical  Service  found  on  page  104  of  the  Official  Reports 
Book.  This  recommendation  was  amended  to  read  as 
follows: 

"The  Council  on  Medical  Service  recommends  that  the 
Pennsylvania  Medical  Society  House  of  Delegates 
approve  the  concept  of  the  Pennsylvania  Blue  Shield 
proposed  Plan  C fee  schedule  plan  and  direct  the  Board 
of  Trustees,  in  consultation  with  the  Interspecialty  Com- 
mittee, to  determine  the  appropriate  income  levels  and 
fee  schedule  allowances,  and  subsequently  to  have  these 
proposals  ratified  by  a mail  vote  of  the  House  of  Dele- 
gates. It  is  understood  that  the  new  proposal  is  to  include 
a mechanism  that  would  allow  for  annual  adjustments  in 
the  premium,  the  fees  paid,  and  the  income  limits  for 
service  benefits  tied  to  the  cost  of  living.  Further,  it  is 
recommended  that  such  updates  be  automatic  and 
implemented  on  a timely  basis.” 

Motion:  It  was  moved  and  seconded  that  the  intent  of  the 
House  in  approving  Plan  C.  was  to  include  the  agreement  to 
phase  out  Plans  A and  B.  Motion  carried. 

“Your  Reference  Committee  also  recommends  that  Blue 
Shield  give  serious  consideration  to  the  development  of  al- 
ternative plans,  including  modification  of  the  Prevailing 
Fee  concept  by  the  addition  of  co-payment  features  which 
would  offer  the  flexibility  to  Blue  Shield  subscribers  while 
still  answering  the  philosophical  objections  which  many 
physicians  have  to  a fixed  fee  schedule  plan.” 

Resolution  No.  73-14 

Subject:  Blue  Shield  to  Establish  Single  Level  II  Payments 
for  the  State  as  a Whole  ( Official  Reports  Book, 
Page  1 10) 

Introduced  by:  F.  Peter  Kohler,  M.D.,  secretary,  in  behalf 
of  the  Delaware  County  Medical  Society 
Author:  Harry  V.  Armitage,  M.D. 

WHEREAS,  Payment  for  physicians'  services  based  on 
the  usual  and  customary  fee  concept  has  resulted  in  inequi- 
table payments  for  identical  services;  and 


WHEREAS,  Use  of  the  geographic  location  of  the  pro- 
vider to  determine  payment  ceilings  is  a factor  in  this  ineq- 
uity; and 

WHEREAS,  Higher  payments  to  providers  in  certain 
areas  necessitate  unrealistic  subscription  rates  which  cause 
marketing  difficulties;  and 

WHEREAS,  There  is  a need  to  replace  the  present  Plan 
B with  a new  fee  schedule  plan;  and 

WHEREAS,  In  such  a schedule,  payments  for  services  in 
some  geographic  areas  may  prove  to  be  higher  than  those  of 
the  Prevailing  Fee  Plan;  therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society 
request  Pennsylvania  Blue  Shield  to  discontinue  division  of 
the  state  into  regions  when  establishing  level  II  or  ceiling 
payments  in  the  Prevailing  Fee  Program  and  to  establish 
single  level  II  payments  for  the  state  as  a whole. 

'Your  Reference  Committee  heard  substantial  testimony 
with  respect  to  the  inequities  inherent  in  Blue  Shield's  use 
ot  Level  II  geographic  areas.  However,  it  would  seem  to  be 
premature  to  approve  this  Resolution  at  this  time  and  we, 
therefore,  recommend  that  Blue  Shield  be  requested  to  un- 
dertake a study  to  document  the  effect  of  abolishing  the 
present  practice  of  using  geographic  areas  in  determining 
Level  II  payments  to  physicians  and  request  that  Blue 
Shield  report  back  to  the  House  of  Delegates  at  its  next  Ses- 
sion with  interim  progress  reports  to  the  PMS  Council  on 
Medical  Service  as  warranted. 

“Mr.  Speaker,  your  Reference  Committee  recommends 
that  Resolution  73-14  be  filed.” 

Secretary’s  Note:  In  approving  the  proposed  Plan  C from 
Blue  Shield  it  was  noted  that  the  House  of  Delegates  has 
compromised  a principle  ( opposition  to  fixed  fee  schedule 
programs)  to  serve  the  people  of  Pennsylvania  in  their  in- 
surance dilemma. 

Resolution  No.  73-20 

Subject:  Primary  Care  Program  and  Payment  by  Diagnosis 
Program  (Official  Reports  Book,  Page  111) 
Introduced  by:  F.  Peter  Kohler,  M.D.,  secretary,  in  behalf 
of  the  Delaware  County  Medical  Society 
Author:  F.  Peter  Kohler,  M.D. 

WHEREAS,  It  is  important  that  all  physicians  of  the 
state  of  Pennsylvania  be  informed  about  the  activities  of 
Blue  Shield;  and 

WHEREAS,  The  Pennsylvania  Medical  Society,  as  the 
organization  representing  the  physicians  of  the  state,  should 
at  all  times  be  aware  of  the  desires  and  opinions  of  its  con- 
stituents and  convey  said  desires  and  opinions  to  the  proper 
Blue  Shield  management  level;  therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society 
through  its  component  County  Medical  Societies  distribute 
full  information  about  the  Blue  Shield  activities  regarding 
the  Primary  Care  Program  and  the  Payment  by  Diagnosis 
Program  and,  thereafter,  poll  the  entire  membership  of  the 
Pennsylvania  Medical  Society  regarding  their  interest  and 
willingness  to  participate  in  such  programs  no  later  than 
February  1974. 

“The  testimony  of  the  members  present  reflected  consid- 
erable anxiety  on  the  part  of  physicians  in  certain  areas  of 
the  state  who  had  suddenly  become  aware,  without  prior 
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notification  from  Blue  Shield,  of  the  existence  of  experi- 
mental projects  in  their  area.  Their  concern  centered 
around  the  fact  that  such  projects  seem  to  threaten  the  ex- 
isting practice  of  medicine  in  their  area  thus  leading  to  a 
breakdown  in  rapport  between  the  physicians  and  Pennsyl- 
vania Blue  Shield. 

“The  concern  of  these  physicians  seemed  to  be  countered 
by  reassurance  by  Blue  Shield  representatives  that  in  the  fu- 
ture they  will  be  apprised  of  any  new  proposals  by  Blue 
Shield  through  existing  channels  of  communication. 

"The  reference  committee  was  concerned  that  the  polling 
of  all  PMS  members,  as  suggested  by  this  Resolve,  would 
not  generate  sufficient  worthwhile  information  to  justify  the 
cost  of  the  undertaking. 

“Mr.  Speaker,  your  Reference  Committee  recommends 
that  Resolution  73-20  be  modified  as  follows: 

RESOLVED,  That  the  Pennsylvania  Medical  Society 
through  its  component  county  medical  societies  dis- 
tribute full  information  about  present  Blue  Shield  ac- 
tivities such  as  the  Primary  Care  Program  and  the 
Payment  by  Diagnosis  Program;  and  all  similar  pro- 
grams in  the  future. 

“Mr.  Speaker,  your  Reference  Committee  recommends 
rejection  of  Resolution  73-20  and  adoption  of  the  modified 
resolve  as  stated  above.” 

Resolution  No.  73-6 

Subject:  Structure  of  the  Hospital  Utilization  Committees 
and  Professional  Review  Organizations  ( Official 
Reports  Book,  Page  107) 

Introduced  by:  Sidney  O.  Krasnoff,  M.D.,  in  behalf  of  the 
Philadelphia  County  Medical  Society 
WHEREAS,  It  is  difficult  to  evaluate  medical  care  on  the 
basis  of  cost,  and  since  it  is  confusing  both  to  administra- 
tion and  to  the  attending  physician;  and 

WHEREAS,  The  objective  in  the  medical  profession 
should  be  to  deliver  the  best  quality  of  medical  care  irre- 
spective of  cost;  and 

WHEREAS,  The  highest  quality  of  medical  care  should 
be  identified  as  such  in  each  institution  as  well  as  the  degree 
to  which  this  can  be  obtained  with  the  existing  economic 
constraints;  and 

WHEREAS,  The  cost  factors  should  be  identified  as  to 
the  degree  within  which  optimum  medical  care  is  being  cov- 
ered by  the  consumer  and  the  carrier;  therefore  be  it 

RESOLVED,  That  various  reviewing  authorities, 
including  professional  standards  review  organizations, 
(PSRO)  and  Hospital  Utilization  committees,  shall  consider 
independently  the  cost  factors  and  the  medical  care  along 
with  the  associated  educational  programs  by  separate  com- 
mittees serving  within  the  committee  organizational  struc- 
ture; and  be  it  further 

RESOLVED,  That  divergent  conclusions  among  the 
various  subcommittees  subsequently  be  determined  by  a 
reference  committee  (which  could  be  an  executive  com- 
mittee with  representation  from  the  basic  subcommittees); 
and  be  it  further 

RESOLVED,  That  the  maximum  quality  of  medical  care 
shall  be  delivered  within  the  fiscal  restraints  that  are  clearly 
identified;  and  be  it  further 

RESOLVED,  That  the  educational  programs  shall  be 


oriented  towards  improving  medical  care  of  professional 
personnel  through  the  findings  of  each  Patient  Care  Evalua- 
tion Committee. 

"Your  reference  committee  believes  that  the  intent  of  this 
resolution  is  among  those  responsibilities  that  the  House  of 
Delegates  assigned  to  the  Pennsylvania  Medical  Care  Foun- 
dation at  its  Special  Session  (June  9-10,  1973)  and  it  is  our 
understanding  that  in  the  implementation  thereof  both  the 
cost  and  quality  of  care  will  be  monitored  in  a manner 
which  will  be  consistent  with  the  intent  of  the  resolution. 

“Mr.  Speaker,  your  Reference  Committee  recommends 
that  Resolution  73-6  be  filed.” 

Resolution  No.  73-25 

Subject:  Cost  of  Hospital  Care  (Official  Reports  Book, 
Page  1 1 2) 

Introduced  by:  Joseph  V.  Caliguiri,  M.D.,  in  behalf  of  the 
Allegheny  County  Medical  Society 
Author:  Harvey  Austin,  M.D. 

WHEREAS,  The  cost  of  hospitalization  has  rapidly 
increased;  and 

WHEREAS,  Although  physicians  have  little  responsi- 
bility for  these  cost  increases,  they  share  their  patient's  con- 
cern about  them;  and 

WHEREAS,  Physicians  must  weigh  many  factors  when 
deciding  whether  hospitalization  would  best  serve  the  pa- 
tient; and 

WHEREAS,  Few  physicians  presently  are  aware  of  the 
cost  of  their  patient's  hospitalization;  therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society 
request  that  all  hospitals  make  each  member  of  its  medical 
staff  aware  of  the  cost  of  his  patient's  hospitalization;  and 
be  it  further 

RESOLVED,  That  this  may  be  most  simply  ac- 
complished by  placing  a copy  of  the  patient's  hospital  bill  in 
the  physician's  mail  box. 

“Your  reference  committee  received  testimony  that 
seemed  to  attest  to  the  fact  that  it  could  be  beneficial  for 
physicians  to  be  reminded  of  the  various  costs  associated 
with  hospitalization  of  their  patients;  and  that  such  a plan 
could  be  implemented  with  all  hospitals  without  significant 
additional  internal  costs. 

“Mr.  Speaker,  your  Reference  Committee  recommends 
approval  of  Resolution  73-25.” 

Resolution  No.  73-12 

Subject:  Medicare  Payment  to  Physicians  ( Official  Reports 
Book,  Page  109) 

Introduced  by:  Sidney  O.  Krasnoff,  M.D.,  in  behalf  of  the 
Philadelphia  County  Medical  Society 
Author:  Milton  M.  Perloff,  M.D. 

WHEREAS,  Payments  to  physicians  for  services  ren- 
dered to  Medicare  patients  have  been  repeatedly  and 
progressively  reduced  by  lowering  the  percentile  of  the 
usual  and  customary  fee  paid,  down  to  the  75th  percentile; 
and 

WHEREAS,  The  most  recent  letter  from  Pennsylvania 
Blue  Shield  indicated  that  “for  Medicare,  the  Social  Securi- 
ty Administration  has  determined  the  new  Medicare 
charges  will  be  based  upon  55  percent  of  the  difference  be- 
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tween  1970  and  1972  charges.  The  Medicare  Part  B profiles 
implemented  by  Blue  Shield  on  August  13.  1973.  therefore, 
have  been  calculated  using  the  55  percent  increase 
allowed;"  and 

WHEREAS.  Actions  of  this  type  are  steadily  eroding  the 
fees  paid  for  services  rendered  to  Medicare  patients; 
therefore  be  it 

RESOLVED,  That  the  Philadelphia  County  Medical  So- 
ciety urge  the  Pennsylvania  Medical  Society  to  take  all  nec- 
essary steps  to  investigate  and  to  help  reverse  this  obviously 
steady  erosion  of  fees  paid  for  services  rendered  to 
Medicare  patients. 

“Hearing  no  testimony  in  opposition  to  this  resolution, 
the  committee  concurred  with  its  intent  and  recommended 
that  the  appropriate  body  of  the  Society  be  directed  to  in- 
vestigate the  problem  via  whatever  means  are  deemed  to  be 
most  effective. 

“Mr.  Speaker,  your  Reference  Committee  recommends 
) approval  of  Resolution  73-12.” 

Resolution  No.  73-27 

Subject:  Hospitals  Contracts  ( Official  Reports  Book,  Page 
112) 

Introduced  by:  Theodore  A.  Tristan.  M.D..  in  behalf  of  the 
Pennsylvania  Radiological  Society 
Author:  John  H.  Feist,  M.D. 

WHEREAS,  Certain  provisions  of  agreements  between 
: third  party  carriers  (insurance  companies,  governmental 
agencies,  etc.)  and  hospitals  may  directly  affect  practicing 
physicians  personally  or  professionally;  therefore  be  it 
RESOLVED.  That  no  such  provisions  may  be  adopted 
by  hospitals  without  explicit  informed  consent  of  such 
physicians;  and 

RESOLVED,  That  if  such  provisions  are  adopted 
I without  ratification  by  the  physician  whom  they  concern 
these  provisions  are  neither  contractural  nor  binding  upon 
these  physicians,  and 

RESOLVED,  That  any  such  provisions  which  may  have 
j the  effect  of  compelling  disclosure  of  physicians  incomes  or 
I otherwise  invade  their  privacy,  should  apply  equally  to  all 
physicians  or  to  none. 

“Your  reference  committee  received  testimony  regarding 
problems  that  relate  primarily  to  physicians  under  hospital 
contracts.  The  committee  felt  that  the  last  resolve  of  Reso- 
lution 73-27  was  unduly  negative  and  believes  that  it  would 
be  appropriate  to  offer  the  following  substitute  Resolution: 
RESOLVED,  That  no  such  provisions  may  be  adopted 
by  hospitals  without  explicit  informed  consent  of  such 
physicians;  and 

RESOLVED,  That  if  such  provisions  are  adopted 
without  ratification  by  the  physician  whom  they  con- 
cern these  provisions  are  neither  contractual  nor  bind- 
ing upon  these  physicians. 

“Mr.  Speaker,  your  Reference  Committee  recommends 
rejection  of  Resolution  73-27  and  adoption  of  the  substitute 
resolution.” 

Resolution  No.  73-28 

| Subject:  Participation  of  Physicians  in  a Program  of  Pread- 
mission Certification  (Official  Reports  Book,  Page 
112) 


Introduced  by:  James  F.  O’Neill,  M.D.,  Philadelphia 
County 

Author:  James  F.  O’Neill,  M.D. 

WHEREAS,  Much  pressure  is  being  brought  to  force  a 
program  of  preadmission  certification  on  Pennsylvania  pa- 
tients and  physicians;  and 

WHEREAS,  Pennsylvania  physicians  will  doubtless  be 
expected  to  decide  on  the  hospital  admissions  of  patients 
whom  they  have  not  personally  seen  and  examined;  and 
WHEREAS.  The  legal,  ethical,  and  moral  dangers  of 
such  a program  are  obvious;  and 

WHEREAS,  For  physicians  to  participate  in  such  a pro- 
gram would  be  to  abandon  one  of  the  sound  basic  principles 
that  the  profession  has  followed  for  a thousand  years;  and 
WHEREAS,  Any  profession  which  abandons  its  basic 
principles  of  good  practice  will  destroy  itself;  therefore  be  it 
RESOLVED,  That  any  physician  may  rightly  refuse  to 
participate  in  any  preadmission  certification  for  a third 
party  if  in  his  judgment  it  would  be  unethical  and/or  moral- 
ly wrong  to  express  a medical  opinion  regarding  the  need 
for  hospitalization  of  a given  patient  without  having  per- 
sonally seen  and  examined  the  patient. 

“After  considerable  deliberation  and  after  benefit  of  ad- 
ditional input  by  members  of  the  House  with  special  aware- 
ness of  the  intent  of  the  resolution  at  a special  executive  ses- 
sion of  the  committee,  following  the  open  hearing,  your  ref- 
erence committee  considered  this  resolution  to  be  too 
sweeping  and  restrictive  in  its  purview  to  the  extent  that  it 
would  sorely  impede  the  work  of  the  Hospital  Utilization 
Review  Committees  from  a practical  standpoint. 

“Mr.  Speaker,  your  Reference  Committee  recommends 
rejection  of  Resolution  73-28.” 

Secretary's  Note:  The  House  of  Delegates  disagreed  with 
the  Reference  Committee  and  filed  Resolution  73-28. 

Resolution  No.  73-30 

Subject:  Education  and  Involvement  of  Physicians  and 
Non-Physicians  in  Professional  Standards  Review 
Organizations  (PSROs)  (Delegate's  Packet) 
Introduced  by:  PMS  Board  of  Trustees 
Authored  by:  PMS  Interspecialty  Committee 

WHEREAS.  The  Interspecialty  Committee  is  of  the 
opinion  that  the  physicians  of  Pennsylvania  as  well  as  the 
general  public  should  be  educated  and  informed  concerning 
the  intent  and  possible  restraint  on  the  provision  of  medical 
service  of  Public  Law  92-603;  and 

WHEREAS,  Such  education  can  best  be  accomplished 
through  continued  participation  in  planning  and  implemen- 
tation of  Public  Law  92-603;  and 

WHEREAS,  The  local  designated  Professional  Standards 
Review  Organization  (PSRO)  components  will  require  the 
assistance  and  cooperation  of  representatives  of  the  commu- 
nity; therefore,  be  it 

RESOLVED.  That  the  Pennsylvania  Medical  Society  ac- 
tively pursue  a program  of  education  of  not  only  the 
physicians  of  the  Commonwealth  of  Pennsylvania  but 
responsible  representatives  of  the  non-physician  population, 
and  be  it  further 

RESOLVED,  That  the  local  designated  Professional 
Standards  Review  Organization  component  actively  seek 
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the  involvement  and  support  of  responsible  representatives 
of  the  non-physician  community  as  well  as  the  physician 
population. 

“The  committee  recognizes  the  resolve  portion  of  this 
resolution  is  consistent  with  the  intent  of  the  Pennsylvania 
Medical  Care  Foundation  and  agrees  that  an  effort  should 
be  made  to  make  non-physicians  more  knowledgeable 
regarding  the  philosophy  and  day  to  day  workings  ot  PSRO. 

“Mr.  Speaker,  your  Reference  Committee  considers  that 
the  intent  of  this  Resolution  is  currently  being  addressed  by 
the  Pennsylvania  Medical  Care  Foundation  and  recom- 
mends that  Resolution  73-30  be  Filed." 

Resolution  No.  73-35 

Subject:  Confidentiality  of  Patients'  Records  (Delegate’s 
Packet) 

Introduced  by:  Patrick  J.  McDonough,  M.D.,  delegate, 
Allegheny  County 

Author:  Patrick  J.  McDonough,  M.D. 

WHEREAS,  Insurance  carriers,  government  agencies 
and  other  third  parties  have  greatly  increased  requests  for 
information  from  the  medical  records  of  patients,  some 
even  demanding  the  entire  record;  and 

WHEREAS,  These  requests  often  infringe  on  the  pa- 
tients' right  to  privacy;  and 

WHEREAS,  Very  often  much  of  the  information 
requested  is  not  needed  for  determining  payments  for  medi- 
cal services  and  this  is  usually  the  justification  used  for 
these  requests;  and 

WHEREAS.  The  JCAH  has  stated  that  "Certain  portions 
of  the  medical  record  are  so  confidential  that  extraordinary 
means  may  be  taken  to  preserve  their  privacy  (such  as  in  the 
treatment  of  mental  disorders);  and 

WHEREAS,  A databank  exists  into  which  personal  med- 
ical information  is  being  fed  so  that  the  insurance  carriers 
and  government  agencies  have  delicate  information  which 
history  demonstrates  these  groups  are  ill-equipped  to  handle 
responsibly;  therefore  be  it 

RESOLVED,  That  all  inquiries  for  medical  information 
will  be  accompanied  by  a properly  executed  and  current  au- 
thorization for  release  of  information  signed  by  the  patient 
or  his  proper  representative.  Upon  receipt  of  an  inquiry,  the 
Medical  Record  Department  will  submit  information  in  the 
face  sheet  of  the  chart,  which  includes  identification  data, 
the  admitting  and  final  diagnosis,  and  the  name  of  the 
operations  performed,  including  the  verified  pathological 
diagnosis,  if  any.  If  an  insurance  company  requires  addi- 
tional information,  the  insurance  representative  will  be 
referred  to  the  attending  physician.  Requests  for  the  "entire 
medical  record"  or  "photostatic  copies  of  the  history,  physi- 
cal, and  progress  notes"  are  considered  unethical  and  unac- 
ceptable; and  be  it  further 

RESOLVED,  That  it  is  recognized  that  an  insurer  may 
request  under  the  “contestability  clause”  specified  by  the 
law  in  most  states,  specific  antecedent  information  during 
the  period  of  contestability.  This  request  to  the  physician 
shall  identify  the  specific  information  requested  from  the 
history  of  the  present  illness.  On  requests  for  past  history,  a 
list  of  such  antecedent  information  as  may  be  related  and 


pertinent  to  the  insurance  policy  in  question  will  be 
provided  by  the  insurer.  The  physician  may  then  review  the 
medical  record(s)  and  can  then  provide  the  pertinent  infor- 
mation. Operative  report  and  pathology  tissue  report  copies 
should  not  be  necessary  since  the  surgery  is  clearly  listed  in 
the  front  sheet  and  is  self-explanatory  as  to  the  procedure 
involved  and  the  verified  pathological  diagnosis,  if  any. 
Reports  of  X-rays,  EKG,  or  other  laboratory  aids  used  by 
the  physician  in  establishing  the  clinical  diagnosis  should 
not  be  necessary;  and  be  it  further 

RESOLVED , That  for  the  purposes  of  financial  audits  1 
and  government  provider  audit  programs,  “the  provider 
need  only  show  the  auditor  that  part  of  the  records  relating 
to  the  physician’s  authorization  for  services  and  not  the 
notes  made  by  nurses  and  physicians  or  diagnostic  data 
which  are  confidential  information";  and  be  it  further 

RESOLVED,  That  the  physician  may  honor  requests  for 
unusual  information  of  a technical  nature  which  the  patient 
himself  may  not  be  able  to  provide  and  not  covered  in  2 
above;  and  be  it  further 

RESOLVED,  That  certifications  and  recertifications  are 
to  be  filed  separately  from  the  body  of  the  medical  record 
and  shall  be  made  available  to  the  carrier  or  government 
agency.  These  should  not  be  entered  on  the  progress  notes; 
and  be  it  further 

RESOLVED,  That  implementation  of  this  Resolution 
shall  be  the  responsibility  of  the  Medical  Records  Com- 
mittee of  the  medical  staff. 

"The  reference  committee  heard  conflicting  testimony  on 
this  resolution  reflecting  the  intensity  of  physicians'  feelings 
about  this  subject.  In  general,  the  expressed  opinions 
seemed  to  indicate  support  of  the  intent  of  the  resolution  al- 
though there  were  those  who  felt  that  the  format  of  the  res- 
olution was  rather  unwieldy. 

"It  was  the  consensus  of  your  reference  committee  that 
the  substantive  portion  of  this  resolution  transcends  local 
geographic  boundaries  and  might  more  properly  be  referred 
through  the  appropriate  administrative  channels  to  the 
American  Medical  Association. 

“Mr.  Speaker,  your  Reference  Committee  recommends 
that  Resolution  73-35  be  referred  to  the  Pennsylvania  Dele- 
gation to  the  American  Medical  Association  with  instruc- 
tions to  develop  and  introduce  a resolution  at  the  next  meet- 
ing of  the  American  Medical  Association  House  of  Dele- 
gates which  will  reflect  the  intent  of  Resolution  73-35.” 

Board  of  Trustees  Supplemental  Report  “A”,  Items  4,  5, 
and  6 ( Official  Reports  Book,  Page  87)  and  Board  of 
Trustees  Supplemental  Report  “F”,  Items  7 and  13 
(Delegate’s  Packet)  and  Resolution  73-36:  PDUR 
(Delegate's  Packet). 

Resolution  No.  73-36 

Subject:  PDUR 

Introduced  by:  H.  Fellerman,  M.D.,  in  behalf  of  the 
Luzerne  County  Medical  Society 
Author:  Board  of  Directors,  Luzerne  County  Medical  Soci- 
ety 

WHEREAS,  The  Board  of  Trustees  and  Councilors  of 
the  Pennsylvania  Medical  Society  have  reviewed  the  efforts 
of  the  Society  and  other  organizations  to  develop  an  effec- 
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tive  and  appropriate  utilization  review  system  for  the  Medi- 
cal Assistance  Program;  and 

WHEREAS,  Pennsylvania  Department  of  Public  Welfare 
Utilization  Review  procedures  do  not  seem  to  be  consistent 
with  federal  requirements;  therefore,  be  it 

RESOLVED , That  the  House  of  Delegates  of  the  Penn- 
sylvania Medical  Society  support  the  following  actions 
approved  by  the  Board  of  Trustees: 

1.  Direct  legal  counsel  to  determine  if  there  is  a legal 
basis  for  PMS  to  initiate  litigation  against  DPW  for  non- 
compliance  with  federal  law  and  regulations. 

2.  Request  the  Secretary  of  HEW  to  conduct  an  onsite 
validation  of  the  DPW  utilization  review  system  to  deter- 
mine if  the  present  review  process  is  operating  effectively 
according  to  federal  requirements. 

3.  Determine  that  the  Society  can  no  longer  recommend 
participation  in  the  DPW  PDUR  Program  which  was  ini- 
tiated in  February  1973  in  Allegheny  County  hospitals, 
despite  the  actions  approved  by  the  Board  of  Trustees  at  its 
January  10,  1973  meeting. 

Secretary’s  Note:  The  House  approved  Resolution  73-36. 

“The  testimony  indicated  genuine  concern  about  the  lack 
of  good  faith  demonstrated  by  the  Welfare  Department  in 
its  relationship  with  the  Pennsylvania  Medical  Society 
through  the  years.  In  view  of  this  indifferent  performance 
by  the  representatives  of  DPW,  your  reference  committee 
feels  that  it  is  appropriate  to  commend  the  Pennsylvania 
Medical  Care  Foundation  and  the  Council  on  Medical 
Service  for  their  diligence  and  perserverance  in  continuing 
to  seek  ways  of  working  with  the  Department  of  Public 
Welfare  in  the  interest  of  improving  the  quality  of  care  to 
all  citizens  of  the  Commonwealth. 

"A  representative  of  the  Department  of  Public  Welfare 
has  raised  the  question  of  whether  or  not  the  president  of 
the  Pennsylvania  Medical  Care  Foundation  has  the  authori- 
ty to  speak  for  the  Pennsylvania  Medical  Society,  the  Penn- 
sylvania Medical  Care  Foundation,  the  Allegheny  County 
Medical  Society,  and  the  Allegheny  PSRO.  The  discussion 
which  then  ensued  indicated  that  if  organized  medicine  is  to 
have  any  hope  of  success  in  dealings  with  the  Department 
of  Public  Welfare  and  other  health  agencies,  the  House  of 
Delegates  must  clearly  indicate  the  appropriate  single  body 
of  organized  medicine  which  has  the  Society's  support  in 
dealing  with  such  agencies.” 

Mr.  Speaker,  your  Reference  Committee  recommends 
that  in  keeping  with  the  action  of  the  Special  Session  of  the 
House  of  Delegates,  representatives  of  the  Pennsylvania 
Medical  Care  Foundation  be  authorized  to  represent  Penn- 
sylvania physicians  in  dealings  with  DPW  on  matters 
related  to  Utilization  Review  and  quality  appraisal  systems 
with  the  understanding  that  the  Foundation  will  report  its 
activities  to  the  PMS  Board  of  Trustees  and  may  not 
commit  any  component  units  of  the  Society  or  the  Founda- 
tion without  the  expressed  consent  of  such  units. 

Board  of  Trustees  Supplemental  Report  “F”,  Item  12 

(Delegate’s  Packet) 

The  committee  wishes  to  commend  the  Council  on  Medi- 
cal Service  for  its  efforts  to  develop  a more  meaningful  pro- 


gram of  screening  children  in  the  Department  of  Public 
Welfare  Medical  Assistance  Program.  The  committee 
would  encourage  the  council  to  continue  to  work  in  con- 
junction with  the  Pennsylvania  Chapter  of  the  American 
Academy  of  Pediatrics  in  that  regard. 

Mr.  Speaker,  your  Reference  Committee  recommends 
approval  of  Item  12  of  the  Board  of  Trustees  Supplemental 
Report  “F”. 

The  Reference  Committee  on  Medical  Service  wishes  to 
express  its  approval  of  the  new  reporting  procedure  of  the 
“Waiver  of  Debate  list.” 

Secretary's  Note:  Following  the  adoption  of  the  report  of 
the  Reference  Committee  on  Medical  Service,  the  House  of 
Delegates  recessed  and  Dr.  Matthew  Marshall,  Jr.,  president 
of  the  Medical  Care  Foundation,  convened  the  Meeting  of 
the  Administrative  Members  of  the  Pennsylvania  Medical 
Care  Foundation  to  consider  the  reference  committee 
report  on  the  Foundation.  This  material  is  contained  in  the 
Proceedings  of  the  Foundation  Meeting  on  page  94.  Fol- 
lowing the  adjournment  of  the  Meeting  of  the  Administra- 
tive Members  of  the  Foundation,  Dr.  Rial  reconvened  the 
Pennsylvania  Medical  Society  House  of  Delegates  which 
then  ratified  the  actions  taken  by  the  Administrative 
Members  of  the  Pennsylvania  Medical  Care  Foundation. 

Delegate  Questionnaire 

The  Chair  pointed  out  that  a one-sheet  questionnaire  was 
distributed  in  the  House  to  again  get  the  reaction  of  dele- 
gates to  the  various  changes  made  in  the  format  of  the  an- 
nual meeting.  It  was  requested  that  delegates  complete  the 
questionnaire  and  place  them  in  a box  at  the  rear  of  the 
room  upon  leaving. 

It  was  also  noted  that  a box  would  be  provided  to  again 
recycle  badges. 

Annual  Assessment 

George  A.  Rowland.  M.D.,  chairman  of  the  Finance 
Committee  of  the  Board  of  Trustees  and  Councilors 
presented  the  following  report,  which  was  adopted  by  the 
House,  thereby  establishing  the  annual  assessment  for  full 
dues-paying  members  for  1974  at  $100. 

“Mr.  Speaker,  members  of  the  House  of  Delegates,  the  Fi- 
nance Committee  recommends  that  the  1974  annual  assess- 
ment for  active  members  of  the  Pennsylvania  Medical  Soci- 
ety be  $100. 

This  House  of  Delegates  has  authorized  the  creation  of  a 
physician  cooperative.  We  are  already  in  a projected  deficit 
budget  for  1974  estimated  at  some  $131,000.  The  coopera- 
tive will  require  at  least  $25,000  start-up  money.  We  have 
yet  to  assess  fully  the  fiscal  impact  of  the  other  actions  of 
the  House  of  Delegates.  Nevertheless,  the  Finance  Com- 
mittee is  reluctant  to  recommend  a dues  increase,  even  in 
the  face  of  this  large  projected  deficit.  We  plan  to  weather  it 
through  as  best  we  can  in  1974.  But.  I believe  next  year  a 
dues  increase  will  very  likely  be  necessary. 

Contingent  upon  the  approval  by  the  House  of  the  1974 
assessment,  the  Finance  Committee  plans  to  introduce  a 
resolution  before  the  Board  of  Trustees  which  will  recom- 
mend that  8 percent  of  the  annual  assessment  be  allocated 
to  the  Educational  Fund  of  the  Educational  and  Scientific 
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Trust  of  the  Pennsylvania  Medical  Society,  which,  in  the 
case  of  full  dues  paying  members,  will  amount  to  $8.00. 

"The  Finance  Committee  also  plans  to  recommend  to  the 
Board  of  Trustees  that  of  the  annual  assessment  paid  by 
each  active  dues  paying  member,  1 percent,  or  in  the  case  of 
full  dues  paying  members  $1.00,  be  allocated  to  the  Medical 
Benevolence  Fund. 

This  means  that  rather  than  $100,  a total  of  $91  of  the 
annual  assessment  of  each  full  dues  paying  member  will  be 
available  to  the  General  Fund  for  operating  expenses  of  the 
Society.” 

New  Business 

A question  was  raised  as  to  whether  Dr.  William  C. 
Ryan,  the  Board  Representative  to  the  Pennsylvania  Medi- 
cal Care  Foundation  Board,  would  be  able  to  vote  under  the 


new  policy  statement  of  the  Foundation.  This  matter  was 
referred  to  Legal  Counsel. 

Motion:  It  was  moved  and  seconded  that  the  Speaker  and 
Vice  Speaker  be  commended  for  their  fair  and  expeditious 
handling  of  the  sessions  of  the  House;  that  the  staff  of  the 
Society  and  the  hotel  be  commended  for  their  efficiency  in 
expediting  the  meeting;  and  that  the  host  counties  (Mont- 
gomery and  Philadelphia)  be  thanked  for  their  hospitality. 
Motion  carried. 

The  House  of  Delegates  was  adjourned  at  1 :34  p.m. 

Respectfully  submitted, 

William  Y.  Rial,  M.D.,  Speaker 
John  B.  Lovette,  M.D.,  Vice  Speaker 
Raymond  C.  Grandon,  M.D.,  Secretary 
Robert  L.  Lamb,  Assistant  Secretary 


Proceedings  of  the  Meeting  of  the 
Administrative  Members  of  the 
Pennsylvania  Medical  Care  Foundation 


Matthew  Marshall,  Jr.,  M.D.,  president,  called  the  annual 
meeting  of  the  Foundation  to  order  at  1 2:49  p.m.,  Saturday, 
October  20.  1973,  in  the  Brandywine  Ballroom  of  the  Mar- 
riott Motor  Hotel,  Philadelphia.  With  the  approval  of  the 
administrative  members  of  the  Foundation,  Dr.  Marshall 
requested  that  Dr.  Rial  be  named  Acting  Speaker  of  the 
Foundation  and  expedite  the  business  before  the  members. 

Report  of  the  Reference  Committee 
of  the  Foundation 

Ralph  J.  Stalter,  M.D.,  chairman,  presented  the  report  of 
the  committee. 

“Mr.  Speaker,  the  Reference  Committee  of  the  Founda- 
tion has  considered  all  of  the  reports,  resolutions,  recom- 
mendations and  actions  listed  in  the  index. 

1973  Annual  Report,  Board  of  Directors,  Pennsylvania 
Medical  Care  Foundation  (Official  Reports  Book, 
Pages  115-118,  excluding  recommendation  on 
Bylaws)  and  Appendices  A,  B,  and  C ( Official 
Reports  Book,  Pages  119-120) 

"Testimony  on  this  portion  of  the  Foundation’s  Annual 
Report  centered  on  projected  Foundation  activities  and 
available  sources  of  funding.  The  president  of  the  Founda- 
tion reported  that  federal  funding  is  anticipated  for  certain 
specific  projects  related  to  the  design  and  testing  of  profes- 
sionally developed  utilization  review  and  quality  appraisal 
systems.  However,  it  was  pointed  out  that  the  expected  fed- 
eral funds  will  not  totally  support  the  anticipated  expenses 
of  the  Foundation  in  the  immediate  future.  This  is  due 
primarily  to  the  fact  that  the  House  of  Delegates,  at  its 
June,  1973  Special  Session,  assigned  certain  responsibilities 
to  the  Foundation  which  are  not  directly  related  to  antici- 
pated federally  funded  projects  and,  therefore,  will  not  be 
supported  by  federal  funds.  It  was  further  noted  that  many 
of  the  activities  carried  out  by  the  Foundation  would  un- 
doubtedly have  been  assumed  by  the  Society  directly  in  the 
absence  of  the  Foundation  to  properly  represent  the  inter- 
ests of  the  membership.  The  cost  of  these  activities  should 
properly  be  borne  by  the  Society. 


"It  was  noted  that  any  additional  PMS  funds  needed  to 
support  the  Foundation  in  excess  of  the  allocation  of 
$10,000  per  month,  approved  by  the  PMS  Board  of  Trus- 
tees at  its  June  10,  1973  meeting,  would  be  interim  funding 
until  federal  funds  would  be  available.  During  the  discus- 
sion of  various  methods  for  raising  additional  funds,  one 
suggestion  was  a $10  assessment  of  the  membership.  Testi- 
mony supported  a dues  assessment  as  the  most  appropriate 
and  desirable  means  for  raising  additional  funds. 

"This  approach  was  considered  the  most  desirable  alter- 
native for  representing  the  interests  of  practicing  physicians 
in  the  development  of  utilization  review  and  quality  ap- 
praisal systems.  It  was  noted  that  a lack  of  action  on  the 
part  of  the  Society  and  its  Foundation  could  result  in  a less 
desirable  alternative  such  as  the  statewide  expansion  of  the 
Department  of  Public  Welfare’s  Pre-Discharge  Utilization 
Review  (PDUR)  Program. 

“Your  reference  committee  recommends  that  the  House 
of  Delegates  authorize  the  PMS  Board  of  Trustees  to 
allocate  whatever  additional  funds  are  necessary  to  carry 
out  Foundation  activities  requested  by  or  in  the  interest  of 
the  Society.  Your  reference  committee  further  recommends 
that  serious  consideration  be  given  to  a $10  assessment  of 
the  membership  as  an  appropriate  means  of  carrying  out 
any  fund  raising  necessary  to  support  Foundation  activities 
on  an  interim  basis.” 

Foundation  Recommendation  on  Bylaws  ( Official 
Reports  Book,  Page  118);  Appendix  D to  Founda- 
tion’s Annual  Report  (Official  Reports  Book,  Pages 
121-128);  Board  Action  No.  9 of  Supplemental  Report 
F,  Board  of  Trustees  and  Councilors  (Delegate’s 
Packet);  and  Resolution  73-19,  Bylaws  Pennsylvania 
Medical  Care  Foundation  (Official  Reports  Book, 
Page  111) 

Resolution  No.  73-19 

Subject:  Bylaws  Pennsylvania  Medical  Care  Foundation 
Introduced  by  F.  Peter  Kohler.  M.D.,  secretary,  in  behalf 
of  the  Delaware  County  Medical  Society 
Author:  F.  Peter  Kohler,  M.D. 
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Be  It  RESOLVED,  That  the  wording  of  the  Bylaws  of 
the  Pennsylvania  Medical  Care  Foundation  reflect  the 
:hange  from  a supervisory  function  to  advisory  function  to 
area  PSROs  as  voted  at  the  special  House  of  Delegates 
meeting  of  the  Pennsylvania  Medical  Society,  June  10, 
1973. 

"Following  clarification  of  certain  aspects  of  the  revised 
bylaws,  the  testimony  reflected  general  acceptance  and  ap- 
proval of  the  revisions. 

“Mr.  Speaker,  your  reference  committee  recommends 
adoption  of  the  Bylaws  as  amended  by  the  Foundation 
Board  of  Directors  on  September  5,  1973,  and  approved  by 
the  PMS  Board  of  Trustees  on  October  17,  1973.” 

Testimony  favored  the  intent  of  Resolution  73-19  and 
^jyour  reference  committee  recommends  the  approval  of  the 
following  revisions  of  ARTICLE  X — REGIONAL 
DIVISIONS,  Section  1.  Organization;  and  Section  2.  Re- 
sponsibilities, lines  33-41.  Page  126  of  the  Official  Reports 
Book : 

' (NOTE:  The  words  or  phrases  in  brackets  are  deletions  and 
the  underlined  sections  are  additions.) 

ARTICLE  X— REGIONAL  DIVISIONS 
| Section  1.  Organization: 

The  Board  of  Directors  of  this  Corporation  [shall  or- 
ganize] may  provide  advice,  and  assist  in  the  organization 
of  regional  divisions  which  shall  be  responsible  for  the  local 
I operation  of  the  Corporation's  programs.  The  Board  of 
Directors  of  this  Corporation  may  provide  advice  and  assist 
county  medical  societies  in  determining  the  appropriate 
county  groupings  for  the  purpose  of  establishing  boundaries 
for  regional  divisions.  [The  boundaries  for  the  regional 
divisions  will  be  determined  by  the  Board  of  Directors  of 
| this  Corporation  in  consultation  with  county  medical 
societies.] 

i Section  2.  Responsibilities: 

"The  regional  divisions  will  report  all  activities,  actions, 
and  recommendations  to  the  Board  of  Directors  of  this  Cor- 
poration. The  Board  of  Directors  of  this  Corporation  [will 
approve  the]  may  advise  and  assist  in  the  development  of 
1 rules  and  regulations  governing  the  organization  and  opera- 
tion of  [its]  regional  divisions. 

“Mr.  Speaker,  your  reference  committee  moves  approval 
of  these  amendments  to  the  Foundation's  bylaws." 

Resolution  73-18,  Pennsylvania  Medical  Care  Founda- 
tion (Official  Reports  Book,  Page  110) 

Resolution  No.  73-18 

Subject:  Pennsylvania  Medical  Care  Foundation 
Introduced  by:  F.  Peter  Kohler,  M.D.,  secretary,  in  behalf 
of  the  Delaware  County  Medical  Society 
Author:  F.  Peter  Kohler,  M.D. 

WHEREAS,  It  is  important  to  eliminate  any  conflict  of 
interest  at  the  level  of  the  Board  of  Trustees  of  Pennsyl- 
vania Medical  Society  and  the  Board  of  Trustees  of  the 
Pennsylvania  Medical  Care  Foundation;  be  it 

RESOLVED,  That  no  trustee  member  or  officer  of  either 
organization  shall  have  any  contractual  agreement  or  derive 
financial  benefit  or  be  an  executive  officer  or  trustee  of  an 
organization  or  business  entity  having  a contractual  rela- 


tionship or  direct  business  dealings  with  the  Pennsylvania 
Medical  Care  Foundation  or  the  Pennsylvania  State  Medi- 
cal Society. 

"Testimony  supported  the  intent  of  Resolution  73-18  as 
expressed  in  the  "WHEREAS";  however,  it  was  pointed  out 
that  the  adoption  of  the  " RESOLVED " would  unneces- 
sarily restrict  the  activities  of  the  PMS  Board  of  Trustees 
and  the  Board  of  Directors  of  the  Foundation  since  certain 
members  of  both  boards  necessarily  serve  as  directors  of 
other  organizations  which  have  contracts  or  agreements 
with  the  Society  and/or  the  Foundation. 

"Your  reference  committee  agrees  that  proper  precau- 
tions should  be  taken  to  avoid  possible  financial  conflicts  of 
interest  and  that  ARTICLE  I — GENERAL  PROVISIONS 
AND  PROPERTY  INTERESTS,  Section  1.  Business  to  be 
conducted  without  profit  and  Section  2.  Use  of  income  of 
the  Foundation’s  Bylaws  provided  the  necessary  safeguards 
against  financial  conflicts  of  interest. 

"Your  reference  committee  believes  that  the  following 
policy  statement  should  be  adopted  to  amplify  these  sec- 
tions of  the  Foundation’s  Bylaws: 

It  is  the  policy  of  the  Pennsylvania  Medical  Society 
and  the  Pennsylvania  Medical  Care  Foundation  that 
members  of  the  respective  governing  bodies  should  not 
vote  on  matters  under  consideration  if  the  subject 
relates  to  an  agreement  or  contractual  relationship  be- 
tween the  Society  and/or  the  Foundation  and  another 
organization  with  which  the  individual  board 
member(s)  may  be  associated. 

Your  reference  committee  recommends  adoption  of  the 
policy  statement. 

Mr.  Speaker,  your  reference  committee  recommends  that 
this  report  to  the  Administrative  Members  of  the  Founda- 
tion be  ratified  by  the  House  of  Delegates.” 

Results  of  Foundation  Elections 

The  following  physicians  were  elected  to  three-year  terms 
on  the  Board  of  Directors  of  the  Pennsylvania  Medical  Care 
Foundation: 

Robert  B.  Edmiston,  M.D.  (Dauphin);  William  B.  Mc- 
Namee,  M.D.  (Delaware);  William  G.  Ridgway,  M.D. 
(Lancaster);  Robert  B.  Stuart,  M.D.  (Erie);  Gabriel  F. 
Tucker,  Jr.,  M.D.  (Philadelphia). 

Elected  to  fill  the  unexpired  term  created  by  the  resigna- 
tion of  John  Helwig,  Jr.,  M.D.,  (Philadelphia)  was  Sidney 
O.  Krasnoff,  M.D.  (Philadelphia). 

The  Annual  Meeting  of  the  Administrative  Members  of 
the  Pennsylvania  Medical  Care  Foundation  was  adjourned 
at  1 :30  p.m. 

Respectfully  submitted, 

Matthew  Marshall,  Jr.,  M.D. 

President,  PMCF 

Mr.  Vincent  Lechner 

Secretary,  PMCF 

Robert  L.  Lamb 

Assistant  Secretary 

William  Y.  Rial,  M.D. 

Speaker 
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Appendix  A 

1973  PaMPAC  Report  to  the 
House  of  Delegates 

William  B.  West,  M.D.,  Chairman 

Mr.  Speaker  and  members  of  the  House  of  Delegates,  it  is 
indeed  a privilege  to  present  the  annual  report  of  the  Penn- 
sylvania Medical  Political  Action  Committee. 

When  I reported  to  you  last  year,  we  were  less  than  one 
month  away  from  the  General  Election.  In  1972,  PaMPAC 
participated  in  more  legislative  races  than  ever  before.  A 
greater  number  of  both  Democratic  and  Republican  can- 
didates received  financial  support  last  year,  helping  to  fur- 
ther establish  PaMPAC  as  a viable,  effective,  bipartisan  po- 
litical organization  in  Pennsylvania. 

PaMPAC  made  financial  contributions  to  eighty  can- 
didates for  the  State  Legislature.  Of  the  eighty  candidates 
supported,  sixty-seven  were  elected  for  a success  ratio  of  84 
percent. 

Sixteen  Pennsylvania  congressional  candidates  received 
PaMPAC  contributions,  and  thirteen  were  elected  for  a suc- 
cess ratio  of  8 1 percent. 

Throughout  the  country,  M.D.s  will  possibly  have  a 
stronger  voice  in  many  state  legislatures  as  a result  of  the 
November  7 election.  According  to  American  Medical 
News,  twenty-three  physicians  were  elected  to  state  legisla- 
tive bodies  in  sixteen  states,  a net  gain  of  eight  seats  for 
M.D.s.  In  addition,  seven  physicians'  wives  won  election  to 
legislative  posts  in  six  states,  and  Otis  R.  Bowen,  M.D.,  was 
elected  governor  of  the  state  of  Indiana. 

As  we  meet  here,  the  political  scandals  collectively 
known  as  "Watergate"  and  "campaign  kickbacks”  are 
monopolizing  the  media.  Millions  upon  millions  of  words 
have  already  been  written  and  spoken  on  these  subjects;  and 
there  is  little  prospect  that  the  flow  will  slacken  for  months 
to  come. 

Inevitably,  this  has  led  many — in  medicine  and  outside  of 
it — to  wonder  just  how  these  scandals  will  influence  the  po- 
litical organizations  of  AMPAC  and  PaMPAC.  What  will 
its  effect  be  on  membership?  How  will  it  influence  our 
morale? 

Let  us  consider  membership  first.  Membership  to  the 
American  Medical  Political  Action  Committee  is  up  6 per- 
cent from  last  year.  On  the  state  level,  the  membership  to 


PaMPAC  has  remained  constant  for  the  past  several  years. 
There  is  a trend  of  more  membership  involvement  on  the 
grass  roots  level  with  local  candidate  support  committees. 
Yet.  we  recognize  that  stimulating  medical  political  action  ! 
is  a slow  and  gradual  process.  I must  again  emphasize  that 
membership  is  still  the  strength  of  this  political  activity. 

There  should  be  no  doubt  in  the  minds  of  our  medical 
body  that  regimentation  of  the  profession  can  be  prevented 
only  if  we  have  a strong  active  movement  which  is  in  a posi- 
tion to  speak  with  and  reason  with  legislators  who  will  listen 
to  our  side  of  medical  problems. 

As  for  the  morale  of  our  membership — I assure  you  that 
it  has  not  slipped  one  iota.  There  are  a number  of  reasons 
why  it  has  not,  and  why  we  do  not  expect  it  to  slip.  An  im- 
portant reason  is,  I think,  the  sophistication  of  our 
members.  They  know  that  neither  party  has  a lock  on  virtue 
and  neither  party  has  a copyright  on  honesty.  They  know 
that  the  PAC  movement  is  scrupulous  in  its  observance  of 
the  law — not  just  the  letter  of  the  law — but  the  spirit  of  the 
law  as  well.  I remind  the  House  that  the  PAC  movement  is, 
and  intends  always,  to  remain  bipartisan.  Medicine’s  friends 
in  Congress  and  in  the  State  Legislature  sit  on  both  sides  of  ; 
the  aisle.  We  have  learned  to  look  beyond  the  party  labels  in  1 
our  effort  to  identify  them,  and  we  know  enough  to  realize  .! 
that  no  majorities  can  be  formed,  either  in  the  House  or  in 
the  Senate,  without  the  substantial  participation  of  both  po- 
litical parties. 

In  these  times  of  public  disgust  with  campaign  spending 
practices,  it  should  be  a source  of  comfort  and  pride  that 
the  physician  can  give  to  an  organization  whose  funds  are 
guarded  by  members  of  his  own  profession.  I am  saying, 
Mr.  Speaker,  that  our  members  are  realistic  people  in  their 
appraisal  of  the  political  and  governmental  scene.  They  j 
have  to  be.  In  this  work,  their  choice  is  clear.  Either  be  real- 
istic or  be  ineffective. 

Barring  any  unforeseen  constitutional  crisis,  there  will  be 
congressional  and  state  elections  next  year.  The  candidates 
seeking  these  offices  will  require  financial  support,  voter  in- 
terest, and  volunteer  workers.  Medicine's  stake  in  govern- 
ment is  as  high  as  it  has  ever  been.  Unfortunately,  there  is 
little  likelihood  that  the  situation  will  change  in  the  predict- 
able future.  Under  these  circumstances,  we  must  be  as  real- 
istic as  we  can  without  violating  our  principles,  and  as  flex- 
ible as  we  must  be  without  losing  our  direction. 

Finally,  Mr.  Speaker,  let  me  again  thank  this  House  for 
its  continuing  support. 
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Appendix  B 

Supplemental  Report  A 
Board  of  Trustees  and  Councilors 

At  its  August  1973  meeting,  the  Board  of  Trustees  took  ac- 
tion on  a number  of  items  which  are  of  interest  to  the  House 
of  Delegates  but  require  no  specific  action.  The  Board  of 
Trustees  takes  this  opportunity  to  inform  the  House  of  Dele- 
gates of  some  of  the  major  actions  taken  at  that  meeting. 

1.  Acknowledged  Foundation  responsibility  for  moni- 
toring all  aspects  of  Professional  Standards  Review  Organi- 
zation (PSRO)  development  and  urged  the  Foundation  to 
keep  the  Board  apprised  of  its  activities  in  this  respect  with 
the  understanding  that  the  Foundation  will  give  the  Board  an 
opportunity  to  react  to  Foundation  strategy  before  it  is 
implemented. 

Approved  for  presentation  at  the  August  9 Department  of 
Health,  Education,  and  Welfare  (HEW)  meeting  on  PSRO 
area  designation,  a statement  dated  August  1,  1973,  calling 
for  an  extension  of  time  by  HEW  for  comments  on  area  des- 
ignation. 

Directed  that  the  Foundation’s  revision  of  its  HEW  Pro- 
fessional Standards  Review  Organization  area  designation 
map  and  other  materials  be  distributed  to  county  societies  for 
comments  and  report  back. 

2.  Determined  to  get  additional  details  from  Blue  Shield 
and  Blue  Cross  on  the  matter  of  vision  care  and  reactions  and 
counter-proposals  from  the  Pennsylvania  Academy  of 
Ophthalmology  and  Otolaryngology  for  consideration  at  the 
October  Board  meeting. 

3.  Endorsed  the  auto  leasing  program  of  Lease-A-Car  for 
State  Society  members  as  described  in  the  report  of  the 
Council  on  Public  Service,  July  24,  1973. 

4.  Directed  legal  counsel  to  research  and  report  back  to  the 
Board  no  later  than  the  October  meeting  the  various  federal 
laws,  rules,  and  regulations  applying  to  the  utilization  review 
requirements  for  the  medicaid  program  to  determine  if  the 
Department  of  Public  Welfare  is  in  compliance.  If  there  is 
noncompliance,  legal  counsel  is  to  determine  the  merits  and 
the  associated  costs  of  the  Society  pursuing  a solution  by  liti- 
gation. 

5.  Determined  to  send  a letter  to  the  Secretary  of  HEW  in- 
dicating that  further  participation  in  the  Pre-Discharge 
Utilization  Review  (PDUR)  Program  cannot  be  recommend- 
ed by  the  Society,  it  being  felt  that  the  PDU  R Program  is  in- 
consistent with  requirements  of  Section  207  and  certain 
other  sections  of  PL  92-603.  The  letter  would  request  the 
department  to  conduct  an  on-site  validation  of  the  PDUR 
Program,  with  the  opportunity  for  input  and  participation  by 
representatives  from  the  Legislature,  independent  taxpayers 
organizations,  and  medicaid  recipients. 

6.  Determined  to  send  a letter  to  county  medical  societies 
and  hospital  medical  staffs  informing  them  of  actions  taken 
by  the  Board  (above)  along  with  Foundation  supportive  doc- 
umentation. There  parties  should  also  be  informed  that  (a) 
participation  on  a pilot  basis  with  PDUR  programs  can  no 
longer  be  recommended;  (b)  the  protocol  of  the  Certified 


Hospital  Admission  Monitoring  (CHAMP)  is  recommended; 

(c)  the  CHAMP  Program  can  be  instituted  with  the  option  of 
having  the  pre-admission  portion  of  the  CHAMP  Program 
performed  slightly  after  admission — -this,  if  administered 
well,  will  avoid  retroactive  denials  under  medicare  and  will 
be  in  harmony  with  still-to-be-published  federal  regulations; 

(d)  fruits  of  Society  legal  research  will  be  shared  to  aid  hospi- 
tals in  pursuit  of  monies  denied  by  the  state.  If  the  above  are 
followed,  hospitals  (1)  should  have  no  retroactive  denials 
under  medicare;  (2)  should  be  able  to  document  material  well 
enough  to  pursue  it  legally  if  necessary  under  medicaid;  (3) 
will  be  getting  ready  for  the  PSRO  Program;  and  (4)  will  be 
in  compliance  with  all  requirements  in  the  Federal  Register 
in  regard  to  the  medicaid  program. 

7.  Approved  recommendations  by  the  Council  on  Educa- 
tion and  Science  regarding  twelve  appeals  for  waiver  of  the 
Continuing  Medical  Education  Membership  Requirement. 

8.  Disapproved  a proposal  from  Pennsylvania  Mental 
Health,  Inc.  to  the  governor  and  the  Department  of  Public 
Welfare,  on  ways  of  improving  the  delivery  of  services  for 
Pennsylvania’s  mentally  disabled.  This  disapproval  is  to  be 
transmitted  to  the  governor’s  office  and  the  department  of 
welfare. 

Appendix  C 

Supplemental  Report  B 
Board  of  Trustees  and  Councilors 

In  response  to  Resolution  72-28  from  Clinton  County, 
calling  for  research  on  physicians'  unions,  the  Board  in 
June  authorized  the  chairman  to  appoint  an  ad  hoc  com- 
mittee to  study  physicians’  unions.  This  committee  was  duly 
appointed  and  its  report,  which  appears  as  Appendix  A was 
received  at  the  August  meeting  of  the  Board. 

The  Board  approved  this  committee's  recommendation 
that  no  additional  Society  sponsored  organization  be 
formed  at  this  time  to  achieve  physicians’  union-type  objec- 
tives. 

The  Board  referred  the  committee's  suggested  means  of 
dealing  with  the  physicians’  union/Society  communication 
problem  to  the  Long  Range  Planning  Committee  for  study. 


Appendix  A 

Report  of  Ad  Hoc  Committee  to  Study  Unions 

Charge  to  the  Committee — In  June  you  authorized  the 
chairman  to  appoint  an  ad  hoc  committee  to  study 
physicians’  unions  and  report  back  with  recommendations 
to  the  August  meeting. 

Resolution  72-28  (Appendix  A) — Of  immediate  concern 
was  Resolution  72-28  from  Clinton  County,  calling  for 
research  on  physicians’  unions  and  for  recommendations  to 
the  House  on  how  the  objectives  of  physicians'  unions  may 
best  be  accomplished  by  the  Pennsylvania  Medical  Society 
or  a component  thereof. 

Meeting  of  July  18,  1973 — The  committee  met  at  Society 
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headquarters  on  July  18.  Those  attending  were:  Donald  R. 
Cooper,  M.D.;  Kenneth  L.  Cooper,  M.D.;  Leroy  A.  Gehris, 

M.D.;  and  Ralph  K.  Shields,  M.D..  chairman.  Staff  assist- 
ance was  provided  by  Fred  Speaker,  Esq.,  Legal  Counsel; 
David  H.  Small,  and  Robert  L.  Lamb. 

Homework — The  committee  read  the  following  materials  to 
prepare  for  the  meeting; 

A.  Resolution  72-28:  Professional  Relations. 

B.  “Dr.  Roth  on  Unions:  Do  they  unify  or  Divide?” 

C.  Memo,  Terry  R.  Lenker  to  David  H.  Small,  March  1, 
1973. 

D.  Legal  Opinion,  California  Medical  Association. 

E.  Letter,  C.  Grove  McCown,  Esq.,  to  John  F. 
Rineman,  November  7,  1972. 

F.  Report  F,  AMA  Board  of  Trustees  (A-73). 

G.  Constitution  and  Bylaws , American  Federation  of 
Physicians  and  Dentists. 

H.  Membership  Application,  American  Federation  of 
Physicians  and  Dentists. 

I.  Purpose,  Jurisdiction,  and  Organization,  American 
Federation  of  Physicians  and  Dentists. 

J.  Bulletin  of  the  Greene  County  Medical  Society  (Mis- 
souri), Interview,  “Medical  Unionism,”  Dr.  Stanley 
F.  Peterson,  president,  American  Federation  of 
Physicians  and  Dentists. 

K.  “House  Staff  Bargaining  Upheld,”  AMA  News, 
March  12,  1973. 

L.  “Hospital  Medical  Staff  as  a Physicians’  Union,” 
Norman  S.  Blackman,  M.D.,  New  York  State 
Journal  of  Medicine,  February  1,  1973. 

M.  Illinois  State  Medical  Society  Action  Report,  March 
9,  1973. 

N.  Advertisement  and  application  blank  for  American 
Federation  of  Physicians  and  Dentists,  Philadelphia 
Medicine,  July  1973. 

O.  "Unions  - The  Legal  Aspects,”  Betty  Jane  Anderson, 
Esq.,  Legal  Department,  AMA,  Connecticut  Medi- 
cine, April  1973. 

P.  Working  paper.  Staff,  July  2,  1973. 

Q.  Letter  to  Robert  Lamb  from  Fred  Speaker,  Esq.,  July 
11,  1973,  summarizing  pertinent  national  and  state 
labor  and  anti-trust  legislation. 

(Copies  of  the  above  are  available  upon  request ) 

The  Union  Fever — We  feel  that  the  current  infatuation 
with  physicians'  unions  is  a natural  response  by  doctors  who 
feel  threatened  by  government  encroachment  into  the  prac- 
tice of  medicine.  At  some  future  time,  should  enough  of  the 
profession  feel  trapped,  they,  too,  will  probably  join  unions 
and  participate  in  some  form  of  job  action.  As  you  can  see, 
we  do  not  take  the  union  phenomenon  lightly. 

With  Whom  Shall  We  Bargain? — The  essence  of  a union  is 
an  employer-employee  relationship  and  the  first  'item  of 
business  is  a contract  providing  better  wages. 

Our  discussion  showed  that  most  physicians’  grievances 
were  not  about  wages  but  working  conditions.  Further, 
these  working  conditions  were  not  being  imposed  by  an  em- 
ployer, but  by  government  or  through  private  agencies  such 
as  the  Joint  Commission  of  Accreditation  of  Hospitals,  hos- 


pital boards,  and  insurance  companies  acting  as  agents  of 
the  government. 

Political  Fight — If  we  are  correct  in  thinking  that  most  of 
the  problems  center  around  government  or  government- 
inspired  controls,  then  we  cannot  see  the  need  for  a union. 
We  do  see  the  need  for  vital,  aggressive,  professional  associ- 
ations called  the  Pennsylvania  Medical  Society  and  the 
American  Medical  Association.  What  can  a union  do  about 
our  problems  that  we  cannot  do  and  are  not  already  doing 
through  the  Society? 

Union  Activities  Dangerous  and  Illegal — As  legal  counsel 
pointed  out,  the  weapons  of  a union,  namely  strikes  and 
boycotts,  can  be  vengeful  acts  taken  to  hurt  the  employer  at 
a time  when  he  is  allegedly  hurting  union  members.  It  is 
frightening  to  think  what  might  happen  if  a union  of 
physicians  were  to  strike  or  boycott  the  government  or  a 
hospital  board  of  directors  or  an  insurance  company.  The 
chances  of  innocent  bystanders  (patients)  being  caught  in 
the  corssfire  and  suing  for  malpractice  are  great.  It  can  be 
illegal  for  physicians  to  conspire  to  withhold  services  and/or 
to  fix  prices.  This  means  that  union-like  activities  by 
physicians  would  open  us  to  legal  harassment  not  only  from 
the  government  (violation  of  anti-trust)  but  from  patients 
(malpractice). 

Recommendations — We  believe  the  Board  should  recom- 
mend to  the  House: 

1.  That  no  additional  Society  sponsored  organization  be 
formed  at  this  time  to  achieve  physicians'  union  type 
objectives  for  the  following  reasons: 

a.  That  a multiplicity  of  organizations  diffuses  man- 
power, leadership,  and  money  and  produces  many 
weak  voices  rather  than  one  strong  voice; 

b.  That  personal  commitment  (no  matter  the  organiza- 
tional framework)  will  carry  the  day; 

c.  That  the  loss  of  personal  freedom  in  a union  is  too 
high  a price; 

d.  That  PMS  and  the  AMA  are  properly  organized  to 
do  the  job. 


If  Not  a Union,  What? 

While  we  do  not  think  a union  is  the.  answer,  we  readily 
acknowledge  the  problems  to  which  physicians’  unions  are 
addressing  themselves.  We  believe  the  ability  to  deal  with 
these  problems  already  exists  within  organized  medicine. 
But  it  was  also  apparent  to  us  that  many  physicians  are  not 
aware  of  what  organized  medicine  is  doing.  We  also  won- 
dered if  there  were  certain  areas  of  Society  activity  in  which 
we  might  become  more  militant  as  an  alternative  to  forming 
unions. 


Suggested  Means  of  Dealing  with  the  Problem 

A.  Vastly  Improved  Communications  to  Members:  The  So- 
ciety is  already  fighting  the  battles  unions  are  only 
talking  about,  but  very  few  members  know  it. 

1.  Executive  Report  — Could  go  to  all  members,  or  to 
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members  in  certain  counties  at  the  request  of  the 
county. 

2.  Executive  Report  — Could  include  ongoing  problems 
to  bring  members  into  the  picture  while  the  battle  is  in 
progress.  Mistakes  and  failures  could  be  reported  to 
build  EX-R  credibility. 

3.  Field  Contact  Service  — Could  be  expanded. 

4.  Action  Line  — Could  start  an  action  line  at  PMS 
using  toll-free  number  for  members  to  call  in  questions, 
problems,  and  grievances,  with  copies  of  answers 
printed  in  PENNSYLVANIA  MEDICINE. 

B.  Higher  Legal  Profile:  Could  engage  in  more  aggressive 
litigation  of  our  choosing. 

C.  Higher  Profile  of  PaMPAC:  Most  members  are  unsure 
of  its  program,  effectiveness,  and  necessity — don't  see 
how  it  solves  their  problems. 

D.  Membership  Recruitment:  PMS  and  PaMPAC,  particu- 
larly young  members. 

E.  Hospital  Medical  Staffs:  Greater  involvement  through 
invitations  to  meetings,  consideration  of  membership  in 
the  House  of  Delegates,  and  improved  liaison  between 
staff  and  the  boards  of  county  medical  societies. 

F.  Staff  Assistance:  For  county  societies  requesting  it. 

G.  Improved  Member  Benefits:  Insurance,  mass  pur- 
chasing, leasing,  and  low-cost  travel. 

Conclusion 

We  believe  organized  medicine  can  do  everything  a 
union  can  do,  do  it  better,  and  do  it  in  a way  which  avoids 
the  disastrous  public  relations  and  legal  pitfalls  associated 
with  strikes  and  boycotts. 

Appendix  B 

Resolution  No.  72-28 

(Referred  to  Reference  Committee  on  Medical  Service) 

Subject:  Professional  Relations 

Introduced  by:  W.  C.  Long,  M.D.  in  behalf  of  the  Clinton 
County  Medical  Society 
Author:  Robert  F.  Beckley,  M.D. 

WHEREAS,  Many  forms  of  physician  unions  are  being 
formed  throughout  the  country;  and 

WHEREAS,  The  forces  to  pressure  physicians  into  forms 
of  medical  service  and  practice  to  which  they  are  opposed 
are  still  on  the  increase;  and 

WHEREAS,  The  fragmentation  of  medical  organizations 
representing  physicians  weakens  their  effectiveness  in 
improving  the  quality,  availability,  and  reasonable  cost  of 
medical  care;  therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society  de- 
velop a committee  to  research  solutions  to  these  problems 
and  to  implement  those  which  are  possible  and  desirable 
under  the  charter  of  the  Pennsylvania  Medical  Society;  and 
be  it  further 

RESOLVED,  That  practical  and  desirable  solutions 
which  cannot  be  implemented  by  the  Pennsylvania  Medical 
Society,  but  could  by  a foundation,  be  referred  to  the  Penn- 
sylvania Medical  Society  supported  Foundation;  and  be  it 
further 


RESOLVED,  That  if  desirable  solutions  are  not  possible 
by  either  organization,  then  the  Pennsylvania  Medical  Soci- 
ety consider  developing  the  necessary  organization. 

Appendix  D 

Supplemental  Report  C 
Board  of  Trustees  and  Councilors 

At  its  meeting  of  August  8,  1973,  the  Board  of  Trustees 
received  the  report  of  the  Ad  Hoc  Committee  on  AMA 
Membership. 

In  the  course  of  its  search  for  methods  of  increasing  the 
membership  of  Pennsylvania  physicians  in  the  AMA,  the 
committee  reviewed  the  Constitution  and  Bylaws  for  pos- 
sible roadblocks.  Four  areas  of  the  Constitution  and  Bylaws 
attracted  the  attention  of  the  committee. 

They  included:  (1)  Unlicensed  physicians  in  Pennsyl- 
vania who  are  not  now  eligible  for  active  membership  in 
PMS  and  are  not,  therefore,  eligible  for  active  membership 
in  the  AMA;  (2)  The  requirement  that  before  a physician 
can  be  reinstated  to  membership,  he  must  pay  one  year’s 
delinquent  dues  in  addition  to  the  current  year’s  dues;  (3) 
The  denial  of  full  rights  and  privileges  to  associate  members 
which  excludes  a large  number  of  physicians  from  the  total 
PMS  count  toward  AMA  delegates;  and  (4)  The  lack  of  a 
provision  for  unified  membership  in  county  society,  PMS 
and  AMA. 

After  a thorough  discussion  of  each  of  these  proposals, 
the  committee  favored  the  elimination  of  the  delinquent 
dues  provision  of  the  Constitution  and  Bylaws  since  it  felt  it 
was  inappropriate  to  penalize  a physician  who  was  interest- 
ed in  reestablishing  his  membership. 

The  committee  also  acted  favorably  to  recommend 
unified  membership  in  County,  PMS,  and  AMA  if  for  no 
other  reason  than  to  obtain  the  views  of  the  membership  at 
the  forthcoming  House  of  Delegates  session.  In  this  regard 
it  was  learned  that  the  two  largest  states,  Illinois  and 
California,  with  unified  membership  also  have  the  largest 
percentage  of  physician  population  as  members. 

The  Board  of  Trustees  reviewed  these  two  proposals  and 
decided  in  their  favor. 

Therefore,  the  Board  recommends  to  the  House  of 
Delegates  that  the  Constitution  and  Bylaws  be  changed  to 
include  a unified  membership  provision  and  to  eliminate 
the  delinquent  dues  requirement. 


Appendix  E 

Supplemental  Report 
Committee  on  Medical  Benevolence 

In  1971  the  Board  changed  the  philosophy  under  which 
the  monies  of  the  Medical  Benevolence  Fund  are  managed. 
Since  that  time  investment  counsel  has  taken  advantage  of 
opportunities  for  capital  appreciation  as  well  as  income, 
depending  on  conditions  of  the  market.  At  the  time  this  flex- 
ible approach  was  adopted,  authorization  was  given  to  in- 
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vade  the  principal  if  necessary.  In  reviewing  the  current 
status  of  the  fund  and  the  committee’s  case  load,  we  find  that 
the  $1.00  allotment  per  member  provides  a vital  component 
in  the  committee’s  normal  operations. 

The  committee,  therefore,  recommends  that  the  amount  of 
the  annual  assessment  appropriated  to  the  Medical  Benevo- 
lence Fund  remain  at  $1.00  per  member. 

Appendix  F 

Supplemental  Report 
Council  on  Public  Service 

Report  of 

Feasibility  Study 
and 

Recommended  Preliminary  Planning  Guidelines 
For  a Physicians’  Purchasing  Cooperative 

On  Behalf  of 

The  Pennsylvania  Medical  Society 
Lemoyne,  Pennsylvania 

By 

Edward  C.  Michener  Associates,  Inc. 

1007  North  Front  Street 
Harrisburg,  Pennsylvania 

Appendix  A 

Purpose  of  Research 

To  evaluate  the  feasibility  of  organizing  a purchasing  co- 
operative for  physicians  under  the  sponsorship  of  the  Penn- 
sylvania Medical  Society  and  to  recommend  start-up  plan- 
ning, including  general  structure,  product  line,  financing,  in- 
ventory policies,  pricing  policies,  membership  enrollment, 
and  pro  forma  budgets  and  cash  flow  predictions  for  the  first 
two  years  of  operation. 

Conclusion 

It  is  our  opinion  that  it  is  feasible  for  the  Pennsylvania 
Medical  Society  to  create  a valuable  economic  tool  for 
physicians  by  organizing  a purchasing  cooperative  if  some 
major  difficulties  can  be  overcome: 

1.  We  find  that  supplies  are  often  purchased  for  medical 
practices,  whether  done  by  the  doctor  or  his  employee,  in  an 
impromptu,  inattentive  manner  and  with  almost  complete  in- 
difference to  price.  This  permits  (and  forces)  suppliers  to 
charge  high  markups  so  they  may  provide  costly  emergency 
delivery  service  to  compensate  for  the  lack  of  inventory  con- 
trol in  the  doctor’s  office.  A hazard  for  a purchasing  coopera- 
tive striving  for  efficiency  would  be  that  physicians  might  not 
be  willing  to  change  their  purchasing  habits  for  the  sake  of 
saving  the  amounts  of  money  involved. 

2.  Because  the  Pennsylvania  Medical  Society  is  not  expe- 
rienced in  commercial  operations,  prudence  recommends 
that  the  cooperative  begin  with  a limited  product  line,  ex- 
panding to  include  the  items  more  difficult  to  purchase, 
store,  and  distribute  only  after  the  organization  “is  shaken 
down.’’  This  will  place  the  cooperative  at  a competitive  serv- 


ice disadvantage  to  start,  but  we  think  it  an  easier  risk  to  bear 
than  the  risk  of  inconveniencing  the  members  at  the  start  by 
fouling  up  their  orders.  A corollary  problem  is  that  es- 
tablished suppliers,  with  their  broader  lines,  can  give  extraor- 
dinary service  on  minor  items  and  make  up  the  cost  on  more 
exotic  and  profitable  items. 

While  we  believe  these  are  the  only  real  hazards,  we 
believe  they  combine  into  a very  dangerous  one:  that 
physicians  might  not  consider  their  cooperative  valuable 
enough  to  support  at  the  price  of  changing  their  habits. 
Saving  money  might  not  be  that  important  to  them.  On  the 
other  hand,  our  interviews  turned  up  no  misgivings  or  hostili- 
ty toward  the  cooperative  concept.* 

Recommendations 

1.  It  should  be  the  policy  of  the  cooperative  to  start  busi- 
ness only  after  2,000  physicians  have  purchased  one  share  of 
common  stock  each  at  at  least  $100  per  share,  and  that  the 
organization  be  structured  to  a breakeven  level  of  $ 1 ,000,000 
per  year.  The  initial  educational  effort  should  take  the  form 
of  a referendum  of  members  asking  their  opinion  of  a 
purchasing  cooperative  after  explaining  the  reasons  for  it  and 
how  it  is  intended  to  function.  This  should  be  followed  by  a 
vigorous  stock  sales  campaign,  concentrating  on  those  who 
have  expressed  approval. 

2.  It  should  be  the  policy  of  the  cooperative  to  build  its 
first  $1,000,000  of  annual  volume  (the  breakeven  point)  on 
items  presenting  the  least  problems  of  inventory  control, 
warehousing,  and  shipping.  It  should  be  recognized  that  this 
will  not  be  entirely  satisfactory  to  the  members,  as  more 
costly  equipment,  drugs,  and  biologicals  probably  represent 
greater  opportunities  for  saving  them  money,  as  well  as  for 
protecting  them  through  quality  assurance.  Further  opportu- 
nities to  serve  members  lie  in  making  possible  their  coopera- 
tive purchasing  of  these  items  as  well  as  personal  items,  vaca- 
tions, leasing  cars,  etc.  Therefore  it  should  be  the  policy  of 
the  cooperative  to  expand  its  services  as  rapidly  as  possible 
into  these  areas  consistent  with  economically  sound  opera- 
tion, and  this  should  be  made  known  to  the  members  at  the 
start.  The  new  organization  should  have  at  least  a year  to 
“shake  down”  before  taking  on  the  distribution  of  items 
which  present  special  problems.  It  should  be  recognized 
that  the  minimal  starting  product  line  will  probably  not  be 
successful  in  holding  member  loyalty  over  an  extended 
period  and  the  line  should  therefore  be  expanded  as  rapidly 
as  management  and  financing  can  safely  handle  it. 

3.  It  is  recommended  that  the  cooperative’s  board  of 
directors  be  kept  at  under  ten  members,  that  no  member 
serve  on  the  board  for  more  than  five  consecutive  years, 
and  that  board  members  be  paid  a reasonable  compensation 
for  attending  meetings.  It  is  further  recommended  that  at 
least  one  board  member  (but  less  than  a majority)  be  elected 
from  among  the  trustees  of  the  Pennsylvania  Medical  Soci- 
ety and  that  a member  of  the  professional  staff  of  the  Penn- 
sylvania Medical  Society  be  elected  secretary  or  assistant 
secretary  of  the  cooperative,  provided  legal  counsel  can 
work  this  out. 


* It  is  noted  that  prior  research  done  by  PMS  found  some 
physicians  opposed  to  the  cooperative  idea. 
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4.  See  exhibits  I,  II,  III,  and  IV  for  model  operating 
budgets  and  cash  flow  estimates.  (These  recommendations 
should  be  taken  as  preliminary,  subject  to  further 
refinement.) 

5.  It  is  recommended  that  during  the  first  year  of  opera- 
tion, the  cooperative  sell  700  certificates  of  indebtedness  in 
the  amount  of  $500  each,  bearing  10%  annual  interest, 
callable  at  the  pleasure  of  the  Board:  giving  stockholders 
the  right  of  first  refusal,  in  the  order  of  their  purchases  of 


stock. 

6.  It  is  recommended  that  the  opening  product  line  of 
the  cooperative  be  as  follows: 


Cotton  Balls 
Kling  Bandages 
Band-aids 

Gauze  Sponges,  4x4 
Adhesive  Tape 
Finger  Cots 
Tongue  Depressors 
Examination  Table  Paper 
Disposable  Gowns 
Disposable  Gloves 
Disposable  Drape  Sheets 
Toilet  Paper 
Paper  Hand  Towels 


Facial  Tissues 
EKG  Paper 
Paper  Cups 

Disposable  Needles  and 
Syringes 
Alcohol 
Uristick  Prod. 

Tetanus  Toxoid 
Service  Towels 
Dressing  (ABD  pads) 
Germicide 
Sutures 

Lubricating  Jelly 


General  Findings 

We  find  that  physicians  and  their  employees  who  purchase 
expendable  office  supplies  on  their  behalf  are  little  concerned 
about  and  little  aware  of  the  prices  they  pay.  The  total  cost  of 
these  items  is  a minor  part  of  the  cost  of  operating  a medical 
practice.  They  are  somewhat  concerned  about  service  and 
delivery;  especially  those  practicing  outside  the  metropolitan 
areas. 

Their  present  suppliers  emphasize  prompt  delivery  and 
give  good  service  on  all  items  to  maintain  goodwill  toward 
their  sales  of  more  costly  items  to  the  physicians.  In  metro- 
politan areas  it  would  be  difficult  for  a physicians'  coopera- 
tive to  compete  with  them  on  delivery  while  keeping 
operating  costs  low. 

We  also  find  that  physicians  appear  fairly  well  satisfied 
with  the  services  of  their  present  suppliers.  They  generally 
pay  little  attention  to  this  aspect  of  running  their  offices. 

These  conditions  suggest: 

1.  We  should  beware  of  an  assumption  that  physicians 
would  support  a purchasing  cooperative  on  economic 
grounds  alone  if  it  were  confined  to  providing  expendable  of- 
fice supplies.  This  question  is  not  one  which  can  be  very 
reliably  researched,  even  with  considerable  effort  and  ex- 
pense, because  when  respondents  are  asked  to  predict  what 
they  would  do  in  matters  that  do  not  concern  them  greatly, 
they  often  do  not  know  the  answer  themselves. 

2.  Since  the  act  of  handing  over  money  is  a good  test  of 
sincerity  of  intent,  physicians  should  be  asked  to  invest  in  the 
cooperative  if  they  intend  to  use  it. 

3.  While  it  is  desirable  to  begin  operation  of  the  coopera- 
tive with  the  simplest,  easiest-to-handle  product  line  which 
will  produce  enough  volume  to  break  even,  the  services 
should  be  broadened  as  rapidly  as  possible  and  the  intention 
to  do  this  should  be  made  known  to  members  in  the  begin- 
ning. They  should  be  shown  a tentative  schedule  for  adding 
services. 


4.  Members  should  be  convinced  of  the  merits  of  blanket 
contracts,  both  to  save  them  money  by  reducing  costs  and  to 
save  them  trouble  by  automatic  shipments. 

5.  Perhaps  the  only  accurate  statement  that  can  be  made 
about  the  price  structure  of  items  sold  to  physicians  is  that  no 
structure  exists.  Quoted  prices  are  so  distorted  by  special 
deals  and  discounts  on  one  hand  and  extraordinary  services 
on  the  other  hand  that  they  are  almost  without  meaning.  Al- 
though this  condition  clearly  implies  that  the  present  system 
operates  more  to  the  advantage  of  the  suppliers  than  the 
physicians,  reliable  pricing  generalizations  cannot  be  made. 
Partly  because  of  confusion  and  partly  because  of  their  indif- 
ference to  this  matter,  physicians  seem  to  be  at  the  mercy  of 
their  suppliers  with  respect  to  prices.  On  the  other  side,  the 
suppliers  are  at  the  mercy  of  physicians’  haphazard 
purchasing  habits,  which  impose  extraordinary  service  and 
delivery  costs. 

6.  Physicians  who  buy  their  expendable  office  supplies  by 
mail  pay  20  percent  to  25  percent  less  than  those  who  do  not. 
Therefore  the  cooperative  can  offer  less  price  advantage  to 
them  but  will  be  at  less  disadvantage  so  far  as  competitive 
delivery  service  is  concerned. 

7.  The  most  critical  unknown  is  the  extent  to  which 
physicians  will  patronize  their  cooperative  once  it  is  in  busi- 
ness. We  do  not  know  of  a reliable  research  method  of 
predicting  this  crucial  factor  in  advance.  Therefore  we  con- 
sider it  of  the  greatest  importance  that  a concrete  test  be 
made  by  raising  the  start-up  money  from  the  members  as  an 
earnest  of  their  intentions.  Since  it  will  require  nearly  all  the 
patronage  of  2,000  physicians  for  the  items  initially  recom- 
mended to  produce  our  break-even  volume  of  $ 1 .000,000  per 
year,  2,000  should  be  the  minimum  starting  membership. 
The  work  required  to  sell  2,000  shares  of  stock  will  be  of  the 
greatest  value  in  educating  physicians  as  to  the  existence  of 
and  the  value  of  a purchasing  cooperative;  it  should  not  be 
underestimated. 


Staffing  and  Structure 

In  the  opinion  of  persons  with  much  experience  in  cooper- 
atives, their  weakest  aspect  is  almost  always  the  board  of 
directors.  Cooperative  boards  are  usually  too  large  for  the 
thoughtful  conduct  of  business;  their  members  are  often  un- 
qualified by  experience  to  contribute  specifically  useful  ex- 
pertise at  board  meetings  and  are  often  more  concerned  with 
the  interests  of  the  special  groups  they  represent  than  with  the 
welfare  of  the  corporation  they  govern. 

This  condition  leads  to  excessive  reliance  on  management 
with  too  little  supervision  and  can,  at  the  same  time,  tie  the 
hands  of  the  manager  by  board  failure  to  agree  on  policy.  The 
dangers  are  that  a strong  manager  can  operate  the  business 
with  too  little  concern  for  the  members  or  that  a weak  man- 
ager can  fail  to  get  anything  done  except  the  routine. 

Therefore  it  is  recommended  that  this  board  be  kept  small, 
be  made  up  of  the  best  qualified  persons  available,  and  that 
they  be  paid  a compensation  sufficient  to  give  them  the 
obligation  to  work  at  the  job.  For  membership  relations 
reasons,  it  might  be  wise  to  create  advisory  boards  around  the 
state  with  power  only  to  hear  the  opinions  of  members  and 
make  suggestions  to  the  governing  board. 

The  staffing  recommendations  (see  budget)  are  made  on 
the  premise  that  the  corporation  should  be  structured  to 
break  even  at  $1,000,000  annual  sales.  This  will  provide  a 
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staff  large  enough  for  a reasonably  economical  division  of 
labor  to  start.  Conservatively  estimated,  the  patronage  of 
2,000  physicians  for  the  items  recommended  will  provide 
this  level  of  business  and  provide  full  occupation  for:  a gener- 
al manager,  a bookkeeper  secretary,  a chief  warehouseman, 
and  a part-time  assistant  warehouseman.  From  time  to  time 
extra  part-time  help  will  be  necessary  for  packing  and  ship- 
ping. It  is  recommended  that  a computer  service  be  used  for 
the  principal  part  of  the  accounting,  for  billing,  and  for  in- 
ventory control. 


Pricing  Policies 

As  noted  elsewhere,  in  the  area  of  supplying  physicians 
with  items  used  in  their  offices,  there  is  no  coherent  price 
structure  at  present.  Published  prices  are  almost  entirely 
without  meaning  because  of  the  manner  in  which  this  busi- 
ness is  transacted.  For  budgeting  purposes,  we  adopted  20 
percent  as  the  average  markup  for  the  items  recommended 
for  initial  merchandising.  Specific  pricing  will  have  to  await 
development  of  the  volume  and  terms  of  specific  purchases. 
It  is  our  opinion  that  the  average  markup  feasible  will  be 
higher  than  20  percent,  especially  as  the  product  line  is  ex- 
panded and  still  provide  worthwhile  savings  to  members  on 
their  purchases  as  well  as  through  patronage  refunds. 

Inventory  Policies 

Four  inventory  turns  per  year  should  be  the  starting 
requirement,  with  six  turns  a goal  of  management.  We  antici- 
pate that  doctors'  purchasing  habits  will  change  slowly  only 
after  much  education  and  motivation.  It  should  be  the  goal  of 
the  cooperative  to  get  as  many  members  as  possible  on  the 
same  kind  of  blanket  contract  used  in  industry.  This  will 
permit  the  cooperative  to  ship  at  its  convenience,  while 
guaranteeing  the  member  that  he  will  have  no  less  than  the 
agreed  quantity  of  an  item  on  hand  at  all  times.  This 
procedure  saves  money  and  reduces  risk  of  “outs”  both  for 
the  supplier  and  the  supplied.  If  it  can  be  accompanied  by 
low  frequency  of  billing,  further  economies  will  apply;  if  it 
can  be  accompanied  by  advance  payments,  the  capital 
requirements  of  the  cooperative  and  its  cost  of  capital  will  be 
greatly  reduced — all  accruing  finally  to  the  benefit  of  the 
members. 


Marketing 

We  believe  a vigorous  educational  program  relative  to  the 
potential  benefits  of  a cooperative  will  be  an  imperative  first 
step,  and  should  be  continued  for  several  years.  The 
requirements  for  marketing  individual  products  and  services 
will  be  no  less  than  for  the  private  profit  suppliers,  although  it 
should  be  the  aim  of  the  cooperative  to  do  much  of  this 
without  the  use  of  salesmen  or  detail  men  who  add  greatly  to 
the  cost  of  service  without  adding  equally  to  the  value  of 
standard  items.  Whether  this  will  be  possible  will  be  depend- 
ent on  the  willingness  of  the  cooperative  members  to  support 
their  organization  for  its  economic  value  without  a lot  of 
“handholding.” 

As  noted  elsewhere,  we  believe  the  first  and  critical  phase 
of  marketing  the  services  of  the  cooperative  will  be  in  selling 
its  common  stock  to  members  and  thereby  educating  them 
and  obtaining  a commitment. 


Exhibit  I 

Estimate  of  Operating  Costs,  $1,000,000  Annual  Sales 


1 . Co-op  Manager 


Salary  & Bonus 

($16,000  + $2,000) 

$18,000 

Office 

3,000 

Expenses  (travel,  etc.) 

2,500 

Secretary-Bookkeeper 

7,500 

$31,000 

2.  Warehousing  and  Shipping 

Rent 

15,000 

Warehouse  Manager  Salary 

10,000 

IV2  Warehousemen 

9,000 

$34,000 

3.  Other  Costs 

Fringe  Benefits 

1 1 ,000 

Sales  Promotion 

10,000 

Computer  Service 

7,500 

$28,500 


4.  Cost  of  Maintaining  Inventory 
(4  turns,  6%) 


$15,000 


5.  Patronage  Refund 

(Optional  With  Board) 


6.  Interest 


$50,000 

$12,000 


$170,500* 


* In  addition,  an  amount  (established  by  the  board)  should 
be  put  annually  into  the  reserve  and  calculated  as  a fixed  cost 
for  planning  purposes. 


Exhibit  II 

Estimate  of  Cash  Flow,  First  12  Months 


First  6 Months 


1.  Starting  Capital 

(2,000  shares  @ $100) 


IN  OUT 

$200,000 


2.  Organization  Cost 


Salaries 

Office 

Inventory 

Membership  Promotion 
Miscellaneous 

$ 15,000 

4.000 
125,000 

25,000 

5.000 

$200,000 

$174,000 

Second  6 Months 

1.  Capital  carried  forward 

2.  Income  from  operations 

3.  To  replace  inventory  sold 

4.  Operating  expense 

5.  Interest 

26,000 

420,000 

336,000 

50.000 

12.000 

$446,000 

$398,000 

NOTES:  (1)  Inventory  on  hand,  at  cost,  at  close  of 

12  months, 

> \ — Ml  V/IWOI/  i IUU,  at 

discretion  of  Board,  would  include  patronage  refunds  to 
members  and  contribution  to  reserves.  (3)  Delivery  costs  are 
not  budgeted,  on  the  assumption  that  members  would  be  billed 
for  delivery  of  their  own  orders,  resulting  in  neither  gain  nor 
loss  to  the  cooperative. 
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Exhibit  III 

Estimated  Cash  Flow,  Second  Year  Of  Operation 


Exhibit  IV 


IN 

OUT 

1.  Income  from  sale  of 

certificates  of 

indebtedness 

$ 350,000 

2.  Income  from  operations 

1,000,000 

3.  Operating  expense 

$ 86,000 

4.  Interest 

47,000 

5.  Patronage  refund 

50,000 

6.  To  replace  inventory  sold 

800,000 

$1,350,000 

$983,000 

'Plus  contribution  to  reserves 

While  sale  of  Certificates  of  Indebtedness  would  not  be  imper- 
ative, it  would  be  called  for  by  the  policy  of  expanding  the 
scope  of  cooperative  services  as  rapidly  as  possible.  The 
amount  to  be  sold  would  depend  on  the  board’s  plans  for  such 
expansion  of  services. 


Estimated  Fixed  Costs 
At  $1,000,000  Annual  Sales 


1.  Co-op  Manager 
Salary  & Bonus 


($16,000  + $2,000) 
Office 
Expenses 

Secretary-Bookkeeper 

$18,000 

3,000 

2.500 

7.500 

$31,000 

2.  Warehouse  Manager 
Salary 
Assistant 

(+  V2  time  men  extra  help) 
Rent 

10,000 

9,000 

12,000 

$31,000 

3.  Fringe  Benefits  4 employees 

$10,000 

4.  Promotion 

$15,000 

Fixed  Costs 


$87,000 


Table  in  Five  Medical  Practices 


3Vs  Doctors/Group  Practice 
General  Practice 
PRACTICE  A 


Exhibit  Vlll-Detailed  Consumption 


Item 

Cotton  Balls 
Kling  Bandages 
Band-Aids 
Gauze  Sponges  4x4 
Adhesive  Tape — Rolls  + Tubes 
Finger  Cots 
Tongue  Depressors — Boxes  of  100  Cases 
Examination  Table  Paper — Rolls 
Disposable  Gowns — Case 
Disposable  Gloves  (Exam) 

Disposable  Sheets— Case 
Toilet  Paper — Rolls  or  Case 
Paper  Hand  Towels 
Facial  Tissues 
EKG  Paper 
Paper  Cups 

Disposable  Needles  & Syringes 
Alcohol 

Uristick  Products 
Tetanus  Toxoid 
Service  Towels 

Combine  Dressing  (ABD  pads)  20  yd.  x 8"  roll 
Germicide — 1 Gal. 

Sutures — 12  Doz. 

Lubofax  (lubricating  jelly)  1 doz. 


Price  Total 


$10.  per  case 

$ 30. 

25.  per  doz. 

25. 

10.  boxes  of  100 

30. 

43.30  boxes  of  200  3x3 

259.80 

18.  tubes-12  rolls 

54. 

1.35  gross 

1.35 

26.  case 

104. 

1.56  roll 

395. 

50.00 

200. 

1 1.93  case 

33.57 

11.13  case 

144.09 

10.40  case 

93.40 

3.20  roll 

160.00 

.90  boxes  250 

.90 

.68  boxes  100 

4.08 

7.50  case  of  100 

150. 

.95  sponges  per  100 

47.50 

7.00  bottle 

210. 

4.00  / 10  Tubex 

40. 

11.60  case 

266.80 

One  Doctor/Solo  Practice 
Pediatrics 
PRACTICE  B 


Price 

Total 

$ 2.10  box 

$ 4.20 

1.60 

1.60 

2.30  (500) 

13.80 

32.97  (2000  sheets) 

32.97 

9.90  (1  case) 

39.60 

.32  per  2 rolls  • 

8.00 

.59  for  2 

25.30 

.39  for  1 

9.36 

.80  for  100 

1.60 

7.50  for  100 

22.50 

Total  Expendable  Supplies  for  one  Year  $2,250.00  $317.33 

Average  for  each  Doctor  634.  317. 
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Exhibit  V 

Pro  Forma  Operating  Budgets,  First  3 Years 


First  Year 

Second 

Third 

(6  mo.  actual 

Year 

Year 

Sales 

operations) 

$426,000 

$1,000,000 

$1,250,000 

Gross  Margins 

85,200 

200,000 

250,000 

Salaries 

27,000 

48,000 

51,500 

Fringe  Benefits  & Insurance 
(Personnel) 

6,750 

12,000 

12,875 

Rent 

9,400 

14,500 

15,100 

Dept,  of  Equipment 
(except  auto) 

500 

700 

750 

Auto  Expense 

1,500 

1,500 

1,500 

Supplies  and  Postage 

1,200 

1,300 

1,400 

Advertising  + Sales  Promotion 

25,000 

15,000 

15,000 

Interest  Expense 

8,000 

47,000 

47,000 

Miscellaneous  Expense 

6,000 

8,000 

10,000 

Total  Operating  Expense 

85,350 

134,500 

155,125 

Patronage  Refund  (5%) 

21,300 

50,000 

62,500 

Reserve 

(21,650) 

15,500 

32,375 

NOTES:  (1)  These  crude  estimates  indicate  that  the  cooperative  would  be  in  a posi- 
tion to  expand  and/or  begin  to  retire  its  certificates  of  indebtedness  in  the  third  year. 
(2)  Whether  the  board  would  wish  to  dip  into  reserves  to  pay  a patronage  refund  the 
first  year  might  be  questionable. 


Three  Doctors/Group  Practice 

Two  Doctors/Surgery  One  Doctor/General  Practice  Obstetrics  and  Gynecology 

PRACTICE  C PRACTICE  D PRACTICE  E 


Price 

Total 

Price 

Total 

Price 

Total 

$ 2.40  box 

$ 2.40 

$ 7.50  case 

$ 30. 

$ 8.07  case 

$ 16.14 

2.37 

14.22 

3.00  box 

36. 

- 

- 

1.35 

32.40 

1.09  box 

32.70 

1.32 

5.28 

51.07 

204.28 

38.90  case 

155.60 

- 

- 

7.96 

39.80 

1.66  per  box  of  6 

90.00 

- 

- 

1.35 

13.50 

- 

- 

- 

- 

3.50 

3.50 

V2C  each 

40.00 

- 

- 

18.00 

144.00 

3.00  each  roll 

12.00 

20.00  case 

120.00 

- 

- 

laundered  gowns 

- 

8.15  case 

114.10 

- 

- 

.024  per  pair 

18.00 

7.60 

585.20 

8.00 

16.00 

laundered 

- 

- 

- 

.17  per  roll 

17.50 

.11  a roll 

8.75 

7.60  case 

15.20 

13.00 

65.00 

6.00  -1  case 

24.00 

14.25  case 

57.00 

.25  each  box 

1.00 

.16  box 

40.00 

8.35  case 

33.40 

- 

- 

1.85  per  roll 

7.40 

- 

- 

1 .05  box 

16.80 

.60  per  package 

15.60 

- 

- 

4.70  needles  only 

47.00 

4.14  per  box 

114.76 

8.09  box/syringes  only 

64.72 

.40  alcohol/pint 

28.80 

.50  per  pint 

10.00 

.60  per  pint 

9.60 

- 

- 

- 

- 

7.04  bottle 

168.96 

2.20 

6.60 

1.37  per  vial 

71.72 

2.80  vial 

2.80 

6.62  roll 

39.72 

_ 

_ 

7.20 

144.00 

- 

- 

- 

• 

115.00 

575.00 

- 

- 

- 

- 

$1,411.52 

705. 

$706.53 

706. 

3.84  1 doz. 

38.40 

$1,230.80 

410. 
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Exhibit  VI 

General  Summary  of  Findings 

The  purpose  of  the  pilot  study  (i.e.,  limited  sample  of  five 
doctors)  was  to  gain  some  general  indications  on  the  size  of 
the  market  and  the  distribution  environment.  The  inter- 
views with  the  doctors  and  their  staff  were  divided  into  two 
parts:  one  examined  the  consumption  of  expendable 
supplies,  and  the  second  reviewed  the  doctors’  feelings 
toward  the  “mass  purchasing"  concept. 

Expendable  Medical  Supplies — The  amount  of  expendable 
supplies  used  by  the  interviewed  doctors  is  relatively  mod- 
est. The  average  yearly  expenditure  of  the  five  participating 
doctors  was  $590  (per  doctor)  and  the  range  was  from  $317 
to  $866.  These  can  only  give  a very  general  indicator  to  the 
size  of  the  market  because  of  the  variations  in  method  of 
practice,  speciality,  and  average  number  of  patient  visits  per 
week.  Using  the  rule  of  thumb  averages  of  $600  annual  ex- 
pendable supplies  and  10,000  practicing  physicians  (8/10  of 
Society’s  total  membership),  the  maximum  total  market  po- 
tential for  the  specified  items  is  $6,000,000.  With  a minimal 
participation  of  2,000  doctors  with  the  average  yearly  ex- 
penditure of  $600,  the  market  would  amount  to  $1,200,000. 

The  doctors'  and  medical  assistants'  attitudes  about 
specified  expendable  medical  supplies  were: 

1.  The  doctors  interviewed  are  not  generally  aware  of 
the  cost  of  the  specified  expendable  medical  supplies. 

2.  Doctors  and  their  medical  assistants  generally  feel  that 
the  prices  they  are  paying  to  their  present  supplier  for  ex- 
pendable medical  supplies  are  “average”  or  “reasonable.” 

3.  The  doctors  feel  their  primary  present  suppliers  of  ex- 
pendable medical  supplies  provide  excellent  service 
(delivery  within  one  or  two  days)  and  accuracy  (“getting  ex- 
actly what  you  ordered”). 

4.  The  main  types  of  suppliers  of  expendable  medical 
supplies  were  represented  by  drug  houses  (Parke-Davis),  a 
local  surgical  supply  house  (Harrisburg  Surgical),  general 
paper  products  supplier  (Harrisburg  Paper),  and  local  drug 
stores  (Emerald  Drug).  The  use  of  merchandise  or  price 
specials  was  extremely  limited.  One  doctor  with  a more 


rural  practice  did  use  a mail  order  house  (Wollins),  but  was 
unhappy  with  delivery  time  of  two  weeks. 

5.  The  orders  to  the  suppliers  were  generally  placed  by 
telephone  by  the  medical  assistant.  The  exception  was 
giving  a detail  man  an  order  for  supplies  when  he  was 
calling  on  the  doctor.  The  delivery  was  generally  by  the 
supplier’s  own  truck. 

The  doctors'  feelings  about  the  mass  purchasing  concept 
were: 

1 . The  doctors’  knowledge  or  impression  about  a cooper- 
ative is  presently  limited. 

2.  The  concept  of  owning  a piece  of  a cooperative  is  not 
a significantly  positive  factor  in  the  doctors’  minds.  (This 
situation  might  reflect  their  limited  information  on  the  co- 
operative concept.) 

3.  The  general  idea  that  the  cooperative  can  make  pos- 
sible cost  savings  by  the  doctor  has  a definite  appeal. 

4.  The  second  appeal  of  the  cooperative  is  that  the  coop- 
erative would  deliver  products  of  reliable  quality. 

5.  A negative  idea  generated  by  the  idea  of  the  coopera- 
tive was  that  some  present  suppliers  (the  local  drug  store) 
might  be  hurt  by  the  loss  of  business.  Two  qualifying  ideas 
expressed  were  that  the  expendable  medical  supplies  weren’t 
significant  (i.e.,  large  part  of  the  supplier  business)  and  the 
cooperative  would  not  have  a local  character  to  it  (i.e., 
keeping  the  business  in  the  community). 

6.  An  almost  unanimous  requirement  of  the  proposed 
cooperative  mandated  by  the  doctors  interviewed  was  good 
service.  Good  service  was  termed  as  being  able  to  deliver  in 
not  less  than  one  week  (better  72  hours)  and  exact  filling  of 
the  order. 

Limitations  of  Research  Method — The  design  concept  of 
the  research  was  the  pilot  investigative  type  in  order  to  es- 
tablish some  basic  parameters  within  budget  limitations. 
Because  of  the  small  number  of  doctors  interviewed,  the 
limitation  of  the  study  must  be  stressed.  The  statistical 
results  of  the  study  cannot  be  projected  to  be  absolutely  rep- 
resentative of  the  state  because  of  the  small  size  of  the 
sample.  General  statistics  do,  however,  provide  some  reas- 
surance that  the  physicians  interviewed  were  representative 
(see  Exhibit  VI). 


Exhibit  VII 

Summary  of  Annual  Expendable  Medical  Supplies — Purchases  in  Five  Medical  Practices 


Yearly  Expenditure 

Practice  A 

$2,250.00 

Patient  Visits  Per  Week  x Work  Weeks 

500  x 52 

Yearly  Patient  Visits 

26,000 

Cost  per  Patient  Visit 

$.09 

Average  Number  of  Patients  per 
Doctor  per  Week 

151 

1970  National  Average  Number  of 
Patients  per  Week 

154 

National  Average  for  all 
Specialties — 1970  Average 
Patient  Visits  per  Week 

132.5 

Practice  B 

Practice  C 

Practice  D 

Practice  E 

$317.33 
53  x 50 
2,650 
$.12 

$1,411.52 

135x50 

6,750 

$.21 

$706.53 
350  x 48 
16,800 
$.04 

$1,230.00 
273  x 52 
14,196 
$.09 

53 

68 

350 

91 

143 

117 

210 

130 
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Exhibit  IX 

Prices  Paid  By  A Metropolitan  Hospital 

One  of  the  main  advantages  of  a cooperative  is  expected  to 
be  cost  savings  to  the  PMS  members.  To  gain  a greater  un- 
derstanding concerning  the  nature  of  the  marketing  of  the  ex- 
pendable medical  supplies,  a confidential  survey  of  the  prices 
of  expendable  medical  supplies  paid  by  a large  hospital  was 
made.  The  reason  for  this  phase  of  the  study  was  to  discover 
the  type  of  cost  saving  possible  through  group  buying  and 
discover  possible  problems  associated  with  the  purchase  of 
expendable  medical  supplies. 

Previous  discussion  concerning  the  gross  margin  policy 
followed  by  a manufacturer  of  expendable  medical  supplies 
revealed  the  following  patterns:  Markup  policy  to  hospitals 
12  to  14  percent;  Markup  policy  to  doctors  23  to  24  percent. 
NOTE:  The  following  limitations  of  this  research  are  noted: 
(1)  Only  one  hospital  was  studied.  (2)  Items  compared  might 
not  have  been  equal  in  quality.  (3)  Some  prices  might  be 
obsolete  due  to  rapid  price  rises  in  recent  months. 

To  explore  in  greater  detail  the  price  spread  between  prices 
paid  by  doctors  and  hospitals,  the  confidential  hospital  study 
was  undertaken.  The  qualitative  information  summary 
gained  from  these  interviews  is  the  following: 

1.  Medical  supply  expenses  have  been  observed  to 
increase  8 to  15  percent  in  the  last  twelve  months. 

2.  Suppliers  change  prices  without  prior  notice. 

3.  The  “quality”  of  the  possible  suppliers  tends  to  vary 
widely,  (a)  "Discount”  suppliers  demand  large  quantity 
orders,  (b)  Discount  suppliers’  reliability  in  delivery  (on  due 
dates)  was  questionable. 

4.  Exact  prices  were  extensively  negotiated  with  suppli- 
ers. The  willingness  of  suppliers  to  negotiate  varied,  and 
renegotiation  had  to  take  place  after  a price  change. 

5.  Generally,  the  reported  discounts  negotiated  by  the 
hospital  were  in  the  range  of  10  percent,  which  roughly  cor- 
relates with  the  previously  described  discount  policy. 


In  the  discussion  of  the  nature  of  the  expendable  medical 
supplies,  an  investigation  about  suitability  of  sutures  as  a 
stock  keeping  unit  was  made  briefly.  Specifically,  there  are  at 
least  70  types  of  sutures  and  a hospital  has  to  maintain  at  least 
35  types  based  on  applications  and  doctor  preferences.  The 
possible  variety  needed  as  basic  stock  indicated  that  this  cate- 
gory may  not  be  practical  as  an  initial  item  to  be  carried  by 
the  proposed  cooperative. 

A positive  addition  to  the  projected  list  of  possible  medical 
supplies  is  custom  printed  forms  and  stationery  for  doctors. 
Economies  of  scale  and  the  ease  of  materials  handling  of  the 
printed  matter  appear  to  warrant  further  consideration  as 
basic  stock  service  for  the  proposed  cooperative. 

The  examination  of  the  quantitative  data  of  the  compari- 
son between  the  prices  paid  by  doctors  and  by  hospitals  in- 
dicates a definite  spread  (generally  20  percent  to  50  percent) 
in  prices  paid.  The  conclusion  is  that  the  cooperative  has  the 
potential  to  make  significantly  better  “buys”  than  the  doctors 
are  currently  making. 

A summary  of  price  comparisons  of  similar  selected  items 
is  shown  below: 


Difference  from  Highest  Price 


Highest 

Doctor 

Hospital 

Percent  Hospital 
Price  Was  Lower 

Cotton  Balls 

$10.00 

$ 4.20  case 

- 58% 

Adhesive  Tube 

7.96 

3.00  tube 

- 62% 

Finger  Cots 

1.35 

.90  gross 

- 23% 

Tongue  Depressor 

3.50 

3.36  M 

- 4% 

Exam  Gloves 

7.60 

3.06  case 

-60% 

Toilet  Paper 

11.93 

14.40  case 

+ 21% 

Paper  Hand 
Towels 

14.25 

11.13  case 

- 22% 

Facial  Tissue  - 
Mouthwipes 

10.40 

4.10  case 

- 60% 

EKG  Paper  Roll 

3.20 

1.75  roll 

-45% 
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Price  Paid 

Price  Paid 

by  Doctors 

by  Hospital 

Items 

High 

Low 

Cotton  Balls 

10 

8.07 

4.20  case 

Kling  3” 

NA 

NA  (boxes) 

14.87  case 

4" 

NA 

NA  (boxes) 

19.10  case 

Band  Aids 

1.60 

1.09 

1.11  box 

Gauze  Sponges,  3"x3" 

NA 

NA 

34.1 1 case  4"x4" 

Adhesive  T ape  Tube 

7.96 

NA 

3.00  tube 

Finger  Cots 

1.35 

1.35 

.90  gross 

Tongue  Depressors 

5V2"  av. 

3.50 

3.06  M 

6" 

3.36  M 

Exam.  Table  Paper  (case) 

32.97 

18 

NA 

Exam  Gloves  (Perry) 

7.60 

NA 

3.06  M 

Exam  Gloves  (Travenol) 

NA 

NA 

58.00  cs 

Disposable  Drape  Sheets 

8.00 

NA 

NA 

Toilet  Paper 

11.93 

7.60 

14.40  case 

Paper  Hand  Towels 

14.25 

11.13 

9.56  case 

Facial  Tissues  (Mouthwipes) 

10.40 

8.35 

4.10  case 

Cold  Cups  (paper) 

NA 

NA 

26.52  case 

EKG  Paper  (Capital) 

NA 

NA 

3.50  pk 

EKG  Paper  (Abbott) 

3.20 

1.85 

1.75  roll 

21.00  cs 

Needles  & Syringes 

8.09 

NA 

(needle  & syringe] 

22  x 1 V2  syringe 

5.86  pk  (10  pk  per  cs) 

20  x 1 V2  syringe 

3.34  pk  (10  pk  per  cs) 

25  x 5/b  syringe 

5.86  pk  (10  pk  per  cs) 

Insulin  syringe 

7.24  pk  (10  pk  per  cs) 

TB  syringe 

7.39  pk  (10  pk  per  cs) 

Needles 

4.70 

NA 

(needle  only) 

18  x 1V2 

3.42  pk  (10  pk  per  cs) 

20  x 1 

3.72  pk 

20  x 1 Vi 

3.35  pk 

22  x 1 

3.35  pk 

22  x 1 y2 

3.74  pk 

25  x % 

3.79  pk 

Alcohol  pints 

NA 

Uristick  products  bottles 

NA 

Tetanus  Toxoid  vials 

2.80 

1.37 

1.10 

Combine  Dressings 

NA 

Sutures,  doz. 

35  types  used 

Lubofax,  1 doz. 

115. 

NA 

Antiseptic  microbicide 

NA 

NA 

13.50 

Betadine  per  gallon 

Exhibit  X 

Inventory  Considerations 

In  order  to  gain  an  understanding  of  the  type  of  inventory 
requirements  the  cooperative  may  generate,  a model  invento- 
ry was  designed,  based  on  the  results  of  the  pilot  study.  The 
dimensions  of  the  model  inventory  were  based  on  a minimum 
sale  of  $ 1 ,000,000  to  the  member  doctors  on  the  reported 
consumption  patterns  of  the  pilot  study.  The  limitation  ot 
this  initial  design  concept  is  that  the  ordering  patterns  of  the 
co-op  members  may  not  be  exactly  the  same  as  reported  con- 
sumption of  the  pilot  study  doctors.  This  limitation  can  be 


overcome  by  getting  definite  orders  from  the  member 
doctors  at  the  time  they  invest  in  the  buying  cooperative  and 
subsequently  on  a “blanket  contract”  basis  well  ahead  of 
desired  delivery  times. 

The  usefulness  of  this  examination  is  to  gain  an  under- 
standing of  the  amount  of  items  required  for  a basic  stock  in 
terms  of  dollars  (capital  requirements),  supplier  order  size 
(bargaining  information  for  negotiable  prices),  and 
warehouse  space.  The  minimum  $1,000,000  was  based  on 
four  times  inventory  turn  or  basic  stock  of  $250,000.  A four 
times  inventory  turn  is  conservative,  later  operational  inven- 
tory turn  might  approach  seven  to  eight  times. 
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With  a 20  percent  average  gross  margin,  the  cost  value  of 
the  basic  inventory  would  be  $200,000.  Based  on  the  value  of 
$200,000  and  rule  of  thumb  experience  of  a manager  familiar 
with  the  physical  management  of  expendable  medical 
supplies,  the  estimated  square  feet  of  warehouse  requirement 
would  be  about  20,000  square  feet. 

The  exact  location  or  locations  of  the  warehouse  dis- 
tributing points  would  be  governed  by  the  geographic 
disposition  of  the  doctors  who  join  the  buying  co-op  and 
shipping  conditions.  It  is  reasonable  to  assume  that  the  ma- 
jority of  the  members  would  probably  be  concentrated  in  the 
Philadelphia  and  Pittsburgh  areas.  Public  warehouse  space 
leases  in  the  range  of  $ 1 .00  to  $ 1 .30  a square  foot  (net  lease) 


in  Philadelphia,  depending  on  security  and  refrigeration 
requirements.  In  Pittsburgh  the  warehouse  space  gross  lease 
(owner  pays  variable  maintenance  expenses  versus  net  lease 
where  lessee  pays  all  variable  expenses)  costs  about  $ 1 .50  per 
square  foot  on  a five  to  ten  year  lease.  Warehouse  leases, 
however,  are  negotiated,  rather  than  bought  on  straight 
prices. 

The  possibility  of  supplying  all  members  out  of  a central 
warehouse  in  the  Harrisburg  area  should  also  be  explored 
once  it  is  known  how  the  members  will  be  distributed  geo- 
graphically. The  following  is  an  enumeration  of  a model 
stock  for  the  cooperative,  based  on  a four  time  turn,  20  per- 
cent possible  margin,  and  $1,000,000  sale. 


Model 
Basic  Stock 

Volume  of 

Percent 

Model  Stock 

Cotton  Balls 

1 

$ 2,000 

Kling  Bandages 

1 

2,000 

Band  Aids 

2 

4,000 

Gauze  Sponges 
(3x3  & 4x4) 

10 

20,000 

Adhesive  Tape 

3 

6,000 

Finger  Cots 

1 

2,000 

Tongue  Depressors 

2 

4,000 

Examination  Table  Paper 

12 

24,000 

Disposable  Gowns 

2 

4,000 

Disposable  Gloves 

14 

28,000 

Disposable  Sheets 

1 

2,000 

Toilet  Paper 

1 

2,000 

Paper  Hand  Towels 

5 

10,000 

Facial  Tissues 

3 

6,000 

EKG  Paper 

3 

6,000 

Paper  Cups 

1 

2,000 

Disposable  Needles 

7 

14,000 

Alcohol 

1 

2,000 

Tetanus  Toxoid 

2 

4,000 

Service  Towel 

4 

8,000 

Combine  Dressings 

4 

8,000 

Germicide,  gal. 

2 

4,000 

Sutures 

9 

18,000 

Lubofax,  doz. 

1 

2,000 

Uristick  Product 

8 

16,000 

100 

$200,000 

Appendix  B 

Articles  of  Incorporation 
of 

Pennsylvania  Physicians’  Cooperative 

WE,  THE  UNDERSIGNED,  being  natural  persons  of  full 
age  and  citizens  of  the  United  States  and  members  in  good 
standing  of  the  Pennsylvania  Medical  Society,  in  order  to 
form  a nonprofit  cooperative  under  and  pursuant  to  the 
provisions  of  the  “District  of  Columbia  Cooperative  Associa- 
tion Act,”  June  19,  1940,  ch.  397,  and  all  acts  amendatory 
thereof  and  supplemental  thereto,  do  hereby  certify  as 
follows: 


ARTICLE  I 

The  name  of  the  Cooperative  is  Pennsylvania  Physicians’ 
Cooperative. 


ARTICLE  II 

The  purposes  for  which  the  Cooperative  is  formed  are: 

and  ( ) to  do  and  perform,  either  for  itself  or  as  agent  for  its 

members,  any  and  all  acts  and  things,  and  to  have  and  exer- 
cise any  and  all  powers,  as  may  be  necessary  or  convenient  to 
accomplish  any  or  all  of  the  foregoing,  as  may  be  permitted 
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by  the  Act  under  which  the  Cooperative  is  formed,  in  this 
State  and  in  any  other  State. 


dance  with  the  provisions  of  the  “District  of  Columbia  Coop- 
erative Association  Act,”  June  19,  1940,  ch.  397,  §36,  and 
all  acts  amendatory  thereof  and  supplemental  thereto. 


ARTICLE  III 


The  Cooperative  shall  have  perpetual  existence. 


ARTICLE  VII 


ARTICLE  IV 

The  location  of  the  principal  office  of  the  Cooperative  is 

, County  of 


ARTICLE  V 

Section  1 . The  Cooperative  is  formed  not  for  profit  and 
shall  not  have  capital  stock.  Each  member  shall  be  limited  to 
one  (1)  membership  interest  which  shall  constitute  the  max- 
imum amount  of  capital  which  may  be  controlled  or  owned 
by  any  one  member.  The  property  rights  of  the  members  shall 
in  all  ways  be  equal. 

Section  2.  The  undersigned  incorporators  shall  be 
members  of  the  Cooperative.  In  addition  to  the  undersigned 
incorporators,  any  person,  firm,  or  corporation  may  become 
a member  of  the  Cooperative  by:  ( 1 ) acquiring  a membership 
interest  in  the  Cooperative,  as  shall  be  specified  in  the  Bylaws 
of  the  Cooperative;  and  (b)  agreeing  to  comply  with  and  be 
bound  by  the  terms  and  conditions  relating  to  membership 
contained  in  these  Articles  of  Incorporation  and  the  Bylaws 
of  the  Cooperative  and  any  amendments  thereto,  provided, 
however,  that  no  applicant  for  membership  shall  become  a 
member  of  the  Cooperative  unless  and  until  the  applicant  has 
been  accepted  for  membership  by  the  members  or  by  the 
Board  of  Directors  or  by  its  duly  authorized  representative. 

Section  3.  Each  member  in  good  standing  shall  be  en- 
titled to  one  (1)  vote  and  no  more  upon  any  single  subject, 
which  vote  shall  be  cast  in  person  and  not  by  proxy. 

Section  4.  The  Bylaws  of  the  Cooperative  may  define 
and  fix  the  duties  and  responsibilities  of  the  members  and 
prescribe  such  other  terms  and  conditions  upon  which 
members  shall  be  admitted  to  and  retain  membership  in  the 
Cooperative,  not  inconsistent  with  these  Articles  of  Incorpo- 
ration or  the  Act  under  which  the  Cooperative  is  organized. 


Section  1.  The  directors  of  the  Cooperative  shall  be 
elected  by  and  from  the  members  of  the  Cooperative.  The 
number  of  directors  shall  be  fixed  from  time  to  time  by  the 
Bylaws  of  the  Cooperative. 

Section  2.  The  members  of  the  Cooperative  shall  have 
the  power  to  make,  amend,  or  repeal  the  Bylaws  of  the  Co- 
operative. 

IN  WITNESS  WHEREOF,  we  have  hereunto  set  our 
names  and  addresses  and  affixed  our  seals,  this  day 

of  , 1972. 

Address  Names 


(SEAL) 

(SEAL) 

(SEAL) 

(SEAL) 

(SEAL) 


STATE  OF 
COUNTY  OF 


ss. 


On  this  day  of  , 1972,  before  me 

, a Notary  Public  in  and  for  said  State,  per- 
sonally appeared , and 

, known  to  me  to  be  the  persons  whose 

names  are  subscribed  to  the  within  instrument  and  acknowl- 
edged to  me  that  they  executed  the  same. 

IN  WITNESS  WHEREOF,  I have  hereunto  set  my  hand 
and  affixed  by  notarial  seal  the  day  and  year  first  above 
written. 


ARTICLE  VI 

Section  1.  The  net  savings  of  the  Cooperative  shall  not 
be  used  to  pay  dividends  to  members  on  their  membership  in- 
terests except  that  payments  not  in  excess  of  six  per  centum 
(6%)  may  be  made  thereon.  Receipts  shall  be  used  in  the 
manner  to  be  provided  in  the  Bylaws,  which  shall  be  consist- 
ent with  these  Articles  of  Incorporation  and  the  Act  under 
which  the  Cooperative  is  organized. 

Section  2.  No  member  shall  be  liable  for  any  debts  or 
obligations  of  the  Cooperative;  nor  shall  any  member  be  li- 
able for  any  assessment. 

Section  3.  The  method  by  which  any  surplus,  upon 
dissolution  of  the  Cooperative,  shall  be  distributed  in  accor- 


Appendix  C 

Bylaws 

Pennsylvania  Physicians’  Cooperative 

The  object  of  the  Pennsylvania  Physicians'  Cooperative  is 

ARTICLE  I.  OFFICES 

Section  1.  Principal  Office.  The  principal  office  of  the 
Cooperative  shall  be  located  at 

Section  2.  Other  Offices.  The  Cooperative  may  also 
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have  offices  at  such  other  places  as  the  Board  of  Directors, 
from  time  to  time,  may  designate. 

ARTICLE  II.  MEMBERSHIP 

Section  1.  Eligibility.  All  persons,  who  are  members  in 
good  standing  in  the  Pennsylvania  Medical  Society. 

Section  2.  Application  for  Membership.  A person  who 
is  not  one  of  the  incorporators,  in  order  to  be  admitted  to 
membership,  shall  file  with  the  Cooperative  an  application 
for  membership  in  such  form  as  shall  be  provided  by  the 
Board  of  Directors.  The  application  form  shall  include,  in 
addition  to  such  information  as  the  Board  of  Directors  may 
determine,  a statement  that  the  applicant  agrees  to  (1) 
Comply  with  and  be  bound  by  the  terms  and  conditions 
relating  to  membership  contained  in  the  Articles  of  Incor- 
poration and  in  these  Bylaws  and  amendments  thereto;  and 

(2)  Acquire  a membership  interest  in  the  Cooperative. 

Section  3.  Members.  The  members  shall  consist  of  the 
incorporators  and  such  applicants  as  have  been  approved  by 
the  members  or  by  the  Board  of  Directors  or  by  its  duly  au- 
thorized representative.  An  application  for  membership 
may  be  approved  if  it  is  believed  that  the  acceptance  of  the 
application  will  be  for  the  mutual  benefit  of  the  members 
and  consistent  with  the  accomplishment  of  the  corporate 
purposes. 

Section  4.  Transfer  of  Membership  Interest.  The  mem- 
bership interest  shall  not  be  transferable.  No  person  shall 
become  a member  unless  an  application  for  membership  is 
filed  in  accordance  with  Section  2 of  this  Article  and  is 
approved  as  therein  provided. 

Section  5.  Expulsion.  The  Board  of  Directors  may 
expel  any  member  of  the  Cooperative  at  any  duly  convened 
meeting  for  failure  to  comply  with  the  Bylaws  or  with  any 
rules  or  regulations  of  the  Cooperative  provided  that  ten 
(10)  days’  notice  has  been  given  to  the  member  in  writing 
indicating  the  intention  to  cause  the  expulsion  and  the  spe- 
cific reason  therefor  and  provided  that  the  member  is  given 
an  opportunity  to  appear  and  be  heard  in  person  or  by 
counsel.  An  appeal  from  the  action  of  the  Board  can  be 
taken  by  filing,  within  twenty  (20)  days  after  the  action,  a 
petition,  signed  and  sworn  to  by  the  member,  with  the  Sec- 
retary of  the  Cooperative,  which  petition  is  to  be  acted 
upon  by  the  members  at  the  next  meeting  after  the  petition 
is  filed.  In  the  event  of  expulsion,  the  Board  of  Directors 
shall  purchase  the  member’s  certificate  by  paying  him  the 
original  cost  of  such  certificate  along  with  any  funds  ac- 
cumulated in  his  account  in  accordance  with  Article  VII, 
Section  2 of  these  Bylaws,  less  any  indebtedness  owing  to 
the  Cooperative  by  the  member,  if  and  when  there  is  suf- 
ficient reserve  funds,  and  the  member  shall  no  longer  be  en- 
titled to  the  rights,  privileges,  and  benefits  of  membership. 

Section  6.  Limited  Liability  of  Members.  Members 
shall  not  be  liable  for  any  debts  or  obligations  of  the  Coop- 
erative and  shall  not  be  subjected  to  any  assessment. 

Section  7.  Withdrawal  from  Membership.  A member 
may  withdraw  from  membership  at  any  time  he  sees  fit,  and 
the  Directors  shall  purchase  his  membership  certificate  by 
paying  him  an  amount  determined  in  the  manner  described 
in  Section  5 of  this  Article. 

Section  8.  Death  of  a Member.  In  the  event  of  the 
I 10 


death  of  a member,  the  Cooperative  shall  purchase  his 
membership  certificate  by  paying  his  estate  an  amount  de- 
termined in  the  manner  described  in  Section  5 of  this  Ar- 
ticle. 


ARTICLE  III.  MEETINGS  OF  MEMBERS 

Section  1.  Place  of  Meetings.  All  meetings  of  members 
shall  be  held  at  the  principal  office  of  the  Cooperative  or  at 
such  other  place  as  the  Board  of  Directors,  from  time  to 
time,  may  determine. 

Section  2.  Annual  Meetings.  An  annual  meeting  of 
members  shall  be  held  on  the  each 

year  at  o'clock  a.m S.T.,  if  not  a legal  holiday, 

or,  if  a legal  holiday,  on  the  next  business  day  following. 

Section  3.  Special  Meetings.  A special  meeting  of  the 
members  may  be  called  at  any  time  by  the  President  and 
must  be  called  by  him  when  so  directed  by  a resolution  of  a 
majority  of  the  Board  of  Directors  or  by  a written  request 
signed  by  at  least  ten  per  centum  (10%)  of  the  members  of 
the  Cooperative,  provided  that  the  resolution  or  request 
specifies  the  purposes  of  the  special  meeting.  No  business 
may  be  transacted  at  any  special  meeting  unless  such  busi- 
ness was  specified  in  the  notice  for  such  meeting.  Business 
that  should  have  been  transacted  at  a regular  meeting  may 
be  transacted  at  an  ensuing  special  meeting,  if  such  business 
was  specified  in  the  notice  of  the  special  meeting. 

Section  4.  Notice  of  Meeting.  Notice  of  all  meetings 
and  of  any  unusually  important  business  to  be  transacted  at 
the  meeting  shall  be  mailed  or  delivered  not  less  than  two 
(2)  weeks  before  such  meetings,  and.  in  the  case  of  a special 
meeting,  the  purpose  or  purposes  shall  always  be  specified 
in  the  notice. 

Section  5.  Quorum.  A majority  of  the  members  present 
in  person  shall  constitute  a quorum  at  any  meeting,  but  the 
members  present  at  a duly  organized  meeting  may  continue 
to  do  business  until  adjournment  notwithstanding  the  with- 
drawal of  enough  members  to  leave  less  than  a quorum. 

Section  6.  Adjournments.  Adjournment  or  adjourn- 
ments of  any  organized  or  unorganized  annual  or  special 
meeting  of  members  may  be  taken.  Upon  such  adjourn- 
ment, it  shall  not  be  necessary  to  give  any  notice  of  the  ad- 
journed meeting  or  of  the  normal  business  to  be  transacted 
other  than  by  announcement  at  the  meeting  at  which  such 
adjournment  is  taken. 

Section  7.  Order  of  Business.  The  order  of  business  at 
regular  meetings  and,  in  so  far  as  possible,  at  other  meetings 
of  the  members  shall  be  as  follows: 

(1)  recording  of  the  members  present  by  the  number 
thereof  or  by  their  names; 

(2)  reading  of  notice  of  meeting; 

(3)  reading  and  action  on  the  record  of  all  proceedings 
and  of  all  meetings  that  remain  unapproved; 

(4)  reports  of  the  Board  of  Directors  and  of  officers  and 
committees; 

(5)  presentation  of  profit  and  loss  statement  and  balance 
sheet,  audited  at  the  end  of  each  fiscal  year  by  an  experi- 
enced bookkeeper  or  accountant,  who  shall  not  be  an  of- 
ficer or  a director.  Where  the  annual  business  is  less  than 
$10,000,  the  audit  may  be  performed  by  an  auditing  com- 
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mittee  consisting  of  three  (3)  persons  who  are  not  directors, 
officers,  or  employees  and  who  are  elected  by  and  from  the 
members. 

(6)  elections; 

(7)  unfinished  business; 

(8)  new  business;  and 

(9)  adjournment. 

Section  8.  Voting.  A member  shall  be  entitled  to  only 
one  vote  upon  any  single  subject,  which  vote  shall  be  cast  in 
person  and  not  by  proxy.  At  any  meeting  of  members,  all 
elections  and  questions  shall  be  determined,  except  as  is 
specifically  provided  otherwise  by  law  or  by  these  Bylaws, 
by  the  votes  of  a majority  of  the  members  present  in  person. 
No  member  shall  be  permitted  to  vote  at  any  meeting  of  the 
Cooperative  if  he  owes  to  the  Cooperative  any  obligation 
that  is  past  due  and  if  he  has  been  sent  notice  that  he  will 
not  be  permitted  to  vote  until  his  past  due  obligation  is 
paid. 

Section  9.  Elections.  At  all  elections,  nominations  shall 
be  made  from  the  floor.  Unless  there  is  no  contest,  the 
voting  shall  be  by  closed  ballot. 


ARTICLE  IV.  BOARD  OF  DIRECTORS 

Section  1 . Number.  The  affairs  of  the  Cooperative  shall 
be  managed  by  a Board  of  Directors  consisting  of 
( ) persons  elected  by  and  from  the  members  of  the  Coop- 

erative. 

Section  2.  Term  of  Office.  The  Board  of  Directors 
elected  at  the  first  meeting  of  the  members  of  the  Coopera- 
tive shall  hold  office  until  their  successors  assume  office. 
The  first  Board  of  Directors  shall  decide  by  lot  or  other- 
wise, as  they  may  deem  best,  who  shall  constitute  the 
( ) directors  whose  terms  of  office  are  to  end  at 

the  next  election  at  the  annual  meeting  of  members.  There- 
after ( ) directors  are  to  be  elected  at  one  annual 

meeting,  and  ( ) directors  are  to  be  elected  at  the 

next  annual  meeting,  and  each  director  shall  be  elected  for  a 
term  of  two  (2)  years  and  until  his  successor  is  elected  and 
assumes  office.  A director  shall  be  eligible  for  reelection  at 
the  expiration  of  the  term  of  his  office. 

Section  3.  Removal  of  Directors.  Any  director  may  be 
removed  from  office  with  or  without  cause  by  a vote  of  not 
less  than  seventy-five  per  centum  (75%)  of  the  members  of 
the  Cooperative  present  at  any  meeting,  the  notice  for 
which  includes  such  purpose.  If  a director  is  removed,  the 
members  may  at  the  same  meeting  fill  the  vacancy. 

Section  4.  Vacancies.  In  the  event  of  any  vacancy  in 
the  Board  of  Directors  through  death,  resignation,  or  other 
cause,  but  not  if  a director  has  been  removed  or  if  the 
number  of  directors  has  been  increased,  the  remaining 
directors  may  by  a majority  vote,  elect  a successor  to  hold 
office  until  the  next  meeting,  at  which  time  a director  shall 
be  elected  to  complete  the  term  of  the  director  whose  place 
was  vacant. 

Section  5.  Compensation.  No  compensation  shall  be 
paid  to  directors  [other  than  dollars  for  each  month 

in  which  they  have  attended  one  or  more  meetings.]  A 
director  shall  not  be  entitled  to  any  remuneration  for  serv- 
ices performed  by  him  in  any  capacity  for  the  C ooperative 


unless  a resolution  authorizing  payment  for  such  services 
has  been  adopted  before  the  services  were  begun. 

Section  6.  Duties  of  the  Board.  The  duties  and  powers 
ot  the  Board  of  Directors,  in  addition  to  those  imposed  else- 
where in  the  Bylaws,  and  in  addition  to  those  necessary  or 
appropriate  for  the  proper  conduct  of  the  affairs  of  the  Co- 
operative, shall  be  as  follows; 

(a)  to  manage  the  affairs  of  the  Cooperative  to  include 
the  manner  in  which  the  receipts  of  the  Cooperative  will  be 
disposed  in  accordance  with  Article  VII,  herein,  and  to 
make  all  proper  rules  and  regulations  in  connection 
therewith; 

(b)  to  borrow  money  for  the  Cooperative  and  to  make, 
execute,  and  issue  mortgages,  bonds,  deeds  of  trust,  trust 
agreements,  and  any  negotiable  or  other  instruments  and 
securities  secured  by  mortgage  or  otherwise; 

(c)  to  enter  into  such  contracts  as  may  help  effectuate  the 
purposes  of  the  Cooperative,  which,  without  limitation, 
shall  include 

[specific  powers  and  limitations] 

(d)  to  appoint  committees  composed  of  members  and  to 
delegate  to  them  any  duties  that  are  required  to  be  executed 
and  to  require  such  committees  to  report  to  the  Board  of 
Directors  or  to  the  members; 

(e)  to  make  such  reports  at  the  annual  meetings  as  are  nec- 
essary to  disclose  in  detail  the  financial  condition  of  the  Co- 
operative, the  compensation  of  directors,  officers,  and  em- 
ployees, and  the  status  of  the  affairs  of  the  Cooperative;  and 

(f)  to  consider  and  pass  upon  applications  for  membership 
or  to  authorize  an  officer  or  representative  of  the  Coopera- 
tive to  consider  and  pass  upon  applications  for  membership. 


ARTICLE  V.  MEETINGS  OF  BOARD  OF  DIRECTORS 

Section  1.  Place  of  Meetings.  All  meetings  of  the  Board 
of  Directors  shall  be  held  at  the  principal  office  or  at  such 
other  place  as  the  Board  of  Directors,  from  time  to  time, 
may  determine. 

Section  2.  Regular  Meetings.  Regular  meetings  of  the 
Board  of  Directors  shall  be  held  immediately  after  the  an- 
nual meeting  of  members  and  once  a month  thereafter,  at 
such  time  and  date  as  may  be  fixed  by  the  directors  for  reg- 
ular meetings. 

Section  3.  Special  Meetings.  Special  meetings  of  the 
Board  of  Directors  may  be  called  at  any  time  by  the  Presi- 
dent or  by  three  (3)  directors. 

Section  4.  Notice.  No  notice  shall  be  required  for  regular 
meetings  of  the  Board  of  Directors,  but  for  special  meetings 
notice  shall  be  mailed  or  delivered  not  less  than  five  (5)  days 
before  the  meeting,  and  the  notice  shall  state  the  purpose  of 
the  meeting,  and  no  other  business  shall  be  transacted  except 
with  the  unanimous  consent  of  all  the  directors  holding  of- 
fice. 

Section  5.  Quorum.  A majority  of  all  the  directors 
elected  shall  constitute  a quorum  for  the  transaction  of  busi- 
ness at  any  meeting. 

Section  6.  Official  Acts  of  the  Board.  Each  of  the  official 
acts  of  the  Board  of  Directors  shall  be  by  a majority  vote  of 
the  directors  present  and  shall  be  recorded  with  the  yeas  and 
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nays  of  each  director  or  the  unanimous  approval  thereon  in 
the  minute  book  of  the  Cooperative. 

ARTICLE  VI.  OFFICERS  AND  EMPLOYEES 

Section  1 . Election  of  Officers.  The  Board  of  Directors 
shall  elect  a President,  Vice  President,  Secretary,  Treasurer, 
and  Assistant  Secretary-Treasurer,  all  of  whom  shall  be 
members  of  the  Cooperative.  The  President  and  Vice  Presi- 
dent shall  be  directors.  The  remaining  officers,  if  not 
members  of  the  Board  of  Directors,  may  participate  in  meet- 
ings of  the  Board  without  the  power  to  vote  at  such  meetings. 

Section  2.  Duties  of  President  and  Vice  President.  The 
President  shall  preside  at  all  meetings  of  members  or  of 
directors.  He  shall  rule  on  all  questions  and  points  of  order 
that  may  arise  during  the  course  of  meetings  and  shall  not 
vote  at  meetings  of  the  members  unless  there  is  a tie.  Except 
as  otherwise  provided  by  resolution,  he  shall  sign  or  counter- 
sign all  checks,  notes,  bonds,  and  other  evidences  of  indebt- 
edness issued  by  the  Cooperative,  all  certificates  issued  to 
members,  all  contracts  and  other  official  instruments  or  doc- 
uments of  the  Cooperative.  In  the  absence  of  the  President, 
or  in  the  event  of  his  inability  or  refusal  to  act,  the  Vice  Presi- 
dent shall  act  in  his  stead. 

Section  3.  Duties  of  Secretary.  The  Secretary  shall  send 
notices  of  all  meetings  and  keep  minutes  thereof.  He  shall 
have  charge  of  the  seal,  membership  books,  papers,  docu- 
ments, and  other  records  belonging  to,  or  in  the  possession  of 
the  Cooperative. 

Section  4.  Duties  of  Treasurer.  The  Treasurer  shall  have 
custody  of  all  funds  and  securities  of  the  Cooperative.  He 
shall  deposit  in  the  name  of  the  Cooperative  all  funds 
together  with  notes,  checks,  or  similar  instruments  endorsed 
by  him  for  collection  in  such  place  or  places  as  the  Board  of 
Directors  may  designate.  Receipts  and  vouchers  for 
payments  shall  be  signed  by  him.  Except  as  otherwise 
provided  by  resolution,  he  shall,  jointly  with  the  President, 
sign  or  countersign  all  checks,  notes,  bonds,  or  other  evi- 
dences of  indebtedness.  He  shall  keep  complete  books  of  ac- 
count and  shall  make  monthly  reports  to  the  Board  of 
Directors,  showing  in  detail  the  financial  condition  of  the 
Cooperative,  including  a list  of  all  members  indebted  to  it, 
the  amount  of  their  indebtedness,  and  the  nature  of  their  in- 
debtedness. He  shall  pay  obligations  of  the  Cooperative  when 
due  and  shall  otherwise  make  disbursements  under  the 
discretion  and  approval  of  the  Board  of  Directors.  He  shall, 
before  entering  upon  the  discharge  of  his  duties,  become 
bonded  with  a responsible  surety  company,  at  the  expense  of 
the  Cooperative,  in  such  sum  and  form  as  the  Board  of 
Directors  may  require  and  approve. 

Section  5.  Duties  of  Assistant  Secretary-Treasurer.  In 
the  absence  of  the  Secretary  or  the  Treasurer,  or  in  the  event 
of  their  inability  or  refusal  to  act,  the  Assistant  Secretary- 
Treasurer  shall  act  in  their  stead. 

Section  6.  Additional  Duties.  In  addition  to  the  duties 
herein  enumerated,  the  officers  shall  perform  such  other 
duties  as,  from  time  > time,  may  be  assigned  to  them  by  the 
Board  of  Directors. 

Section  7.  Removal  of  Officers.  Any  officer  may  be 
removed  from  office  with  or  without  cause  by  a vote  of  not 
less  than  seventy-five  per  centum  (75%)  of  the  Board  of 


Directors  present  at  any  meeting,  the  notice  for  which  shall 
include  such  purpose.  If  an  officer  is  removed,  the  members 
may  at  the  same  meeting  fill  the  vacancy. 

Section  8.  Manager.  There  shall  be  a manager  who  shall 
be  selected  by  the  Board  of  Directors.  He  shall  have  general 
supervision  over  the  property  and  the  affairs  of  the  Coopera- 
tive, subject  always,  however,  to  the  direction,  management, 
and  control  of  the  Board  of  Directors.  He  shall  make 
monthly  written  reports  to  the  Board  of  Directors,  which 
shall  set  out  in  detail  the  general  condition  of  the  Coopera- 
tive. The  manager  shall  further  perform  such  other  duties  as, 
from  time  to  time,  may  be  assigned  to  him  by  the  Board  of 
Directors.  He  shall,  before  entering  upon  the  discharge  of  his 
duties,  become  bonded  with  a responsible  surety  company,  at 
the  expense  of  the  Cooperative,  in  such  sum  and  form  as  the 
Board  of  Directors  may  require  and  approve. 


ARTICLE  VII.  DISPOSITION  OF  RECEIPTS 

Section  1 . Ascertainment  of  Net  Savings.  The  receipts  of 
the  Cooperative  during  each  year  shall  be  first  employed  for 
the  payment  of  all  its  operating  expenses,  including,  without 
limitation,  wages,  salaries,  taxes,  maintenance,  repairs, 
upkeep,  replacement,  insurance,  and  interest,  and  for  the 
payment  of  any  other  obligations  of  the  Cooperative  as  they 
become  due.  The  balance  shall  be  considered  as  the  net 
savings  of  the  Cooperative. 

Section  2.  A pplication  of  Net  Savings.  The  net  savings  of 
the  Cooperative,  as  determined  in  the  manner  set  forth  in 
Section  1 of  this  Article  VII,  shall  be  apportioned  annually  in 
the  following  manner:  ( 1 ) Writing  off  preliminary  expenses; 
(2)  Not  less  than  ten  per  centum  ( 1 0% ) shall  be  placed  in  a 
reserve  fund  until  such  time  as  the  fund  shall  equal  at  least 
fifty  per  centum  (50%)  of  the  paid-up  capital;  and  such  fund 
may  be  used  in  the  general  conduct  of  the  business.  The 
amounts  apportioned  to  the  reserve  fund  shall  be  allocated  on 
the  books  of  the  association  on  a patronage  basis,  or  in  lieu 
thereof,  the  books  and  records  of  the  association  shall  afford 
a means  for  doing  so,  in  order  that  upon  dissolution  or  earli- 
er, if  deemed  advisable,  such  reserves  may  be  returned  to  the 
patrons  who  have  contributed  the  same,  subject  to  the  limita- 
tions governing  the  methods  and  procedures  for  the  dissolu- 
tion of  a Cooperative  Association  in  the  District  of 
Columbia;  (3)  A return  upon  capital,  not  to  exceed  six  per 
centum  (6%),  may  be  paid  upon  each  membership  certifi- 
cate; but  such  return  upon  capital  may  be  paid  only  out  of  the 
surplus  of  the  aggregate  of  the  assets  over  the  aggregate  of  the 
liabilities  (including  in  the  latter  the  amount  of  capital)  after 
deducting  from  such  aggregate  of  the  assets  the  amount  by 
which  such  aggregate  was  increased  by  unrealized  apprecia- 
tion in  value  or  revaluation  of  fixed  assets;  (4)  A portion  of 
the  net  savings,  not  to  exceed  five  per  centum  (5%),  shall  be 
allocated  for  educational  purposes.  (5)  The  remainder  shall 
be  allocated  at  the  same  uniform  rate  to  all  members  of  the 
Cooperative  in  proportion  to  their  individual  patronage;  (6) 
Notwithstanding  the  above,  nothing  in  this  Section  shall 
prevent  the  Cooperative  from  disposing  of  the  net  savings 
from  the  rendering  of  services  in  such  manner  as  to  lower  the 
fees  charged  for  services  or  otherwise  to  further  the  common 
benefit  of  the  members.  In  addition,  nothing  in  this  Section 
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shall  prevent  an  association  from  adopting  a system  whereby 
the  payment  of  savings  returns  which  would  otherwise  be  dis- 
tributed shall  be  deferred  for  a fixed  period  of  months  or 
years. 


ARTICLE  VIII.  MEMBERSHIP  INTERESTS  AND 
CERTIFICATES  THEREFOR 

Section  1.  Capital.  The  capital  of  the  Cooperative  shall 
consist  of  the  aggregate  amount  standing  to  the  credit  of 
members  on  account  of  the  membership  interests  allotted  to 
them.  A membership  interest  shall  cost  Dollars 

($  )• 

Section  2.  Form  of  Membership  Certificate.  Mem- 
bership certificates  shall  be  consecutively  numbered  and 
bound  in  one  or  more  books  and  shall  be  issued  in  order 
therefrom;  and  on  the  stub  thereof  opposite  each  such  certifi- 
cate shall  be  entered  the  name  and  address  of  the  owner, 
together  with  the  date  of  issue,  and  each  certificate  shall  be 
receipted  for  upon  such  stub  or  shall  have  affixed  thereto  a 
post-office  receipt.  The  certificate  shall  exhibit  the  name  of 
the  holder  and  shall  be  signed  by  the  President  and  by  the 
Treasurer  or  Secretary.  The  certificate  shall  be  sealed  with 
the  seal  of  the  Cooperative,  unless  an  engraved  or  printed  fac- 
simile thereof  shall  be  represented  thereon.  Every  such  certif- 
icate, among  other  things,  shall  state  that: 

(a)  No  dividends  or  interest  shall  be  payable  upon  the  cer- 
tificate except  in  the  manner  and  limited  amount  as  provided 
for  in  the  Bylaws; 

(b)  All  members  have  the  right  to  but  one  vote;  and 

(c)  The  certificate  is  not  transferable. 

Section  3.  Issue  of  Certificates.  Membership  certificates 
shall  be  issued  to  each  member  only  after  they  have  been  paid 
for  in  full. 

Section  4.  Lien  on  Certificates.  The  certificates  of  all 
members  shall  be  subject  to  any  and  all  debts  owed  to  the  Co- 
operative by  such  members,  and  the  Cooperative  shall  have  a 
lien  upon  the  certificates  of  the  members  and  upon  all 
moneys  due  to  the  members  for  any  debts  owing  by  the 
members  to  the  Cooperative. 


ARTICLE  IX.  MISCELLANEOUS 

Section  1.  Fiscal  Year.  The  fiscal  year  of  the  Coopera- 
tive shall  begin  on  the  first  day  of  January  and  close  on  the 
last  day  of  December. 

Section  2.  Adoption  and  Form  of  Seal.  The  seal  of  the 
Cooperative  shall  contain  the  name  of  the  Cooperative  in  the 
form  as  impressed  in  the  margin  hereof,  and  the  seal  in  that 
form  shall  be,  and  is  hereby  adopted  as,  the  official  seal  of  the 
Cooperative. 

Section  3.  Amendments  to  Bylaws.  The  Bylaws  ot  the 
Cooperative  may  be  altered,  amended,  rescinded,  or  added  to 
by  the  vote  of  a majority  of  the  members  present  at  a special 
meeting  convened  for  such  purpose  or  at  a regular  meeting, 
but  the  notice  of  the  special  or  regular  meeting  must  set  forth 
fully  and  clearly  the  proposed  alteration,  amendment,  rescis- 
sion, or  addition. 


Appendix  G 

Supplemental  Report 
Council  of  Medical  Service 

The  following  report  outlines  recent  developments 
related  to  Pennsylvania  Blue  Shield  and  is  being  submitted 
for  the  consideration  of  the  House  of  Delegates  as  a Supple- 
ment to  the  Annual  Report  of  the  Council  on  Medical  Serv- 
ice: 

Pennsylvania  Blue  Shield  Proposed  Plan  “C” 

The  House  of  Delegates  in  1971  approved  the  following 
recommendation  of  the  Council  on  Medical  Service: 

Council  Recommendation 

The  Council  on  Medical  Service  recommends  that  the 
House  of  Delegates  reiterate  its  support  of  the  Prevailing 
Fee  concept  and  urge  Pennsylvania  Blue  Shield  to  con- 
tinue to  actively  market  the  prevailing  Fee  Program.  The 
Council  also  recommends  that  Blue  Shield  continue  its 
original  efforts  to  revise  Plan  B (in  lieu  of  offering  the 
proposed  Plan  C)  in  accordance  with  previous  recom- 
mendations approved  by  the  Council  and  the  PMS  Board 
of  Trustees. 

In  making  that  recommendation  to  the  1971  House  of 
Delegates,  the  Council  on  Medical  Service  concluded,  at 
that  time,  that  the  limited  advantages  of  offering  a new  fee 
schedule  program  would  not  offset  the  adverse  effects  an 
additional  plan  would  have  on  the  prevailing  fee  program. 

From  that  time  to  the  present,  Pennsylvania  Blue  Shield 
has  continued  to  emphasize  the  marketing  of  the  Prevailing 
Fee  Program,  but  they  have  not  been  able  to  significantly 
improve  the  Plan  B fee  schedule,  due  largely  to  the  re- 
straints applied  by  the  Pennsylvania  Insurance  Commis- 
sioner. However,  Blue  Shield  did  introduce  the  previously- 
proposed  Plan  “C”  as  an  experimental  program  which  was 
put  into  effect  in  the  latter  part  of  1971  with  approximately 
99,000  Bell  Telephone  Company  of  Pennsylvania  employ- 
ees. 

The  following  figures  show  that  the  number  of  Blue 
Shield  subscribers  enrolled  under  the  various  programs  has 
changed  significantly  in  the  past  two  years. 

May  31,  1971  July  31,  1973 

Plan  A 329,543  163.323  3.05% 

Plan  B 3,235,264  2,620,362  48.98% 

Prevailing  Fee  1,692,437  2,465.825  46.09% 

(There  are  approximately  1.88  percent  of  Blue  Shield 
subscribers  enrolled  under  the  Bell  Telephone  experimental 
program) 

With  full  recognition  of  the  House  of  Delegates'  past 
aversion  to  fixed  fee  schedule  programs.  Blue  Shield  deter- 
mined in  May  of  this  year  to  again  come  to  the  Society  with 
a new  fee  schedule  plan  which  would  provide  more  realistic 
fees  than  Plan  B and  would  also  provide  service  benefits  at 
a higher  income  limit.  This  proposal  was  considered  in 
depth  by  the  council's  Subcommittee  to  Advise  Blue  Shield 
on  July  29,  1973  and  again  by  the  Council  on  Medical  Serv- 
ice on  September  16,  1973. 

The  Blue  Shield  representatives  brought  the  following 
points  to  the  attention  of  the  council  to  support  the  in- 
troduction of  the  proposed  Plan  “C": 
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1 . It  was  felt  that  it  would  be  easier  to  obtain  the  approv- 
al of  the  Insurance  Department  of  a new  Plan  “C”  rather 
than  an  improvement  of  the  current  Plan  B.  (This  would 
seem  to  be  more  feasible  under  the  current  Phase  IV  restric- 
tions of  the  Economic  Stabilization  Act); 

2.  The  upgrading  of  subscribers'  coverage  from  Plan  B 
to  Prevailing  Fee  has  not  been  as  rapid  as  originally  hoped. 
A new  Plan  “C”  would  offer  an  option  that  would  be  an  im- 
provement on  Plan  B but  less  than  the  Prevailing  Fee; 

3.  The  rate  increase  recently  received  for  Plan  B was  not 
sufficient  to  stop  the  drain  on  Blue  Shield  reserves.  A new 
Plan  C could  and  would  be  properly  rated  which  would  ulti- 
mately improve  Blue  Shield's  financial  situation; 

4.  Certain  important  purchasers  of  health  care  coverages 
in  Pennsylvania  are  demanding  a better  fee  schedule  plan 
with  broader  benefits,  more  adequate  fee  allowances,  and 
higher  income  limits  for  service  benefits.  These  Union- 
Management  people  object  to  what  they  regard  as  the  open- 
ended  cost  uncertainties  inherent  in  the  Prevailing  Fee  Pro- 
gram; 

5.  The  proposed  Plan  "C"  would  provide  for  periodic 
adjustment  in  premiums,  fees,  and  income  limits. 

The  principal  objectives  that  were  established  for  Plan  C 
development  are  as  follows: 

1.  To  include  benefits  which  cover  as  a minimum  those 
services  covered  under  the  Prevailing  Fee  100  Program; 

2.  To  avoid  the  restrictions  of  the  existing  fee  schedule 
program  (minimums,  deductibles,  etc.); 

3.  To  provide  fees  which  would  be  somewhat  lower  than 
the  statewide  average  customary  charges; 

4.  To  provide  rates  which  would  be,  on  the  average, 
somewhat  lower  than  those  of  Prevailing  Fee  100; 

5.  To  provide  the  service  benefits  provision  at  income 
levels  which  include  a majority  of  potential  Plan  C 
subscribers  in  the  under-income  limit. 

The  House  of  Delegates  should  be  aware  of  several  areas 
of  concern  which  the  council  discussed  in  detail  with  Blue 
Shield  representatives.  There  was  concern  that  a program 
such  as  the  Proposed  Plan  "C”  would  have  an  adverse  effect 
on  the  marketing  of  the  Prevailing  Fee  Program.  The 
council  foresaw  the  possibility  that  regular  updates  of 
payments  and  premiums  in  the  new  plan  could  at  some  time 
conceivably  surpass  those  of  the  Prevailing  Fee  Program 
which  have  been  held  down  by  the  Insurance  Department 
and  various  federal  restrictions.  In  responding  to  this  con- 
cern, Blue  Shield  representatives  indicated  that  it  is  their 
objective  in  calculating  Plan  "C"  fees  to  pay  at  least  80  per- 
cent of  the  physician’s  reported  charge  at  least  70  percent  of 
the  time.  In  this  respect,  the  Council  on  Medical  Service 
considered  a proposed  schedule  of  approximately  1 ,500  fee 
allowances  which  were  designed  to  be  at  least  as  high  as 
Plan  B and  no  higher  than  the  average  charges  reported 
under  the  Prevailing  Fee  Program.  Additionally,  Blue 
Shield  indicated  that  the  Proposed  Plan  C would  become 
the  alternative  to  the  Prevailing  Fee  Program  for  those  who 
do  not  wish,  or  cannot  afford,  to  purchase  Prevailing  Fee 
coverage.  It  is  their  intent  to  eventually  upgrade  all 
subscribers  currently  covered  by  Plan  A or  Plan  B to  either 
the  Prevailing  Fee  Program  or  Plan  C,  thus  eliminating  the 
inadequate  coverage  currently  in  effect  for  about  one-half 
of  all  Blue  Shield  subscribers. 
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Another  area  of  concern  expressed  by  the  council  related 
to  the  concept  of  automatic  annual  adjustments  in  the 
premium,  the  fees,  and  income  limits  of  any  new  fee  sched- 
ule program.  Plan  A and  Plan  B serve  as  classic  examples  of 
what  inflation  does  to  such  programs,  and  the  council  was 
determined  that  any  new  programs  offered  by  Blue  Shield 
must  incorporate  an  automatic  escalating  factor  designed  to 
keep  fees,  premiums,  and  income  levels  abreast  of  the  gen- 
eral economy.  There  was  strong  feeling,  particularly  at  the 
subcommittee  level,  that  any  new  fee  schedule  program 
should  be  linked  directly  to  some  factor  of  the  Consumer 
Price  Index.  However,  Blue  Shield  representatives  believe 
that  a more  equitable  method  would  be  to  relate  Plan  C up- 
dates to  the  Prevailing  Fee  Program  through  comparative 
performance  data  to  preserve  the  relative  positioning  of 
Plan  C and  Prevailing  Fee  in  the  marketplace. 

The  House  should  be  aware  that  the  council  spent  consid- 
erable time  discussing  possible  income  limits  to  be  incorpo- 
rated into  any  proposed  new  plan.  The  bylaws  of  Pennsyl- 
vania Blue  Shield  require  that  income  limits  for  service 
benefits  to  be  applicable  to  any  new  plan  must  be  approved 
by  the  Board  of  Trustees  of  the  Pennsylvania  Medical  Soci- 
ety as  well  as  the  Blue  Shield  corporate  membership.  Blue 
Shield  is  hopeful  that  the  PMS  Board  would  not  act  on  any 
proposed  income  limits  until  such  time  as  they  have  been 
approved  by  Blue  Shield's  own  corporate  membership, 
which  will  not  meet  until  after  the  November  7,  1973  meet- 
ing of  the  Blue  Shield  Board  of  Directors.  The  council, 
however,  recommended  that  as  a guideline,  any  increase  in 
income  limits  should  he  proportionate  to  the  increase  in 
fees  paid  using  Plan  B as  a base  for  consideration. 

1 n spite  of  the  position  taken  by  the  1971  House  of  Dele- 
gates and  in  light  of  the  foregoing  findings,  and  current  de- 
velopments, the  Council  on  Medical  Service  makes  the  fol- 
lowing recommendation; 

Council  Recommendation 

The  Council  on  Medical  Service  recommends  that  the 
Pennsylvania  Medical  Society’s  House  of  Delegates 
approve  the  concept  of  the  Pennsylvania  Blue  Shield 
proposed  Plan  C fee  schedule  plan  and  direct  the  Board 
of  Trustees  to  determine  the  appropriate  income  levels 
and  fee  schedule  allowances  provided  such  a proposal 
includes  a mechanism  that  would  allow  for  annual  adjust- 
ment in  the  premium,  the  fees  paid,  and  the  income  limits 
for  service  benefits.  Further,  it  is  recommended  that  such 
updates  be  automatic  and  implemented  on  a timely  basis. 

Appendix  H 

Supplemental  Report 
Council  on  Governmental  Relations 

Attached  to  this  memo  is  a list  of  over  fifty  bills  in- 
troduced into  the  Pennsylvania  General  Assembly  which 
the  Council  on  Governmental  Relations  is  following  during 
this  1973-74  session.  These  are  only  the  measures  that  have 
been  introduced  as  of  October  1,  1973;  and,  since  this  ses- 
sion will  last  until  the  end  of  November  1974,  there  will 
probably  be  a great  many  more  for  us  to  consider  and  to  be 
concerned  with. 
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Legislation  of  Interest  to  Medicine  Introduced  into 
the  1973-74  Session  of  the  Pennsylvania  General  Assembly 

October  1, 1973 


Bill  No. 

Explanation 

Society’s 

Position 

Legislative  Position 

S-443 

H-747 

Excuses  hospitals  and  physicians 
from  performing  abortions 

Excuses  hospitals  and  physicians 
from  performing  abortions 

Abortion 

Support 

Support 

Passed  House 
and  Senate 
Act  No.  78.1973 
Laid  on  table 
July  16,  1973 

El-712 

Illegal  to  terminate  certain 
pregnancies 

Oppose 

Referred  to  Law  and 
Justice  Committee 

H-818 

Offenses  defined  for  committing 
abortions 

Oppose 

Referred  to 
Committee  on 
State  Gov't. 

El-923 

Restricts  use  of  state  money  for 
abortions 

Oppose 

Debated  in  the 
House;  recommitted 
to  Committee  on 
Health  and  Welfare 

S-67 

S-68 

S-69 

H-887 

Upgrade  state  ambulance  services, 
require  operators  to  have  certain 
basic  education  and  licensure  by 
the  Pennsylvania  Department  of 
Health 

Ambulances 

Support 

Senate  bills  have 
passed  Senate; 
now  in  House  Com- 
mittees 

H-139 

S-151 

S-733 

Remove  provision  from  Blue  Shield 
Act  that  requires  a majority  of 
directors  to  be  physicians 

Blue  Shield 

Oppose 

All  remain  in 
Committee 

H-766 

H-767 

Require  a course  in  VD  education  in 
high  schools 

Child  Health 

Support 

Referred  to 
Committee  on 
Education 

H-630 

S-1028 

Further  prescribing  disciplinary 
powers  of  Chiropractic  Board 

Chiropractic 

No  action 

House  Bill  re- 
ferred to  Commit- 
tee on  Consumer 
Protection;  Senate 
Bill  in  Committee 
on  State  Gov’t. 

H-1360 

No  “practitioner  of  the  healing  arts” 
may  use  x-ray  unless  graduated  from 
an  “accredited”  school 

Support 

Referred  to  House 
Committee  on 
Health  and  Welfare 

H-1361 

No  “healing  arts"  practitioner  to  be 
licensed  in  Pennsylvania  unless 
graduated  from  an  accredited  school 

Support 

Referred  to  House 
Committee  on 
Health  and  Welfare 

S-348 

S-349 

Coroner  to  be  appointed  by  County 
Commissioners 

Coroner 

Oppose 

Referred  to  Commit- 
tee on  Local  Gov’t. 
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Society’s 

Bill  No. 

Explanation 

Position 

Legislative  Position 

Drugs 

H-289 

School  or  family  physician  to  give 

Support 

Referred  to  House 

urine  test  to  students  believed  to  be 

Committee  on 

using  drugs 

Education 

S-45 

Amends  the  “Controlled  Substance,  Drug, 

No  action  taken 

Remains  in  Senate 

Device  and  Cosmetic  Act”  to  add  an 

Committee  on  Public 

additional  prohibited  act — “The  dis- 
pensing by  a physician,  not  in  the 
ordinary  course  of  his  duties,  of  drugs 
and  controlled  substances  in  violation 
of  the  provisions  of  this  act.” 

Health  and  Welfare 

H-652 

Pharmacists  may  substitute  from  an 

Oppose 

Referred  to  Com- 

H-653 

approved  list  of  equivalents 

mittee  on  Health 
and  Welfare 

H-888 

Prescriptions  in  triplicate  on  check- 

Oppose 

Referred  to  Health 

type  paper 

and  Welfare; 
hearings  held — 
Society  testified 

S-477 

Moves  amphetamines  to  Schedule  I 

Received  for 

Referred  to  Commit- 

information 

tee  on  Public 
Health  and  Welfare 

Fluoridation 

H-10 

Requires  companies  serving  20,000 

Support 

Voted  down  in  the 

or  more  customers  to  fluoridate  their 

House 

water 

Hearing  Aids 

S-792 

License  hearing  aid  dealers — Academy 

Oppose 

Remains  in  Commit- 

of Ophthalmology  and  Otolaryngology 
favors  their  own  legislation 

tee  on  State  Gov’t. 

Hospitals 

S-631 

Approval  by  state  of  hospital  con- 

Support in  principle 

Referred  to  Commit- 

struction 

tee  on  Public  Health 
and  Welfare 

H-987 

Governor’s  “Comprehensive  Health  Care 

Oppose — but  can 

In  House  and  Senate 

S-863 

Act” 

support  certain 

Health  and  Welfare 

features,  i.e. 
“Certificate  of  Need,” 
etc. 

Committees 

Identification 

H-785 

Identification  cards  to  coronary 

Support  in  principle 

Referred  to 

patients 

Health  and  Welfare 

Immunization 

H-1362 

Requires  school  physicians  to 

Support 

In  House  Committee 

immunize  children  of  indigent 

on  Health  and  Wel- 

parents 

fare 

H-1363 

“Advisory  Health  Board”  to  make 

Support 

In  House  Committee 

rules  concerning  immunization  prior 

on  Health  and  Wel- 

to school  entry 

fare 

H-1364 

Amends  “Public  School  Code”  to  re- 

Support 

In  House  Committee 

quire  schools  to  abide  by  the  rules 

on  Health  and  Wel- 

of the  Advisory  Health  Board 

fare 

H-1365 

Exempts  physicians  and  nurses  from 

Support 

In  House  Committee 

liability  when  participating  in 

on  Health  and  Wel- 

approved mass  immunization  programs 

fare 
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Bill  No. 

Explanation 

Society’s 

Position 

Legislative  Position 

S-36 

Adds  four  consumers  to  all  profes- 
sional and  occupational  licensing 
boards 

Licensure 

Oppose 

In  Committee 
on  State  Government 

H-803 

Places  two  consumers  on  professional 
licensing  boards 

Oppose 

In  Committee  on 

Professional 

Licensure 

H-759 

H-760 

Medical  Education  and  Licensure 

Society-sponsored  amendments  to  the  Support 

“Medical  Practice  Act” 

Returned  to  House 
Committee  on  Pro- 
fessional Licensure 

H-451 

H-883 

Medical  Examiner 

Medical  Examiners  permitted  in 
Second  Class  Counties 

Support  H-45 1 

Referred  to  Com- 
mittee on  Urban 
Affairs 

S-170 

Defines  “grave  mental  disability” 

Mental  Health 

Studied  by  Penna. 
Psychiatric 
Society — they’ve 
suggested  changes 

In  Senate  Commit- 
tee on  Public 
Health  and  Wel- 
fare 

S-56 

Creates  legislative  committee  on 
Mental  Retardation 

Studied  by  Penna. 
Psychiatric 
Society — they've 
suggested  changes 

In  Senate  Rules 
Committee 

H-143 

Involuntary  admission  procedures 

Studied  by  Penna. 
Psychiatric  Society; 
needs  better  draft- 
ing 

In  House  Commit- 
tee on  Health  and 
Welfare 

S-730 

“Rights  of  Mental  Patients  Act” 

Support  in  principle 

Referred  to  Commit- 
tee on  Public 
Health  and  Welfare; 
hearings  held 

S-731 

Elimination  of  peonage  in  state 
hospitals 

Support  in  principle 

Hearings  held; 
Society  testified 

H-868 

Removing  requirement  that  directors 
of  state  facilities  be  physicians; 
referred  to  Pennsylvania  Psychiatric 
Society 

Oppose 

Referred  to  House 
Committee  on 
Health  and  Welfare 

H-129 

H-130 

These  bills  amend  the  professional 
nursing  law  to  expand  the  definition 
of  nursing,  etc. 

Nursing 

Support 

Reported  from  House 
Committee  and 
recommitted 

S-854 

“Dispensing  Optician  Law” — 
State  Board  of  Opometrist 
Examiners  to  license  opticians 

Opticians 

Oppose 

In  Senate  Commit- 
tee on  Public 
Health  and  Welfare 
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Bill  No. 

Explanation 

Society’s 

Position 

Legislative  Position 

S-570 

Optometry 

Optometrists  with  additional 
training  to  use  drugs 

Oppose 

Passed  Senate;  in 
House  Committee 
on  Professional 
Licensure 

H-355 

Paramedical  Licensure 

Waiver  to  Service-trained  Corpsmen  Oppose 

Remains  in  Commit- 
tee on  Professional 
Licensure 

S-627 

S-629 

Permit  Medical  Board  and  Osteopathic 
Board  to  license  physicians’  assis- 
tants 

Oppose;  favor 
language  in  H-759 
and  H-760 

Both  bills  remain 
in  Committee  on 
Public  Health  and 
Welfare 

H-889 

Medical  Board  to  supervise 
Physicians'  Assistants  practice 

Oppose  for  same 
reason  as  above 

Remains  in  Commit- 
tee on  Health  and 
Welfare 

H-1316 

Physician  Shortage  Areas 

Dr.  Speller's  recommended  State  and  Oppose 

community-supported  medical  facili- 
ties in  medically  deprived  areas 
determined  by  the  Department  of  Health 

Referred  to  the 
Committee  on 
Health  and  Welfare 

Appendix  I 

Supplemental  Report  E 
Board  of  Trustees  and  Councilors 

The  Board  of  Trustees  is  mandated  to  place  before  the 
House  of  Delegates  a suggested  location  for  the  Annual  Busi- 
ness Session.  Accordingly,  the  Board  of  Trustees  recom- 
mends that  the  1978  Annual  Business  Session  be  held  in 
Lancaster,  Pennsylvania. 

Appendix  J 

Supplemental  Report  D 
Board  of  Trustees  and  Councilors 

In  1968  the  House  of  Delegates  passed  amended  Resolu- 
tion No.  68-9,  the  subject  of  which  was  “Representation  of 
Medical  Schools  on  the  State  Board  of  Medical  Education 
and  Licensure.” 

The  resolution,  as  finally  adopted,  read  as  follows: 

WHEREAS,  Graduation  from  an  approved  medical 
school  is  one  of  the  essentials  for  a license  to  practice  med- 
icine and  surgery;  and 

WHEREAS,  Medical  schools  are  directly  responsible 
for  furnishing  this  qualification;  and 

WHEREAS,  Medical  schools,  therefore,  are  vitally 
concerned  with  the  licensure  of  physicians;  and 

WHEREAS,  Medical  schools  feel  that  they  contribute 
considerably  to  the  activities  of  the  State  Board  of  Medical 
Education  and  Licensure;  and 

WHEREAS,  The  present  Medical  Practice  Act  of  Penn- 
sylvania precludes  a member  of  the  faculty  of  any  under- 
graduate school  or  college  or  university  teaching  medicine 


or  surgery  from  serving  on  the  State  Board  of  Medical  Ed- 
ucation and  Licensure;  therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society 
take  the  proper  steps  to  amend  the  present  Medical  Prac- 
tice Act  of  Pennsylvania  to  provide  that  not  more  than  one 
of  the  appointed  members  of  the  State  Board  of  Medical 
Education  and  Licensure  be  a dean  or  a representative  of  a 
dean  of  one  of  the  medical  schools  in  Pennsylvania;  and  be 
it  further 

RESOLVED,  That  the  deans  of  the  medical  schools  in 
Pennsylvania  shall  have  the  privilege  of  recommending  to 
the  Governor  of  Pennsylvania  the  names  of  their  can- 
didates from  which  he  would  select  one  to  serve  on  the 
State  Board  of  Medical  Education  and  Licensure. 
Following  passage  of  this  resolution,  the  Board  of  Trus- 
tees, in  cooperation  with  the  State  Board  of  Medical  Educa- 
tion and  Licensure,  authorized  a complete  study  of  the  Medi- 
cal Practice  Act  by  a Joint  Committee  of  the  Medical  Board 
and  the  Society  to  determine  what  additional  changes  should 
be  made  prior  to  introducing  legislation  into  the  General  As- 
sembly. Actually  there  have  been  two  separate  studies  made 
by  two  joint  committees,  both  of  which  were  authorized  by 
both  boards.  The  first  committee  was  headed  by  then 
Chairman  of  the  State  Board  of  Medical  Education  and 
Licensure  Charles  B.  Hollis,  M.D.  The  second  study,  build- 
ing on  the  first,  was  chaired  by  William  J.  Kelly,  M.D.,  cur- 
rently the  vice  chairman  of  the  State  Board  of  Medical  Edu- 
cation and  Licensure  and  a member  of  the  Board  of  Trustees 
and  Councilors  of  the  Pennsylvania  Medical  Society.  In  both 
of  these  studies,  the  1968  recommendation  that  a dean  or  a 
representative  of  a dean  be  included  was  in  the  final  report 
and  ultimately  in  the  legislation  introduced  into  the  Pennsyl- 
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vania  General  Assembly  as  a result  of  these  studies.  The  bill 
embodying  the  change  suggested  by  the  1 968  action  is  House 
Bill  759,  currently  before  the  Legislature,  which  is  an  amend- 
ment to  the  state’s  “Administrative  Code"  which  creates  the 
State  Board  of  Medical  Education  and  Licensure.  The  lan- 
guage concerning  the  dean  in  that  bill  is  as  follows: 

"One  member  shall  be  a physician  licensed  to  practice 
medicine  and  surgery  in  the  Commonwealth  who  is  a dean  of 
one  of  the  medical  colleges  in  Pennsylvania,  and  he  shall  be 
chosen  from  among  candidates  whose  names  have  been  sub- 
mitted to  the  Governor  by  the  deans  of  the  medical  colleges 
in  Pennsylvania.” 

Most  recently,  representatives  of  the  State  Board  of  Medi- 
cal Education  and  Licensure  have  come  before  the  Board  of 
Trustees  of  the  Society  and  asked  that  this  action  be  rescind- 
ed and  that  the  placing  of  a dean  or  a representative  of  a dean 
be  removed  from  the  language  of  H-759.  We  explained  that 
we  could  not  recede  from  this  position  since  it  was  an  action 
taken  by  the  House  of  Delegates.  Accordingly,  we  agreed  to 
place  this  problem  before  the  House,  without  recommen- 
dation, so  that  the  matter  can  be  thoroughly  reviewed  by  the 
appropriate  reference  committee. 

Appendix  K 

Supplemental  Report  F 
Board  of  Trustees  and  Councilors 

At  its  meeting  on  October  17,  1973,  the  Board  of  Trustees 
took  action  on  a number  of  items  which  are  of  interest  to  the 
House  of  Delegates.  The  Board  takes  this  opportunity  to  in- 
form the  House  of  some  of  the  major  actions  from  that  meet- 
ing: 

Confirmed  action  by  the  Executive  Committee  to  in- 
troduce legislation  for  the  Pennsylvania  Academy  of 
Ophthalmology  and  Otolaryngology  which  would  amend  the 
Pennsylvania  Optometric  Practice  Act  to  require  referral  by 
an  optometrist  to  a physician  in  those  instances  where  there  is 
( 1)  Corrected  vision  of  less  than  20/40  in  each  eye,  unless  the 
cause  of  the  decreased  vision  has  previously  been  medically 
determined;  (2)  Complaint  of  flashing  lights  or  dimming  of 
vision  or  the  loss  of  vision;  (3)  Excessive  tearing  or  double 
vision;  (4)  Permanent  or  temporary  loss  in  the  field  of  vision; 
(5)  Presence  of  inflammation  of  the  eye  or  surrounding  struc- 
tures; or  (6)  Presence  of  opacities  in  the  ocular  media  not 
previously  medically  identified. 

Agreed  to  introduce  Resolution  No.  73-30  for  the  PMS  In- 
terspecialty Committee,  the  subject  of  which  is  "Education 
and  Involvement  of  Physicians  and  Non-Physicians  in  Pro- 
fessional Standards  Review  Organizations." 

Approved  a recommendation  of  the  Officers'  Conference 
Committee  that  the  1974  Officers’  Conference  be  held 
Wednesday,  April  24,  and  Thursday,  April  25.  at  the  Host 
Inn.  Harrisburg. 

Determined  to  consult  with  the  deans  of  the  medical 
schools  concerning  a recommendation  from  the  Committee 
on  Quackery  regarding  the  Society  distribution  of  the  book 
"At  Your  Own  Risk”  to  medical  school  students. 

Referred  to  Legal  Counsel  a proposal  for  action  from  the 
Committee  on  Quackery  concerning  the  growing  use  of 
acupuncture  by  chiropractors. 

Received  from  Russell  B.  Roth.  M.D..  president  ot  the 


American  Medical  Association,  commendations  for  having 
exceeded  in  September  1973  the  number  of  dues-paying 
AMA  members  reported  in  1972,  at  this  time,  thus  ensuring 
the  eleventh  AMA  Delegate  next  year. 

Directed  Dr.  Marshall  and  the  president  to  draft  a letter 
for  Executive  Committee  approval  responding  to  a letter 
from  William  D.  Beach,  Jr.,  M.D.,  deputy  secretary  for 
Mental  Health  and  Mental  Services  of  the  Department  of 
Public  Welfare,  to  Robert  S.  Sanford,  M.D.,  dated  August 
30,  1973,  informing  the  Society  of  the  Department's  con- 
tinued interest  and  intent  in  moving  into  the  PSRO  programs 
as  rapidly  as  the  federal  development  of  PSRO  proceeds. 

Determined  to  introduce  to  the  House  of  Delegates  Reso- 
lution No.  73-33,  the  subject  of  which  is  "Commendation  of 
Russell  B.  Roth,  M.D.,  and  other  AMA  Leaders  from  Penn- 
sylvania.” 

Approved  amendments  to  the  bylaws  of  the  Pennsylvania 
Medical  Care  Foundation  as  printed  on  pages  1 2 1 - 1 28  of  the 
Official  Reports  Book. 

Accepted  a recommendation  of  the  Council  on  Govern- 
mental Relations  regarding  Senate  Bill  863,  the  governor’s 
so-called  "Comprehensive  Health  Care  Act"  in  which  the  So- 
ciety would  support  legislation  containing  only  "Certificate 
of  Need,"  "Licensure  of  Hospitals,”  and  "Uniform  Account- 
ing Procedures”  and  oppose  the  governor’s  bills  in  their 
present  form. 

Accepted  the  recommendation  of  the  Council  on  Govern- 
mental Relations  to  oppose  House  Bill  1316,  a proposal  for 
medical  care  in  deprived  areas. 

Determined  to  oppose  regulations  on  the  “Early  and  Peri- 
odic Screening  Diagnosis  and  Treatment  Program”  as 
presented  by  the  Department  of  Public  Welfare  and,  instead, 
urge  the  Department  to  pursue  a program  such  as  that 
outlined  by  the  Pennsylvania  Chapter  of  the  American  Acad- 
emy of  Pediatrics  and  to  seek  public  hearings  on  this  matter. 

Determined  to  consider  reviewing  appealed  PDUR  cases 
from  the  Department  of  Public  Welfare,  provided  physicians 
are  afforded  an  equal  opportunity  to  present  cases  for  review 
and  with  the  further  understanding  that  decisions  rendered 
by  professional  committees  of  the  Society  are  to  be  consid- 
ered binding.  The  Department  is  to  indicate  the  volume  and 
type  of  cases  involved  so  that  a cost  reimbursement  formula 
can  be  developed. 

Accepted  the  recommendation  of  the  Council  on  Medical 
Service  that  the  Society  establish  a policy  of  supporting  the 
appropriate  reimbursement  at  reasonable  rates  for  the  serv- 
ices of  physicians  on  hospital  review  committees  where  the 
time  required  is  substantial  and  is  primarily  for  the  purpose 
of  certification  or  recertification  of  hospital  stays  needed  for 
patient  care  or  claims  review. 

Accepted  the  recommendation  of  the  trustees  of  the  Edu- 
cational and  Scientific  Trust  that  the  Society  cosponsor  with 
the  American  Medical  Association  a practice  management 
workshop  to  be  held  in  the  Harrisburg  area  in  the  spring  of 
1974. 

Accepted  as  information  a letter  from  the  State  Advisory 
Board  on  Health  Care  Costs  supporting  the  Society  in  its 
request  for  an  exemption  from  Phase  IV  controls  regarding 
the  Department  of  Public  Welfare  fee  increases  for  MA  of- 
fice visits  (up  from  $4.00  to  $6.00)  and  home  visits  (up  from 
$5.00  to  $7.00). 


1 19 


DECEMBER  1973 


PENNSYLVANIA 

MEDICINE 


continuing  education 


This  course  listing  is  prepared  by  the  Pennsylvania  Medical  Continuing  Education  Institute 


CODE  KEY 

(*  indicates  institution  has  Category  One  accreditation) 


(1)  Continuing  Education  for  Physicians;  by  Pitt.  Contact:  Mrs.  Karen 
Carlow,  Exec.  Secy..  Beaver  Co.  Med.  Soc.,  350  Adams  St.,  Rochester  15074. 


AAFP — Amer.  Acad,  of  Family  Phys.  (Contact  Pa.  Acad,  of  Family  Phys..  5600 
Derry  St.,  Harrisburg  17111)* 

ACC — Amer.  Coll,  of  Cardiology,  965 0 Rockville  Pike,  Bethesda,  Md.‘ 

ACGP — Amer.  Coll,  of  Gen.  Practitioners  in  Osteo  Med.  & Surg  , Suite  1940, 
111  W.  Washington  St.,  Chicago,  III.  60602. 

ACP — Amer.  Coll,  of  Phys.,  4200  Pine  St.,  Philadelphia  19104 * 

aha — Amer.  Heart  Assn.,  Pa.  Affiliate,  P.O.  Box  2435,  Harrisburg  17105* 

AMA — Amer  Med.  Assn.,  535  N.  Dearborn  St.,  Chicago,  III.  60610- 
Chestnut  Hill — Chestnut  Hill  Hosp.,  8835  Germantown  Ave.,  Philadelphia 
19118 ‘ 

Coatesville  VA — Coatesville  Vet.  Admin.  Hosp.,  Coatesville  19320* 
Conemaugh — Conemaugh  Valley  Memorial  Hosp.,  1086  Franklin  St.,  Johns- 
town 15905" 

Delaware  Co. — Delaware  Co.  Mem.  Hosp.,  Lansdowne  Ave  , Drexel  Hill 
19026 ‘ 

Einstein/North — Albert  Einstein  Med.  Cntr. /Northern  Div.,  York  & Tabor  Rds., 
Phila  19141 * 

Elwyn — Elwyn  Institute,  111  Elwyn  Rd.,  Elwyn  19063* 

Hahnemann — Hahnemann  Med.  Coll.,  230  N.  Broad  St.,  Philadelphia  19102* 
Harrisburg — Harrisburg  Hosp.,  Harrisburg  17101* 

M.  S.  Hershey — Pa.  State  Univ.  Coll,  of  Med.,  M.S.  Hershey  Med.  Cntr.,  Univ. 
Dr.,  Hershey  17033 

Institute—  Institute  of  the  Pa.  Hosp.,  Ill  N.  49th  St..  Philadelphia  19139* 
Jefferson — Jefferson  Med.  Coll.,  1025  Walnut  St.,  Philadelphia  19107 * 
Lebanon  VA — Lebanon  Vet.  Admin.  Hosp  . Lebanon  17042* 

Lehigh  AHEC — Lehigh  Valley  Area  Health  Ed.  Cntr.,  17th  & Chew  Sts.,  Allen- 
town 18102* 

MCP — Med.  Coll  of  Pa..  3300  Henry  Ave.,  Philadelphia  19129* 

Mercy/Pgh. — Mercy  Hosp  , Pride  & Locust  Sts.,  Pittsburgh  15219* 

Norristown  State — Norristown  State  Hosp.,  Stanbridge  & Sterigere  Sts.,  Nor- 
ristown 19141 * 

Packer — Robert  Packer  Hosp.,  Sayre  18840* 

PAFP — Pa.  Acad,  of  Family  Phys.,  5600  Derry  St..  Harrisburg  17111* 

Paoli — Paoli  Mem.  Hosp.,  Paoli  19301* 

PAO&O — Pa.  Acad,  of  Oph  & Otol.,  232  N.  5th  St.,  Reading  19601 * 

PMS- — Pa.  Med.  Society,  20  Erford  Rd.,  Lemoyne  17043 
Reading — Reading  Hosp.,  6th  Ave.  & Spruce  St.,  Reading  19602* 

St.  Margaret — St.  Margaret  Mem.  Hosp.,  265-46th  St.,  Pittsburgh  15201- 
Temple — Temple  Univ.  Sch.  of  Med.,  3400  N.  Broad  St..  Philadelphia  19140* 

U of  Pa. — Univ.  of  Pa.  Sch.  of  Med.,  288  Med.  Labs.  Bldg.,  Philadelphia 
19104* 

Pitt — Univ  of  Pittsburgh  Sch.  of  Med.,  1022-H  Scaife  Hall,  Pittsburgh  15213* 
WPIRMP — Western  Pa.  RMP,  200  Meyran  Ave.,  Pittsburgh  15213 
Washington — Washington  Hosp.,  155  Wilson  Ave.,  Washington  15301- 
West  Penn — Western  Pa.  Hosp.,  4800  Friendship  Ave..  Pittsburgh  15224* 

York — York  Hosp.,  George  St.  & Rathton  Rd.,  York  17405* 


Key  to  symbols: 

( ) Indicates  the  PRA  Category  Number  in  which  attendance  at  this  pro- 
gram should  be  reported  You  may  report  each  hour  of  attendance. 

Bold  Face  Type  indicates  an  institution  that  has  Category  I accreditation. 
This  name  MUST  APPEAR  on  your  PRA  APPLICATION  to  the  AMA  if  you  are 
to  receive  Category  I credit. 

In  most  cases  each  of  the  following  continuing  medical  education  activities 
has  been  granted  AAFP  and  ACGP  (Osteopathic)  credit.  Contact  those  offices 
for  details. 


Beaver  Co.  Hospital;  Oct.  17,  1973  - May  15,  1974 

(1)  Continuing  Education  for  Physicians;  by  Pitt.  Contact:  Mrs.  Karen 
Carlow,  Ex.  Secy.,  Beaver  Co.  Med.  Soc.,  350  Adams  St.,  Rochester  15074. 


Bryn  Mawr  Hospital;  Sept.  21,  1973  - May  17,  1974 

(1)  Correlated  Clinical  Science  Course:  by  Jefferson.  Contact  Theodore  J. 
Berry,  M.D.,  D.M.E.,  Bryn  Mawr  Hosp.,  Bryn  Mawr  19010. 


Canonsburg  General  Hospital;  Oct.  2,  1973  - May  7,  1974 

(1)  Continuing  Education  for  Physicians;  by  Pitt.  Contact  Louis  Signorella, 
M.D.,  Dir.  of  Cont.  Educ.,  Canonsburg  Gen.  Hosp.,  Canonsburg  15317. 


Greensburg;  Sept.  11,  1973  - June  11,  1974 

(1)  Continuing  Education  for  Physicians;  at  Westmoreland  Hosp.,  by  Pitt. 
Contact:  F.  D.  Edgar.  M.D.,  Med.  Dir.,  Westmoreland  Hosp.,  Pittsburgh  Ave., 
Greensburg  15601 . 


Hanover  General  Hospital;  Sept.  13,  1973  - June  12,  1974 

Continuing  Medical  Education  Program;  by  Hanover  Gen.  Hosp.,  Hanover 
17331.  Contact:  Gabriel  Zelesnick,  M.D.,  Chmn.,  Cont.  Educ.  Cmte. 


Harrisburg  Hospital;  Jan.  9 - Apr.  10.  1974 

(1)  Continuing  Education  for  Public  Health  Physicians;  by  Pa.  Dept,  of 
Health  & Harrisburg.  Contact:  Charles  L.  Leedham,  M.D..  Dir.,  Bureau  of 
Health  Educ.,  Pa.  Dept,  of  Health,  P.O.  Box  90.  Harrisburg  17120. 


Lewistown  Hospital;  ’73-74  Academic  Year 

Current  Medical  and  Surgical  Concepts;  by  Lewistown  Hosp.  Contact: 
Donald  E.  Basom.  M.D.,  Lewistown  Hosp.,  Lewistown  17044. 


Lock  Haven  Hospital;  Oct.  10,  1973  - March  20,  1974 

Current  Medical  and  Surgical  Concepts;  by  Lock  Haven  Hosp.  Contact: 
William  C.  Long,  Jr.,  M.D.,  53  W.  Main  St.,  Lock  Haven  17745. 


Hazleton  State  Gen.  Hosp.;  Sept.  6,  1973  - May  23,  1974 

(1)  Seminars  in  Continuing  Medical  Education;  by  U.  of  Pa.  Grad.  Sch.  of 
Med.,  Hazleton  Branch  of  Luzerne  Co.  Med.  Soc.  and  St.  Joseph  Hosp.  Con- 
tact: Robert  Gunderson,  M.D..  D.M.E.,  Hazleton  St.  Gen.  Hosp.,  Hazleton 
18201. 


Huntingdon;  Jan.  9 - Mar.  13,  1974 

Current  Medical  Concepts:  at  J.  C.  Blair  Memorial  Hospital.  Contact: 
Charles  R.  Reiners,  Jr.,  M.D.,  Bryan  St.,  Huntingdon  16652. 


Jeannette:  Oct.  18  - Dec.  18,  1973 

(1)  Continuing  Education  for  Physicians;  at  Monsour  Hospital  and  Clinic:  by 
Pitt.  Contact:  Donald  L.  Kettering,  M.D.,  D.M.E.,  Monsour  Hosp.  & Clinic, 
Jeannette  15644. 


Kittanning;  Oct.  6,  1973  - June  1,  1974 

(1)  Continuing  Education  for  Physicians;  at  Armstrong  Co.  Memorial  Hosp; 
by  Pitt.  Contact:  Roderick  R.  McLeod,  M.D.,  Dir.  of  Cont.  Med.  Educ., 
Armstrong  Co.  Mem.  Hosp.  McKean  & Mulberry  Sts.,  Kittanning  16201. 


Latrobe  Area  Hospital;  Oct.  9,  1973  - May  14,  1974 

(1)  Continuing  Education  for  Physicians;  by  Pitt.  Contact  John  R.  Mazero, 
M.D.,  Med.  Dir.,  Latrobe  Hosp.,  Latrobe  15650. 


CME PROGRAMS 

Listed  below  are  programs  of  continuing  medical  education  which 
include  a series  of  two  or  more  sessions  on  various  subjects.  To  deter- 
mine the  specific  topic  on  any  given  day,  the  instructor,  the  frequency  of 
sessions,  fees,  maximum  registration,  etc.,  contact  the  director  at  the 
address  given  in  the  course  listing  or  in  the  CODE  KEY  box. 


The  following  listings  have  been  reported  since  the  last  publication  of  CON- 
TINUING EDUCATION  in  the  October  1973  edition  of  PENNSYLVANIA  MEDI- 
CINE. For  a complete  list,  integrate  these  listings  with  the  ones  found  on 
pages  61-63  of  that  October  edition: 


New  Kensington:  Sept.  11  - Dec.  4,  1973 

(1)  Continuing  Education  for  Physicians;  at  Citizens  General  Hosp.;  by  Pitt. 
Contact:  Walter  N.  Zuck,  M.D..  Citizens  Gen.  Hosp.  New  Kensington  15068. 


Paoli;  Sept.  1973  - June,  1974 

(1)  Continuing  Medical  Education  Program;  by  Paoli.  Contact:  Peter  N. 
Hillyer,  M.D.,  Chrm.,  Research  & Educ.  Cmte.,  Paoli. 


Philadelphia;  Eastern  Pa.  Psychiatric  Institute:  '73-74  Academic  Year 

(1)  Psychopharmacology  for  Psychiatrists;  by  MCP;  Dec.  6,  1973  - Jan.  24, 
1974. 

(1)  Treatment  of  Sexual  Dysfunctions;  by  MCP;  Feb.  7 - Mar.  28,  1974.  Con- 
tact: Geraldine  DePaula,  M.D.,  Dir.  of  Cont.  Med.  Educ.,  E.P.P.I.,  Henry  Av.  & 
Abbottsford  Rd..  Philadelphia  19129. 


Aliquippa  Hospital;  Sept.  19.  1973  - Apr.  17,  1974 


Philadelphia;  Einstein/North;  - 73-74  Academic  Year 
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(1)  City-wide  Film  Reading  Course;  Sept.  24,  1973  - May  20,  1974.  Contact: 
William  A.  Fackler,  Educ.  Coordinator,  Einstein/North. 


Philadelphia;  Temple;  '73-'74  Academic  Year 

(1)  Recent  Advances  in  Medicine;  Oct.  17  - Dec.  5,  1973. 

(1)  Psychosomatic  Conference;  weekly  - Nov.  to  June. 

(1)  Hematology  - Oncology  Conference;  Mondays  (Oct.  to  June  1974) 

(1)  Hepatology  Conference;  Mondays 

(1)  Endocrine  - Metabolic  Conference;  Tuesdays 

(1)  C.P.C.;  Wednesdays 

(1)  Medical  Grand  Rounds;  Wednesdays 

(1)  Chest  Conference;  Wednesdays 

(1)  Rheumatology  Conference;  Thursdays 

(1)  Cardiac  Arrhythmia  Conference;  Thursdays 

(1)  Infectious  Disease  Clinical  Microbiology  Conference; 

(1)  Pulmonary  Grand  Rounds;  Fridays 

(1)  G.l.  Conference;  Fridays 

(1)  Cardiac  Catheterization  Conference;  Fridays 

(1)  Surgery;  Basic  Science  Review;  Tuesdays 

(1)  Surgery:  Clinical  Pathology  Radiology  Conference;  Wednesdays 

(1)  Surgery:  Morbidity  Conference;  Saturdays 

(1)  Ob-Gyn:  Grand  Rounds;  Mondays 

(1)  Ob-Gyn:  Postgraduate  Program;  Wednesdays 

(1)  Pediatrics;  Grand  Rounds;  Tuesdays  and  Fridays;  at  St.  Christopher's 
Hosp.  for  Children. 

(1)  Pediatrics:  Staff  Conference;  Thursdays;  at  St.  Christopher's  Hosp.  for 
Children. 

(1)  Pediatrics:  Infectious  Disease  Conference;  Mondays;  at  St.  Chris- 
topher's Hosp.  for  Children. 

(1 ) Pediatrics:  Daily  Conferences;  at  St.  Christopher's  Hosp.  for  Children. 

(1)  Clinical  Dermatology  Conference;  Thursdays;  at  Skin  and  Cancer  Hosp. 

(1)  Tumor  Conference;  Thursdays 

(1)  Orthopedics:  Basic  Science  Conference;  Saturdays 

(1)  Fracture  - X-ray  Conference;  Tuesdays 

(1)  Basic  Science  Seminar;  Wednesdays;  at  Fels  Research  Institute 

(1)  Psychiatry:  Dept.  Grand  Rounds;  monthly 

(1)  Rehabilitation  Medicine:  Chairman's  Rounds;  Tuesdays 

(1)  Electro-Diagnostic  Rounds;  Thursdays 

(1)  Orthotic  Rounds;  Tuesdays 

(1)  Neurology:  Conference;  Tuesdays 

(1)  Neuro-radiology:  Conference;  Tuesdays 

(1)  Neurosurgery;  Grand  Rounds;  Fridays 

(1)  Radiology:  Noon  Conference;  Jan.  29-30,  1974. 

(1)  Radiology:  Noon  Conference;  Mar.  12-13,  1974. 

(1)  Radiology:  Noon  Conference;  Apr.  23-24,  1974. 

Contact:  Albert  J.  Finestone,  M.D.,  Asst.  Dean,  C.M.E.,  Temple. 


Phoenixville  Hospital:  Oct.  1973  - June  1974 

(1)  Suburban  Radiologic  Conference;  by  Temple.  Albert  J.  Fine- 
stone,  M.D.,  Asst.  Dean  for  C.M.E.,  Temple. 


Pittsburgh;  Pitt;  ’73-'74  Academic  Year 

(1)  Biochemical  Mechanisms  of  Disease;  Jan.  15  - Apr.  2,  1974. 

(1)  Seminars  in  Patient  Centered  Medicine;  at  Staunton  Clinic;  Jan.  2 - Mar. 
27,  1974.  Contact:  William  M.  Cooper,  M.D.,  Dir.,  Div.  of  Cont.  Educ.,  Pitt. 


Pittsburgh;  North  Hills  Passavant  Hosp.:  Sept.  26,  1973  - May  23,  1974 

(1)  Continuing  Education  for  Physicians;  by  Pitt.  Contact:  Herbert  H.  An- 
derson, M.D.,  North  Hills  Passavant  Hosp.,  9100  Babcock  Blvd.,  Pittsburgh 
15237. 


Pittsburgh;  St.  John's  General  Hospital;  Sept.  19,  1973  - June  19,  1974 

(1)  Continuing  Education  for  Physicians;  by  Pitt.;  in  cooperation  with 
Suburban  General  Hospital.  Contact:  R.  J.  Wojciak,  D.O..  St.  John's  Gen. 
Hosp.,  3339  McClure  A v.,  Pittsburgh  15212. 


Pittsburgh;  Shadyside  Hospital;  Sept.  18,  1973  - Apr.  16,  1974 

(1)  Continuing  Education  for  Physicians;  by  Pitt.  Contact;  Franklin  P. 
Johnson,  M.D.,  Shadyside  Hosp.,  Centre  Av.,  Pittsburgh  15232. 


Pittsburgh;  Suburban  General  Hospital;  Sept.  19.  1973  - June  19,  1974 

(1)  Continuing  Education  for  Physicians;  by  Pitt.;  in  cooperation  with  St. 
John's  General  Hospital.  Contact:  Wayne  Greenburg,  M.D.,  Suburban  Gen. 
Hosp.,  S.  Jackson  Av.,  Pittsburgh  15202. 


Punxsutawney;  Sept.  13,  1973  - Apr.  11,  1974 

(1)  Continuing  Education  for  Physicians;  by  Pitt.  Contact:  Frank  J.  trunzo, 
M.D.,  Sec.,  Adrian  Hospital  Staff.  Punxsutawney  15767. 


Roaring  Spring;  Oct.  2,  1973  - Apr.  2,  1974 

(1)  Continuing  Education  for  Physicians;  by  Pitt.;  at  Nason  Hospital.  Con- 
tact: Marion  A.  Morelli,  M.D.,  Chrm.  of  Educ.  Cmte.,  Nason  Hosp.,  Roaring 
Spring  16673. 


St.  Mary's;  Sept.  5 - Nov.  7,  1973 

(1)  Continuing  Education  for  Physicians;  at  Andrew  Kaul  Mem.  Hosp.;  by 
Pitt.  Contact:  B.  L.  Coppolo,  M.D.,  121  E.  Arch  St.,  St.  Mary's  15857. 


Scranton;  Sept.  26,  1973  - May  22,  1974 

(1)  Current  Concepts  in  General  Medicine;  by  MCP,  Packer  and 
Lackawanna  Co.  Med.  Soc.;  at  Casey  Inn.  Contact  R.  N.  Shoemaker,  Ph.D., 
Coord,  of  Med.  Educ.  Mercy  Hosp.,  746  Jefferson  Ave.,  Scranton  18501. 


Sharon  General  Hospital;  Oct.  3,  1973  - May  1,  1974 

(1)  Continuing  Education  for  Physicians;  by  Pitt.  Contact:  Allen  H.  Holt, 
M.D.,  Dir.,  C.M.E.,  Sharon  Gen.  Hosp.,  740  East  State  St.,  Sharon  16147. 


Venango  County;  Oct.  15,  1973  - June  17,  1974 

(1)  Continuing  Education  for  Physicians;  at  Oil  City,  Franklin  and  Titusville 
Hospitals;  by  Pitt.  Contact:  Robert  Pilewski,  M.D..  Oil  City  Hospital.  Oil  City 
16301. 


Waynesburg;  Oct.  19,  1973  - Apr.  19,  1974 

(1)  Continuing  Education  for  Physicians;  at  Greene  Co.  Mem.  Hosp.;  by 
Pitt.  Contact:  John  C.  Buterbaugh,  M.D.,  Greene  Co.  Mem.  Hosp.,  Waynes- 
burg 15370. 


Wellsboro;  Oct.  17,  1973  - June  19,  1974 

(1)  Program  for  Continuing  Medical  Education;  at  Soldiers  and  Sailors  Hos- 
pital; by  Jefferson.  Contact:  Ralph  C.  Antrim,  Jr.,  Admin.,  Soldiers  & Sailors 
Hosp.,  Wellsboro  16901. 


COURSES 


ADMINISTRATIVE  MEDICINE 
Jan.  10  & 11,  1974;  Philadelphia 

(2)  MATS  (Medical  Audit  Team  Seminar)  Program;  at  Marriott  Motor  Hotel; 
by  PMS  and  Hosp.  Assoc,  of  Pa.  Contact:  PMS 


Jan.  24  & 25,  1974;  Pittsburgh 

(2)  MATS  (Medical  Audit  Team  Seminar)  Program;  at  Howard  Johnson's 
Monroeville;  by  PMS  and  Hosp.  Assoc,  of  Pa.  Contact:  PMS 


ALLERGY 

June  13-16,  1974;  Hershey 

(2)  Pa.  Allergy  Association  (Annual  Meeting);  at  Hotel  Hershey.  Contact: 
Philip  Fireman,  M.D.,  Secy.,  Pa.  Allergy  Assoc.,  Univ.  of  Pittsburgh,  15213. 


ANESTHESIOLOGY 
May  10-12,  1974;  Seven  Springs 

(2)  Pa.  Society  of  Anesthesiologists  (Annual  Meeting);  at  Seven  Springs  Mt. 
Resort.  Contact:  Exec.  Secy.,  Pa.  Soc.  of  Anesth.,  20  Erford  Rd.,  Lemoyne 
17043. 


CARDIOVASCULAR  DISEASE 
May  22,  1974;  Pittsburgh 

(1)  Instructors  Training  Courses  in  Cardiopulmonary  Resuscitation — for 
Physicians;  by  AHA.  Contact:  AHA. 


April  17-19,  1974;  Pittsburgh 

(1)  Physiologic  Basis  of  Heart  Sound  Generation;  by  Pitt,  and  AHA;  at 
Airport-Marriott  Motor  Inn.  Contact:  William  M.  Cooper,  M.D.,  Dir.,  Div.  of 
Cont.  Educ.,  Pitt. 


April  17-19,  1974;  Philadelphia 

(1)  An  Electrophysiological  Approach  to  the  Diagnosis  and  Treatment  of 
Cardiac  Arrhythmias,  by  ACP;  at  U.  of  Pa.  Contact:  Registrar,  P.G.  Courses, 
ACP. 


May  1974;  Philadelphia 

(1)  Thrombosis  Seminar;  at  Temple.  Contact:  Albert  J.  Finestone,  M.D., 
Asst.  Dean  for  C.M.E.,  Temple. 


July  15-17,  1974;  Philadelphia 

(1)  Bedside  Diagnosis  of  Heart  Disease;  at  Hahnemann.  Contact:  R.  J. 
Schaefer,  Exec.  Dir.,  Cont.  Educ.,  Hahnemann 


CHEST  DISEASES 

February  25  - March  8,  1974,  Philadelphia 
(1)  Broncho-esophagology,  at  Temple.  Contact  Charles  M.  Norris,  M.D 
Chevalier  Jackson  Clinic,  Temple. 


April  1-12,  1974,  Philadelphia. 

(1)  Respiratory  Workshops;  at  Hahnemann.  Contact  R.  J.  Schaefer,  Exec. 
Dir.,  Cont.  Educ.,  Hahnemann. 


EMERGENCY  MEDICINE 
May  23-25,  1974;  Pittsburgh 
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(1)  8th  Annual  Symposium  on  Critical  Care  Medicine;  at  Pitt.  Contact: 
William  M.  Cooper,  M.D.,  Dir.,  Div.  of  Cont.  Educ.,  Pitt. 


April  4-6,  1974;  Pittsburgh 

(2)  Pa.  Chapt.  of  American  College  of  Emergency  Physicians  (Scientific  As- 
sembly) at  Chatham  Center.  Contact:  Betty  L.  Peirsol,  M.D.,  Secy.,  Pa.  Chapt. 
3400  School  Rd.,  Murrysville  15668. 


April  29  - May  17,  1974;  Philadelphia 

(1)  Preceptor  Course  in  Emergency  Medicine;  by  Temple.  Contact:  Albert  J. 
Finestone.  M.D.,  Asst.  Dean,  C.M.E.,  Temple. 


ENDOCRINOLOGY 

Jan.  7-11,  1974,  Philadelphia 

(1)  Workshops  in  the  Physiology,  Diagnosis  and  Treatment  of  Electrolyte 
and  Acid  Base  Disorders;  by  ACP;  at  Annenberg  Audit.,  U.  of  Pa.  Contact: 
Registrar,  P.G.  Courses,  ACP. 


FAMILY  MEDICINE 

Jan.  17,  1974;  Wilkes-Barre 

(2)  Shock/Causes  and  Treatment;  at  Mercy  Hospital.  Contact  J.  P.  Brennan, 
M.D.,  D.M.E.,  Mercy  Hosp.,  196  Hanover  St.,  Wilkes-Barre  18703. 


Mar.  7,  1974;  Wilkes-Barre 

(2)  Neurological  Emergencies,  Diagnoses  and  Treatment;  at  Mercy 
Hospital.  Contact  J.  P.  Brennan,  M.D.,  D.M.E.,  Mercy  Hospital,  196  Hanover 
St.,  Wilkes-Barre  18703. 


May  3-11,  1974;  Spain 

(1)  Pa.  Academy  of  Family  Physicians  (Annual  Meeting);  at  Costa  Del  Sol, 
Spain;  Contact:  Calder  C.  Murlott,  Exec.  Secy.,  PAFP. 


GENERAL  MEDICINE 

As  Arranged:  Philadelphia 

(1)  Preceptorships  for  Practicing  Physicians  (Anes.,  Int.  Med.,  Neurology, 
Ob-Gyn,  Path..  Ped.,  Psych.,  Radiol.,  or  Surg.);  at  MCP.  Contact:  Gerald  H. 
Escovitz.  M.D..  Assoc.  Dean,  MCP. 


Dec.  13,  1973;  Philadelphia 

(1)  Medical  Care  Evaluation  Seminar;  by  Pitt  and  Hospital  Utilization  Proj- 
ect: at  Holiday  Inn.  Contact:  Hospital  Utilization  Project,  400  Penn  Center 
Blvd.,  Pittsburgh  15235. 


Mar.  24,  1974;  Harrisburg 

(2)  Keystone  State  Medical  Society  (Annual  Meeting);  at  Holiday  Inn  Town. 
Contact:  Theodore  L.  Yarboro,  M.D.,  Secy.,  779  E.  State  St.,  Sharon  16146. 


May  6-10,  1974;  Philadelphia 

(1)  Emergency  Room;  by  Hahnemann;  at  Marriott  Motor  Hotel.  Contact:  R. 
J.  Schaefer,  Exec.  Dir.,  Cont.  Educ.,  Hahnemann. 


May  15-16,  1974;  Pittsburgh 

(2)  Pa.  Osteopathic  Medical  Association  (Annual  Meeting);  at  Pittsburgh 
Hilton.  Contact:  Robert  E.  Young,  Exec.  Dir.,  POMA,  1330  Eisenhower  Blvd., 
Harrisburg  17111. 


June  17-21,  1974;  Philadelphia 

(1)  Postgraduate  Course  in  Medical  Mycology;  at  Temple.  Contact:  Albert 
J.  Finestone,  M.D.,  Asst.  Dean  for  C.M.E.,  Temple. 


INTERNAL  MEDICINE 
April  25-27,  1974;  Philadelphia 

(1)  Nephrology  for  Today's  Practicing  Internist;  at  Hahnemann.  Contact:  R. 
J.  Schaefer,  Exec.  Dir.,  Cont.  Educ.,  Hahnemann. 


May  20-24,  1974;  Pittsburgh 

(1)  Progress  in  Internal  Medicine;  by  ACP;  at  Pitt.  Contact:  Registrar,  P.  G. 
Courses,  ACP. 


June  5-7,  1974;  Philadelphia 

(1)  Infectious  Diseases  in  Internal  Medicine;  by  ACP  and  MCP;  at  Phila. 
Marriott  Hotel.  Contact:  Registrar,  P.G.  Courses,  ACP. 


OBSTETRICS  and  GYNECOLOGY 
Jan.  6-11,  1974;  Philadelphia  (repeat  April  7-12,  1974) 

(1)  Physician's  Education  Program  in  Family  Planning;  by  Temple.  Contact: 
Albert  J.  Finestone,  M.D.,  Asst.  Dean,  C.M.E.,  Temple. 


May  1,  1974;  Philadelphia 

(1)  Office  Seminar — Management  of  Breast  Problems;  at  Temple.  Contact: 
Albert  J.  Finestone,  M.D.,  Asst.  Dean  for  C.M.E.,  Temple. 


OPHTHALMOLOGY  and  OTOLARYNGOLOGY 
Feb.  10-16,  1974;  Pittsburgh 
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(1)  Anatomy  and  Surgery  of  the  Nose;  by  Pitt,  at  Eye  and  Ear  Hosp.  Con- 
tact: William  M.  Cooper,  M.D..  Dir.,  Div.  of  Cont.  Educ.,  Pitt. 


Mar.  27,  1974;  Philadelphia 

(1)  Office  ENT  Seminar;  at  Temple.  Contact:  Albert  J.  Finestone,  M.D.. 
Asst.  Dean  for  C.M.E.,  Temple. 


May  9-11,  1974;  Philadelphia 

(1)  Pediatric  Ophthalmology  Conference;  at  Temple.  Contact:  Albert  J. 
Finestone,  M.D.,  Asst.  Dean  for  C.M.E.  Temple. 


May  15-18,  1974;  Bedford  Springs 

(1)  Pa.  Academy  of  Ophthalmology  & Otolaryngology  (Annual  Meeting):  at 
Bedford  Springs  Hotel.  Contact:  Donald  B.  Kamerer.  M.D.,  Secy.,  1501  Locust 
St.,  Pittsburgh  15219. 


PATHOLOGY 

Mar.  29-30,  1974;  Philadelphia 

(2)  Annual  Scientific  Meeting  of  the  Pa.  Assoc,  of  Blood  Banks;  at  Marriott 
Motor  Inn.  Contact:  Miriam  B.  Dahlke,  M.D.,  Secy.-Treas.,  Pa.  Assoc,  of 
Blood  Banks,  Llangollen  Ln.,  Newtown  Square  19073. 


PEDIATRICS 

May  14-17,  1974;  Philadelphia 

(1)  23rd  Annual  Seminar  in  Pediatrics;  by  Temple;  at  St.  Christopher’s 
Hosp.  for  Children.  Contact:  Angelo  DiGeorge.  M.D.,  St.  Christopher's  Hospi- 
tal, 2600  N.  Lawrence  St.,  Philadelphia  19133. 


PHYSICAL  MEDICINE  AND  REHABILITATION 
Apr.  12-13,  1974;  Philadelphia 

(1)  Current  Concepts  in  Upper  and  Lower  Extremity  Orthotics;  at  Temple. 
Contact:  Albert  J.  Finestone.  M.D.,  Asst.  Dean  for  C.M.E.,  Temple. 


PSYCHIATRY 

Mar.  2-3,  1974;  Norristown 

(1)  Sleep  and  Dreams;  at  Norristown  State.  Contact:  John  D.  Pruitt.  M.D., 
D.M.E.,  Norristown  State. 


Apr.  19-21,  1974;  Hershey 

(2)  Pa.  Psychiatric  Society  (Annual  Meeting);  at  Hotel  Hershey.  Contact: 
Exec.  Secy.,  PPS,  20  Erford  Rd.,  Lemoyne,  Pa.  17043. 


Mar.  14-15,  1974;  Philadelphia 

(1)  Frontiers  of  Psychotherapy;  by  Temple.  Contact:  Albert  J.  Finestone, 
M.D.,  Asst.  Dean,  C.M.E.,  Temple. 


RADIOLOGY 

Dec.  10-14,  1973;  Philadelphia  (repeat  Mar.  25-29,  1974;  and  May  20-24,  1974) 
(1)  Radiology — Diagnostic  Ultrasound  Physician's  Training  Course;  by 
Temple  at  Episcopal  Hosp.  Contact:  Barry  B.  Goldberg,  M.D.,  Prgm.  Dir., 
Sect,  of  Diag.  Ultrasound,  Sect,  of  Radiol.,  Episcopal  Hosp.,  Front  St.  & 
Lehigh  Ave.,  Philadelphia  19125. 


May  16-19,  1974;  Hershey 

(2)  Pa.  Radiological  Society  (Annual  Meeting);  at  Hotel  Hershey.  Contact: 
Exec.  Secy.,  Pa.  Radiol.  Soc.,  20  Erford  Rd.,  Lemoyne,  Pa.  17043. 


SPORTS 

Mar.  16,  1974;  Philadelphia  (repeat  Apr.  13  and  May  11,  1974) 

(1)  Principles  of  Sports  Medicine  for  the  Coach  Trainer  and  Team 
Physician;  at  Temple.  Contact:  Albert  J.  Finestone,  M.D.,  Asst.  Dean  for 
C.M.E.,  Temple. 


May  1-2,  1974;  Philadelphia 

(1)  Principles  of  Injury  Prevention  in  Sports;  at  Temple.  Contact:  Albert  J. 
Finestone,  M.D.,  Asst.  Dean  for  C.M.E.,  Temple. 


SURGERY 

April  5,  1974;  Harrisburg 

(2)  Amer.  Coll,  of  Surgeons,  Central  Pa.  Chapter  (Annual  Meeting);  at  Har- 
risburg Hosp.  Contact:  Lewis  T.  Patterson,  M.D.,  Secy.,  Polyclinic  Hosp.,  Har- 
risburg 17105. 


April  15-17,  1974;  Philadelphia 

(1)  Management  of  Chronic  Pain,  by  Hahnemann;  at  Marriott  Motor  Hotel. 
Contact:  R.  J.  Schaefer,  Exec.  Dir.,  Cont.  Educ.,  Hahnemann. 


June  5,  1974;  Philadelphia 

(1)  Burnett  Surgical  Symposium;  at  Temple.  Contact:  Albert  J.  Finestone, 
M.D.,  Asst.  Dean  for  C.M.E.,  Temple. 
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PHYSICIANS  WANTED 

Internist,  orthopedic  surgeon,  derma- 
tologist, psychiatrist — Board  Certified 
or  Board  Eligible.  To  join  small  group 
with  modern  offices  in  beautiful,  rapid- 
ly growing  community  with  full  hospi- 
tal privileges  available.  Write:  Ralph  J. 
Miller,  M.D.,  Heatherbrae  Square,  In- 
diana, Pennsylvania  15701. 

Orthopedic  Surgeon  Wanted — As- 
sociate for  well-established  clinic  in 
Eastern  Pennsylvania.  Under  36  years. 
Partnership  after  I Vi  years.  No  invest- 
ment needed.  Board  eligibility 
required.  Write  Department  612, 
Pennsylvania  Medicine,  20  Erford 
Rd.,  Lemoyne,  Pa.  17043. 


Needed  Immediately — M.D.  or  DO. 
to  assume  large  family  office  practice. 
Physician  leaving  to  join  Aerospace 
Program.  Privileges  available  in  a 200 
bed  hospital  with  diversified  medical 
staff.  Write  to:  Mr.  J.  W.  Eddy,  Ad- 
ministrator or  D.  G.  Stitt,  M.D.,  Chief 
of  Staff,  The  Greenville  Hospital,  1 10 
North  Main  Street.  Greenville,  Penn- 
sylvania 16125. 

Physical  Medicine  and  Rehabilitation. 

Staff  physiatrist  for  an  active, 
comprehensive  Rehabilitation  Center. 
Latest  facilities  and  equipment.  Quali- 
fied supportive  staff.  Favorable  geo- 
graphic area.  Extensive  educational, 
religious,  and  recreational  facilities 
available.  Write:  Thelbert  Moyer, 

M.D.,  Director,  St.  Vincent  Hospital. 
Box  740,  Erie.  Pa.  16512. 

Full-Time  Accident  Ward  Physician 
Wanted:  for  Delaware  County  Memo- 
rial Hospital,  Drexel  Hill,  Pa.  Pennsyl- 
vania licensed.  Liberal  income  guaran- 
tee. Call  or  write  President.  Tele- 
phone: (215)  259-3800. 

Emergency  Room  Physician  to  join 
four  man  group.  325  bed  hospital  with 
complete  specialty  backup.  Endless 
Mountain  region  of  northeastern 
Pennsylvania.  Excellent  compensation 


and  benefits.  Write  Department  628, 
Pennsylvania  Medicine,  20  Erford  Rd.. 
Lemoyne,  Pa.  17043. 

Internist  or  General  Practitioner — 

Lucrative  family  practice  available  im- 
mediately in  attractive  North 
Boroughs,  Pittsburgh,  Pennsylvania 
suburb  due  to  retirement.  Modern  250 
bed  hospital  5 minutes  away.  No  in- 
vestment required  and  office  equip- 
ment donated  to  properly  trained  man. 
Contact  Ralph  Gaudio,  M.D., 
Chairman,  Physician  Recruitment 
Committee,  9066  Perry  Highway, 
Pittsburgh,  Pa.,  15237.  Telephone: 
(412)  931-6520  or  John  B.  Mallon, 
Administrator,  Suburban  General 
Hospital,  Pittsburgh,  Pennsylvania 
15202.  Telephone:  (412)  734-1800, 
Ext.  311.312. 

Family  Physician — Busy  solo  M.D., 
N.E.  Philadelphia,  Pa.  Good  hospital 
affiliations,  expanding  community. 
Practice  incorporated.  Fringe  benefits. 
Wishes  to  expand  to  three.  Write 
Department  631,  Pennsylvania  Med- 
icine, 20  Erford  Rd.,  Lemoyne,  Pa. 
17043. 


Internists  and  pediatrician  needed  in 
Northcentral  Pa.  1 5-minute  drive  from 
two  150  bed  excellent  hospitals.  One 
office  completely  equipped — can  be 
expanded  to  accommodate  two 


doctors.  Facilities  for  new  medical 
building  available.  25-minute  drive  to 
regional  airport.  W2  hour  drive  to 
major  city  with  medical  universities, 
etc.  Immediate  housing  available. 
Write  Department  635,  Pennsylvania 
Medicine,  20  Erford  Rd.,  Lemoyne, 
Pa.  17043. 

Coatesville,  Pa.  Physicians  needed  for 
Officer  of  Day  duties,  evening  hours, 
in  accredited  VA  Hospital,  38  miles 
west  of  Philadelphia.  License  any 
state.  Salary  commensurate  with 
training  and  experience.  Contact  Chief 
of  Staff,  VA  Hospital,  Coatesville,  Pa. 
19320.  Equal  Opportunity  Employer. 

Emergency  Room  Physicians 

wanted — to  compliment  a team  for  full 
time  coverage.  Positions  immediately 
available.  Pennsylvania  license  needed. 
Write:  D.  Weidner,  M.D.,  St.  Luke's 
Hospital,  Bethlehem,  Pa.  18015  or 
telephone  (215)  691-4207. 

FOR  RENT 

Florida  Apartment — Lovely  modern 
newly  furnished  and  decorated  two 
bedroom,  W2  baths,  central  air  condi- 
tioning. Seasonal  Rental  Dec. 

1 — April  1 — $2,400.  Boca  Raton — 
across  Royal  Palm  Country  Club. 
Telephone  (412)  531-2046. 


CLASSIFIED  ADVERTISING  INFORMATION 

Rates — $10.00  per  insertion  up  to  30  words;  40  cents  each  additional 
word;  $1.00  per  insertion  for  answers  sent  in  care  of  Pennsylvania  Medi- 
cal Society.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  preceding 
month  of  publication.  Send  to  Pennsylvania  Medical  Society,  20  Erford 
Rd.,  Lemoyne,  Pennsylvania  17043.  The  right  is  reserved  to  ct  or 
modify  copy  to  conform  with  publication  rule:: 

DEPARTMENT  NUMBERS — Advertisers  using  dec  oers 

forbid  disclosure  of  their  identity.  Written  inquiries  . 1 oed  to 

such  advertisers. 

WORD  COUNT — Count  as  one  word  all  single  words.  : : • ; als  of  a 
name,  each  abbreviation,  isolated  numbers,  groups  of  numbers, 
hyphenated  words.  Count  name  and  address  as  f e wc  i ds,  telephone 
numbers  as  one,  and  “Write  Department...,  PENNSYLVANIA  MEDICINE, 

as  five. 
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POSITION  WANTED 

Psychiatrist — Board  Certified.  Very 
wide  and  responsible  experience  and 
very  impressive  curriculum  vitae. 
Licensed  in  Pennsylvania,  New  York, 
New  Jersey.  Available  for  right  posi- 
tion. Reply  Department  632,  Pennsyl- 
vania Medicine,  20  Erford  Rd., 
Lemoyne,  Pa.  17043. 


Board  Certified  Internist  with  subspe- 
cialty in  Gastroenterology  interested  in 
partnership  or  group  practice  to  begin 
in  July  1974.  Leon  A.  Rigberg,  M.D., 
6759  Crooked  Palm  Terrace,  Miami 
Lakes,  Florida  33014.  Telephone  (305) 
822-7387. 


Middle-aged  practitioner  would  like 
position  in  any  of  the  following  cate- 
gories: Administration,  Student  Health 
Service  Physician,  Hospital  House  Of- 


ficer. Write  Department  633,  Penn- 
sylvania Medicine,  20  Erford  Rd., 
Lemoyne,  Pa.  17043. 


FOR  SALE 


Manual — "Manual  of  Routine  Orders 
for  Medical  and  Surgical  Emergencies 
(A  New  Concept  Designed  to  Save 
Lives).”  Contact:  Warren  Green 

Publishing  Corp.,  10  South  Brentwood 
Ave.,  St.  Louis,  Missouri  63105. 

New  medical  building  for  four 
physicians  in  Berwick,  Pennsylvania. 
Building  already  receiving  rents  of 
$500  per  month  not  including  rent  to 
owner  physician.  Also  for  sale — equip- 
ment including  X-Ray,  electrocar- 
diograph, and  full  laboratory  equip- 
ment. Building  $100,000 — all  equip- 
ment $30,000.  Patients  waiting.  Write 


Department  630,  Pennsylvania  Medi- 
cine, 20  Erford,  Rd.,  Lemoyne,  Pa. 
17043  or  call  (717)  752-5981  collect. 


Complete  Picker  Radiographic  room 

and  darkroom  equipment  and  acces- 
sories never  used.  Includes  300K.M 
Century  II  Bucky  table.  Diplomat  film 
processor,  film  printer,  and  acces- 
sories. Installed  early  1972.  Contact 
N.D.  Rhoads,  Hershey  Foods  Cor- 
poration, Hershey,  Pa.  17033. 

Modern,  air-conditioned  office  di- 
rectly across  from  hospital  in  eastern 
Pennsylvania  university  town.  Now 
housing  a thriving  and  established 
private  orthopedic  practice.  Three  ex- 
amining rooms,  large  waiting  room, 
private  consultation  room,  wall  to  wall 
carpeting,  fully  equipped.  Available 
immediately.  Write  Department  634, 
Pennsylvania  Medicine,  20  Erford  Rd., 
Lemoyne,  Pa.  17043. 


TREAT  THE  SYMPTOMS  IN  THE  GERIATRIC  PATIENT 


APATHY  • IRRITABILITY 
FORGETFULNESS  • CONFUSION 


Cerebro 

^ ■■  ■ ® 

Nicin  ~ 

A GENTLE  CEREBRAL 
STIMULANT  & VASODILATOR 
FOR  GERIATRIC  PATIENTS 


CEREBRO-NICIN®  double-blind  study* 
shows  how  some  senile  symptoms  can  be  treated. 
Four  times  as  many  aging  patients  showed 
striking  improvement. 

Each  CEREBRO-NICIN  capsule  contains: 

Pentylenetetrazole 100  mg.  • Nicotinic  Acid  ...100  mg 

Ascorbic  Acid  100  mg.  • Thiamine  HCI  25  mg. 

I-Glutamic  Acid  .-..50  mg.  • Niacinamide  5 mg. 

Riboflavin  2 mg.  • Pyridoxine  HCI  3 mg. 

AVAILABLE:  Bottles  100,  500,  1000 

SIDE  EFFECTS:  Most  persons  experience  a flushing  and  tin- 
gling sensation  after  taking  a higher  potency  nicotinic  acid. 
As  a secondary  reaction  some  will  complain  of  nausea,  sweat- 
ing and  abdominal  cramps.  The  reaction  is  usually  transient. 
INDICATIONS:  As  a • cerebral  stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC  DOSAGE:  One  capsule  three  times 
daily  adjusted  to  the  individual  patient. 

WARNING:  Overdosage  may  cause  muscle  tremor  and  con- 
vulsions. 

CONTRAINDICATIONS:  Epilepsy  or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. Keep  out  of  reach  of  children. 


Write  for  literature  and  samples  . . . 

I THE  BROWN  PHARMACEUTICAL  CO. 

2500  W.  6th  St.,  Los  Angeles,  Calif.  90057 

‘AVAILABLE  ON  REQUEST:  Ronald  I.  Goldberg,  M.D.  & Franklin  I.  Shuman,  M.D. 
Double-blind  study  on  the  treatment  of  mentally  confused  patients.  Reprinted 
from  the  Journal  of  the  American  Geriatrics  Society,  Vol.  XII,  No.  6,  June  1964 
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